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DEC  a V i 


The . Fish’s . . Name ...  Is ... . Halibut 


On  account  of  long  experience 
in  the  cod  liver  oil  field,  Mead 
Johnson  &.  Company  happily 
is  able  to  offer  without  delay — 
now — to  the  medical  profes- 
sion, a superior  grade  of  undi' 
luted  halibut  liver  oil  contain- 


ing viosterol,  low  in  acidity, 
clear  in  color,  high  in  potency 
(not  less  than  100,000  U,  S.  P. 
vitamin  A units  and  3,333 
Steenbock  vitamin  D units  per 
gram),  without  vegetable  oil 
or  other  diluent. 


One -fifth  of  the  vitamin  D in 

MEAD’S  VIOSTEROL  in  HALIBUT  LIVER  OIL  2SO  D 

is  supplied  by  the  undiluted  halibut  liver  oil. 


INDICATIONS 

Vitamin  A deficiencies:  as  a prophy- 
lactic against  infections  of  the  mucous 
membranes.  For  the  control  of  cal- 
cium-phosphorus deficiencies  in  rick- 
ets, tetany,  osteomalacia,  tuberculosis, 
allergies,  dental  caries,  fractures:  and 
pregn'^.ncy.  ’ ’ ’ 

\ ,•>  ’ ’ Samples  on 


DOSAGE 

The  same  as  for  Mead’s  Viosterol  in  Oil 
250  D:  Infants,  10  drops  daily;  prema- 
tures and  rapidly-growing  children,  15 
drops;  older  children,  10  to  20  drops; 
pregnant  and  nursing  mothers,  25 
drops  or  more.  Special  cases  may  re- 
quirje/larger  dosage. 

request 


MEAD  JOHNSON, & COMPANY,  Evansville,  Indiana,  U.  S.  A. 

Please  enclose  professional  card  wHen  requesi’/'^sa’an^lfsof  J^ltciso&  prcjdgGts  toccyjperate  in  pfeventing  their  reaching  unauthorized  persons 


for  N.  N.  R.  by  Council  on  Pharmacy  and 
Chemistry  of  the  A.  M.  A.  See  Journal  of 
the  American  Medical  Association  for  Sep- 
tember 17,  1932,  page  996. 


Supplied  in  5-cc,  and  50-cc.  vials  with  dropper;  also 
in  3-minim  capsules,  boxes  of  25  and  100.  If  you 
want  to  make  sure  of  having  the  Parke-Davis  prod- 
uct supplied  on  your  orders  or  prescriptions  it  is 
important  to  specify  “Parke-Davis.” 


May  we  send  you  a sample  box  of  capsules,  with 
descriptive  literature.^  A postcard  will  bring  it  to 
you  by  return  mail.  Address  Medical  Service  Dept., 
Parke,  Davis  & Co.,  Detroit,  Mich. 
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SURVEY  OF  MEDICAL  ANT)  HOSPITAL  SERVICE  IN 

WEST  ^TRG1^TA 


By  The  American  College  of  Surgeons 


JN  August  and  September  of  1932  a survey 

of  medical  and  hospital  service  in  West 
Virginia  was  made  by  the  American  College 
of  Surgeons  with  special  attention  given  to 
that  service  provided  by  industry  and  its  rela- 
tion to  medical  economics.  The  four  state 
hospitals  for  mental  diseases  w'ere  also  in- 
cluded in  this  survey.  The  College  expresses 
its  thanks  and  appreciation  of  the  courtesies 
and  cooperation  extended  by  the  members  of 
the  medical  profession  in  West  Virginia,  hos- 
pital executives,  officials  in  industry,  and 
others  wffio  helped  to  make  this  survey 
possible. 

Scofe  of  Survey  and  Statistical  Data. — 
Eighty  hospitals  in  West  Virginia.  Thirty 
of  these  hospitals  are  owmed  and  operated  by 
churches  or  governmental  agencies;  fifty  are 
private  or  independently  owned.  Sixty  hos- 
pitals w^ere  surveyed  by  the  College.  Thirty- 
nine  industries  of  various  types  were  surveyed 
by  the  College.  Twenty-five  hospitals  are 
doing  contract  practice  of  which  22  are  pri- 
vately owned.  72,961  employees  are  served 
by  contract  hospitals.  350,805  people  are 
served  by  contract  hospitals. 

West  Virginia  population  (1930  census), 
1,729,205.  Twenty  per  cent  of  the  popula- 


tion is  served  by  contract  hospitals  which  is 
slightly  below  the  average,  due  to  a large 
number  of  small  mines  being  closed  at  the 
time  of  the  survey.  About  25  per  cent  of  the 
population  is  served  by  contract  medical  serv- 
ice in  their  homes  and  at  mining  camp  dis- 
pensaries. Five  to  seven  hospital  beds  per 
1000  population  is  the  average  ratio  in  the 
L^nited  States.  In  1931  West  Virginia  had 
five  hospital  beds  per  1000  population  with 
a 78  per  cent  occupancy.  In  1931  New  York 
State  had  11  hospital  beds  per  1000  popula- 
tion with  83  per  cent  occupancy.  One  hun- 
dred twenty-seven  doctors  per  100,000  popu- 
lation w'as  the  average  ratio  in  the  United 
States  in  1930.  In  1931  West  Virginia  had 
103  doctors  per  100,000  population.  In  1931 
New  York  State  had  168  doctors  per  100,000 
population.  In  1928  Germany  had  73  doc- 
tors per  100,000  population. 

The  plans  for  medical  service  as  utilized  by 
the  general  manufacturing  industry,  railroads 
and  the  coal  mining  industry  vary  sufficiently 
to  warrant  dealing  with  each  group  separately. 

Plans  for  Medical  Service  Utilized  by  the 
Manufacturing  Industry.  — Plan  1.  This 
plan,  which  is  really  no  organized  plan  what- 
soever, is  used  by  industries  having  a small 
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number  of  employees.  No  dispensary  or  first- 
aid  facilities  are  provided  at  the  plant.  The 
injured  employee  is  sent  to  the  nearest  avail- 
able doctor  or  hospital.  Many  minor  scratches 
or  injuries  are  unreported  and  untreated  un- 
til infection  develops,  resulting  in  greater  dis- 
ability. Lack  of  first-aid  facilities  and  lack 
of  organized  and  supervised  medical  service 
makes  this  plan  productive  of  a greater  num- 
ber of  poor  end-results  and  thus  more  costly. 
Doctors  and  hospitals  are  paid  from  the 
Workmen’s  Compensation  Fund  according  to 
a fee  schedule. 

Plan  2.  In  this  plan,  used  by  industries 
having  from  100  to  500  employees  and  by 
some  of  the  larger  non-hazardous  industries, 
adequate  first-aid  or  dispensary  facilities  are 
provided  with  a first-aid  attendant  on  call  or 
a graduate  nurse  in  charge.  There  is  lay  super- 
vision of  the  medical  service.  Officials  in 
these  industries  stated  that  the  injured  em- 
ployee was  allowed  free  choice  of  doctor  or 
hospital,  but  it  was  observed  that  in  at  least 
ninety-five  per  cent  of  the  cases  the  doctor 
and  hospital  used  were  those  designated  by 
the  industry.  The  employment  manager  des- 
ignates the  doctor  and  hospital  and  in  the 
majority  of  cases  competent  doctors  and  ap- 
proved hospitals  are  used.  However,  acces- 
sibility, personal  influence,  and  price  con- 
sideration through  reduced  rates  occasionally 
influence  the  selection  of  doctor  and  hospital. 
It  would  appear  that  the  advantages  of  ap- 
proved hospitals  would  be  obvious  to  indus- 
try. The  doctors  and  hospitals  are  paid  on 
a fee  basis  from  the  State  Workmen’s  Com- 
pensation Fund. 

Plan  3.  Industries  having  500  employees 
or  more  usually  provide  adequate  dispensary 
facilities  at  the  plant,  a first-aid  attendant  or 
nurse  on  duty,  and  one  or  more  physicians  on 
duty  part  or  full  time.  Pre-employment 
physical  examinations  are  generally  made  and 
general  health  measures  supervised  by  the 
doctor.  Sanitation  is  usually  supervised  by 
an  engineer  or  by  the  city  or  county  health 
officer.  These  industries  have  greatly  reduced 
their  accident  frequency  rate,  and  should  be 


given  credit  for  adequate  medical  care  to  their 
injured  employees. 

The  chief  surgeon  or  medical  director 
makes  it  a point  to  use  the  leading  hospitals 
for  injured  employees.  The  doctors  are  paid 
a salary  or  a salary  plus  additional  remunera- 
tion from  the  Workmen’s  Compensation 
Fund  for  the  care  of  compensable  injuries. 
The  hospitals  are  also  paid  on  a fee  basis. 

Plans  for  Aledical  Service  Utilized  by  the 
Railroads. — Railroads  tha't  are  engaged  in 
interstate  commerce  do  not  come  under  the 
jurisdiction  of  the  Workmen’s  Compensation 
Act.  Medical  service  for  railroad  employees 
is  of  two  types: 

First,  the  railway  company  assumes  the 
medical  and  hospital  costs  for  industrial  in- 
juries. Division  and  local  surgeons  are  desig- 
nated by  the  chief  surgeon  and  arrangements 
made  with  local  hospitals  to  care  for  their 
cases  at  moderate  rates.  The  doctors  are  on 
a salary  plus  a pass  basis.  The  employees 
all  belong  to  a relief  association  which  pro- 
vides a cash  remuneration  for  disability  or 
death  resulting  from  personal  injury  and  ill- 
ness. The  employee  chooses  and  pays  his 
own  doctor  and  hospital  for  this  personal 
service.  The  staff  of  doctors  maintained  for 
the  relief  association  also  give  pre-employ- 
ment and  periodic  physical  examinations  as 
well  as  providing  medical  service  at  the  shops 
for  injured  employees.  For  these  services 
the  railway  company  in  turn  subsidizes  the 
relief  association.  Injured  employees  are 
paid  one-half  of  their  wages  during  conva- 
lescence, and  a pension  in  case  of  a partial 
or  total  permanent  disability. 

Second,  the  employees  contribute  to  a hos- 
pital association  through  payroll  deduction 
ranging  from  70c  to  $2.00  per  month  and 
which  gives  them  complete  medical  and  hos- 
pital service.  The  hospital  is  owned  either 
by  the  railroad  or  the  Employees’  Hospital 
Association,  and  the  railway  company  sub- 
sidizes this  association  to  pay  for  the  cost  of 
industrial  injuries.  The  doctors  are  paid  on 
a salary  basis.  Members  of  employees’ 
families  are  given  hospitalization  at  one-half 
of  the  usual  rates  and  the  doctors’  fees  are 
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additional.  No  patients  other  than  employees 
and  their  families  are  admitted  to  the  hos- 
pital. Only  one  such  hospital  exists  in  West 
Virginia.  High  grade  medical  and  hospital 
service  is  provided  and  the  railway  company 
and  employees  are  well  satisfied  with  this 
plan  of  service. 

Plans  for  Meilical  Service  Used  by  the 
Coal  Mining  Industry. — The  coal  mining  in- 
dustry may  be  divided  into  the  northern  and 
southern  parts  of  the  state  according  to  the 
type  of  hospital  service  used. 

Northern  Part  of  the  State. — Under 
the  present  economic  stress  a number  of  hos- 
pitals in  this  section  are  contemplating  the 
provision  of  contract  hospital  service  to  assure 
themselves  of  a definite  financial  income,  but 
at  the  present  time  there  is  very  little  contract 
practice  done.  The  coal  operators  in  this 
part  of  the  state  pay  the  medical  and  hospital 
costs  of  compensable  injuries  through  the 
Compensation  Fund  according  to  the  original 
intent  and  purpose  of  the  Workmen’s  Com- 
pensation Act.  In  accordance  with  this  plan, 
it  was  found  that  there  was  no  general  criti- 
cism of  the  State  Compensation  Commissioner 
in  the  administration  of  the  Workmen’s  Com- 
pensation Act  as  it  affects  the  employee,  the 
employer,  the  medical  profession  and  the 
hospitals. 

When  these  coal  fields  were  developed, 
adequate  hospital  facilities  were  available  as 
a rule  and  no  contracts  were  made  to  provide 
such  services.  However,  the  coal  operators 
maintain  contract  medical  service  through 
payroll  deductions  to  pay  the  camp  doctor 
either  on  a salary  or  a contract  basis.  A few 
coal  operators  have  a voluntary  Employees’ 
Hospital  Fund  with  some  latitude  of  choice 
of  doctor  and  hospital. 

Southern  Part  of  the  State.  The  coal 
mining  industry  in  the  southern  half  of  the 
state  is  practically  entirely  served  by  the  con- 
tract hospital  system.  These  coal  fields  wei-e 
more  recently  developed.  The  isolated 
mining  communities  lacked  adequate  hospital 
and  transportation  facilities.  Since  the  Work- 
men’s Compensation  Act  legalized  employers 
to  make  pay  roll  deductions  and  in  turn  make 


contracts  for  medical  and  hospital  service  for 
their  employees,  it  was  only  natural  that 
private  hospitals  would  spring  up  to  take  ad- 
vantage of  an  apparently  assured  commercial 
v’enture. 

Medical  Contracts  at  the  Mining  Camps. — 
All  of  the  coal  operators  maintain  obligatory 
monthly  pay  roll  deductions  to  pay  camp  doc- 
tors. These  pay  roll  deductions  are  commonly 
known  as  “check-offs”  or  “list  practice.”  The 
deductions  ranged  from  75  cents  to  $1.00 
per  month  for  single  employees  and  from 
$1.50  to  $2.00  for  married  employees.  This 
provides  medical  service  for  both  industrial 
and  personal  injuries  and  illnesses  of  em- 
ployees and  their  families  or  other  depend- 
ents. Only  one  coal  company  of  all  that  were 
visited  pays  the  camp  doctor  a separate  and 
definite  salary  for  the  care  of  industrial  in- 
juries. Surveys  made  by  different  coal  oper- 
ators’ associations,  employers  and  physicians 
have  shown  an  average  of  five  dependents 
per  employee.  This  seems  rather  high  but 
the  average  miner’s  family  is  unusually  large 
and  there  are  always  relatives  who  are,  or 
are  willing  to  become,  dependents,  and 
thereby  receive  gratuitous  medical  and  hos- 
pital services. 

The  total  amount  of  money  thus  collected 
is  either  turned  over  directly  to  the  doctor 
or  he  is  placed  upon  a salary  basis.  There 
is  an  increasing  trend  toward  the  latter  until 
at  the  present  time  about  fifty  per  cent  of  the 
camp  doctors  are  on  a salary  basis.  The  sur- 
plus of  money  collected  for  medical  purposes, 
above  the  doctor’s  salary,  drugs  and  rent,  is 
often  put  back  into  the  company’s  profits, 
used  for  production  costs  or  for  other  than 
medical  purposes.  The  officials  of  several 
large  companies  admitted  this  to  be  true.  A 
flagrant  example  of  this  commercial  exploita- 
tation  of  the  medical  profession  is  where  in 
one  month  a coal  operator  deducted  $900 
from  the  wages  of  their  employees,  paid  their 
doctor  $275  per  month,  a drug  bill  of  about 
$50,  rent,  light  and  other  expenses  of  not 
over  $75,  leaving  a balance  of  $500  which 
was  not  entirely  expended  for  medical  pur- 
poses. Under  the  guise  of  welfare  work, 
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such  surplus  funds  can  be  applied  to  most  any 
company  profit  or  expense.  In  this  case  no 
graduate  nursing  service  was  provided  and 
the  doctor  furnished  his  own  transportation. 
These  commercial  corporations  are  practicing 
medicine. 

The  employees  and  the  medical  profession 
have  no  basis  for  protest  over  the  fact  that 
the  doctor  is  placed  upon  a salary  basis,  but 
they  are  justified  in  their  demand  that  the 
money  collected  for  medical  purposes  be  so 
expended.  Medical  and  welfare  funds  should 
be  kept  separate  from  company  funds  and 
under  the  trusteeship  of  the  medical  director 
or  camp  physician  and  of  representatives  from 
the  employer  and  the  employees. 

T he  Camp  Physician  and  Scope  of  Medical 
Service. — The  contract  of  the  camp  physician 
calls  for  the  care  of  the  compensable  injuries 
at  the  mine  plus  the  care  of  personal  illness 
and  injuries  of  the  employees  and  their  de- 
pendents. All  camp  physicians  are  permitted 
to  make  additional  moderate  charges  for  treat- 
ment of  venereal  diseases  and  for  obstetrical 
work.  It  is  generally  conceded  that  some 
contract  arrangement  is  necessary  in  order  to 
provide  adequate  medical  service  in  the  re- 
mote mining  industries.  Some  of  these  doc- 
tors with  the  cooperation  of  company  officials 
had  provided  excellent  medical  service.  Along 
preventive  health  measures  they  had  im- 
munized all  employees  and  their  families 
against  typhoid  and  small  pox  and  they  were 
conducting  vigorous  campaigns  to  eradicate 
diphtheria.  Such  a status  of  semi-controlled 
groups  of  employees  in  industry  lends  itself 
admirably  to  the  practice  of  preventive  medi- 
cine. Notwithstanding  these  opportunities  a 
number  of  camp  doctors  in  their  somnolent 
and  apparently  secure  position  failed  to  exer- 
cise their  prerogatives  until  officials  of  the 
company  found  it  necessary  to  place  them 
upon  a salary  basis  and  dictate  the  medical 
policies  or  engage  a new  physician.  A few 
doctors  admitted  that,  due  to  lack  of  com- 
petitive stimulus,  they  had  regressed  in 
initiative  and  general  efficiency  and,  putting 
it  into  their  own  words,  had  degenerated  into 
“pill  peddlers.” 


So  frequent  and  unreasonable  are  the  de- 
mands made  upon  the  average  camp  phy- 
sician that  one  doctor  stated  that  his  office 
calls  netted  him  five  cents  per  call  and  home 
calls  netted  an  average  of  ten  cents.  It  was 
also  observed  that  this  cooperation  of  industry 
and  the  medical  profession  to  provide  medical 
care  at  low  cost  for  the  lower  brackets  of  wage 
earners  was  not  restricted  to  the  low  wage 
earners.  High  salaried  company  officials  have 
taken  advantage  of  this  low  cost  medical  care. 
In  one  instance  a company  doctor  was  obli- 
gated to  make  daily  visits  for  several  months 
to  the  home  of  an  official  to  care  for  a bedfast 
member  of  his  family.  The  official’s  salary 
was  $10,000  per  year  and  yet  the  doctor  was 
obligated  to  provide  daily  care  including 
medical  supplies  for  the  sum  of  two  dollars 
per  month.  It  is  no  wonder  these  conditions 
of  virtual  peonage  force  the  doctor  to  buy 
the  cheapest  pills  in  fifty  thousand  lots  and 
the  practice  of  medicine  becomes  a “mockery.” 
We  must  not  be  too  critical,  however,  of  the 
average  mining  camp  physicians.  They  are 
rendering  a much  needed  service  under  con- 
ditions which  at  best  are  unfavorable  and  they 
are  deserving  of  cooperation  and  constructive 
action  on  the  part  of  the  medical  profession. 

Due  to  the  lack  of  competitive  pressure 
professionally,  the  average  doctor’s  office 
or  company  dispensary  was  inadequately 
equipped  and  in  poor  state  of  repair.  In  most 
cases  sufficient  money  had  been  collected  in 
the  past  by  the  company  or  doctor  through 
monthly  pay  roll  deductions  to  warrant  more 
adequately  equipped  and  cleanly  dispensaries. 

Medical  Service  to  Injured  Employees  at 
the  Coal  Alines. — Most  coal  operators  have 
part  of  their  men  trained  in  first  aid  and  mine 
rescue  work,  while  some  have  as  high  as  one 
hundred  per  cent  of  their  men  so  trained. 
The  LI.  S.  Bureau  of  Mines  in  cooperation 
with  the  coal  operators  are  deserving  of  credit 
for  this  most  worthy  effort.  It  is  regrettable 
that  the  camp  physicians  have  taken  so  little 
part  in  the  instruction  to  the  employees  of 
the  proper  first  aid  to  render  the  injured. 

Splints,  blankets,  and  first-aid  supplies  are 
placed  in  canisters  and  located  at  convenient 
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points  within  the  mines.  Injured  employees 
are  ordinarily  splinted  by  their  fellow 
workers  in  the  mine  at  or  near  the  place  of 
the  accident.  Those  not  splinted  in  the  mine 
are  still  given  careful  handling.  The  ma- 
jority of  the  injured  are  then  transported  to 
the  drift  opening  in  empty  coal  cars,  though 
a few  mines  had  specially  constructed  spring 
stretcher  cars  for  this  purpose.  The  physician 
would  treat  the  injured  employee  in  the 
emergency  station  at  the  drift  opening,  where 
they  were  provided,  or  at  his  office. 

Transportation  from  the  Coal  Mines  to  the 
Hospitals. — The  distance  from  the  coal  mines 
to  the  hospitals  used  ranged  from  five  to  65 
miles,  with  an  average  of  about  25  miles. 
One  hospital  alleged  that  the  deaths  of  in- 
jured miners  while  in  shock  dropped  practi- 
cally to  zero  when  they  insisted  that  the  com- 
pany physician  and  officials  assume  some  re- 
sponsibility and  treat  the  cases  for  shock  be- 
fore transporting  them.  There  is  no  hard  and 
fast  rule  as  a guide  in  providing  immediate 
or  delayed  transportation.  The  nature  of  the 
injury,  condition  of  the  patient,  facilities  for 
treatment  and  transportation,  and  distance  to 
the  hospital  are  all  factors  which  must  be  con- 
sidered in  individual  cases.  It  is  the  duty  of 
the  hospitals  to  inform  and  cooperate  with 
the  physician  and  officials  at  the  mines  con- 
cerning the  proper  first  aid  and  decision  as  to 
transportation  of  the  injured. 

The  following  methods  of  transporting  the 
injured  to  the  hospitals  are  used: 

1.  Automobile — for  all  minor  injuries. 

2.  Ambulance: 

(a)  Provided  by  the  company.  A few  coal 
operators  charge  the  ambulance  bill  for 
industrial  injuries  to  the  injured  em- 
ployee ; 

(b)  Provided  by  the  miners; 

(c)  Provided  by  the  hospitals.  This  ambu- 
lance service  would  only  be  provided  to 
nearby  mines  or  would  meet  the  trains 
at  the  railway  station ; 

(d)  Undertakers.  The  competition  among 
the  undertakers  in  some  cities  was  so 
keen  that  they  offered  free  ambulance 
service. 


3.  Railroads. 

4.  Open  trucks: 

One  hospital  reported  that  the  smaller  mines 
in  its  neighborhood  were  using  this  type  of 
conveyance.  Miners  working  in  wet  sections 
of  the  mine  whose  clothing  would  become 
wet  were  particularly  unfortunate  should 
they  suffer  an  injury  and  be  transported  at 
once  in  this  condition  and  manner  during  the 
winter  season. 

It  was  noted  that  very  few  of  the  first-aid 
stations  at  the  coal  mines  and  none  of  the 
ambulances  had  Thomas  or  some  type  of  ring 
splints  for  traction  immobilization  of  fractures 
of  the  long  bones  before  attempting  trans- 
portation. 

Hospital  Contracts,  Scope  and  Service. — 
The  injured  employee  has  no  choice  of  hos- 
pital. It  is  the  consensus  of  opinion  of  in- 
dustry everywhere  that  from  60  to  85  per 
cent  of  their  employees  are  not  competent 
to  choose  wisely  their  doctor  or  hospital.  The 
hospital  contracts  with  the  coal  operator  to 
provide  medical,  surgical,  and  hospital  service 
for  employees  and  their  dependents  through 
an  obligatory  monthly  pay  roll  deduction  of 
about  one  dollar  for  single  and  one  dollar 
and  fifty  cents  for  married  employees.  Some 
hospitals  make  a flat  charge  of  one  dollar  and 
others  of  one  dollar  and  thirty  cents  a month 
for  such  services. 

A few  coal  companies  have  had  or  now  have 
“Hospital  Funds”  with  voluntary  member- 
ship which  permit  free  choice  of  doctor  and 
hospital.  In  all  cases  these  funds  have  proven 
to  be  inadequate  unless  mempership  is  made 
obligatory,  thorough  medical  supervision  is 
given  by  the  medical  director  and  the  ex- 
penditures closely  checked.  It  has  been  sug- 
gested that  an  ideal  economic  arrangement 
for  medical  and  hospital  service  in  the  coal 
mining  industry  would  be  to  care  for  all 
compensable  injuries  as  Intended  through  the 
State  Compensation  Department  and  Fund 
and  for  the  coal  operators,  medical  profession 
and  hospitals  to  encourage  and  cooperate  in 
providing  a “medical  and  hospital  fund”  to 
cover  the  costs  of  personal  injuries  and  ill- 
nesses of  the  low  wage  earner  and  his  de- 
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pendents.  A reasonable  latitude  of  choice 
of  doctor  and  hospital  would  be  permitted 
for  personal  injuries  and  illness  in  this  plan 
subject  to  the  approval,  cooperative  super- 
vision or  advice  of  the  medical  director  of 
that  industry. 

The  following  is  a typical  contract  as  used 
by  the  hospitals  in  West  Virginia  which  states 
its  provisions  and  exceptions: 

Contract 

This  memorandum  of  agreement,  made  this 

. . .day  of , 193.  . by  and  between  the 

Hospital  of , County, 

West  Virginia,  party  of  the  first  part,  and 

of , West  Virginia,  party  of  the  second 

part — 

Witnesseth:  That  the  parties  hereto,  in  consider- 
ation of  the  mutual  promises,  terms  and  conditions 
hereinafter  set  out,  have  this  day  contracted  as 
follows: 

1 . The  party  of  the  second  part  agrees  to  collect 
from  each  person  employed  by  it  in  or  about  its 

business  in County,  West  Virginia,  the 

sum  of  One  Dollar  and  Thirty  Cents  ($1.30)  per 
month,  which  sum  it  agrees  to  collect  in  two  equal 
semi-monthly  payments  and  to  remit  to  the  party 
of  the  first  part  semi-monthly  within  five  days  after 
its  regular  semi-monthly  pay  days. 

2.  The  party  of  the  second  part  agrees  to  keep 
an  accurate  list  of  its  said  employees  from  whom 
it  makes  such  collections,  and  to  furnish  said  party 
of  the  first  part  a copy  of  such  list  upon  demand. 

3.  In  consideration  of  the  collection  and  remit- 
tance of  said  sums  as  aforesaid,  the  party  of  the  first 
part  agrees  to  furnish  to  all  employees  of  said  second 
party  from  whom  such  collections  are  made  and  to 
their  dependents  (dependents  here  meaning  mem- 
bers of  the  employee’s  immediate  family  dependent 
on  him  for  support,  and  does  not  include  household 
servants  receiving  wages  from  such  employees  or 
members  of  the  employee’s  family  who  are  engaged 
in  gainful  occupations),  in  the  event  of  sickness, 
accident  or  injury,  medical  and  surgical  attention 

and  treatment  in  its  hospital  at , 

County,  West  Virginia.  Such  medical  and  surgical 
attention  and  treatment  shall  include  a bed  in  one 
of  the  wards  of  said  hospital  and  board,  nursing  and 
medicine  for  a reasonable  time  after  entering  said 
hospital  for  treatment,  and  shall  likewise  include 
rehabilitation  work  where  rehabilitation  work  be- 
comes necessary.  In  the  event  any  case  becomes 


chronic  after  such  treatment  and  attention  for  a 
reasonable  length  of  time,  the  party  of  the  second 
part  agrees  to  have  the  patient  removed  from  the 
hospital  or  to  make  arrangements  satisfactory  to 
the  first  party  for  further  treatment  and  care  of 
said  patient.  In  the  event  any  such  employee  shall 
desire  to  have  a private  room  in  said  hospital  during 
such  treatment,  such  employee  shall  be  furnished 
such  private  room  at  the  regular  rate  therefor  less 
the  sum  of  $3.50  per  day.  The  party  of  the  first 
part  shall  furnish  an  ambulance  for  the  transporta- 
tion of  such  employees  from  the  railway  station  at 

to  said  hospital  where  necessary,  provided 

reasonable  notice  of  the  arrival  of  such  patient  is 
given  it. 

4.  The  party  of  the  first  part  agrees  to  admit 
to  its  said  hospital  and  treat,  as  provided  in  the  third 
paragraph  hereof,  all  employees  of  said  second  party 
and  their  dependents  as  herein  defined,  who  may 
be  suffering  from  illness,  accident  or  injury,  except: 

(a)  Those  having  contagious  diseases,  namely, 
measles,  scarlet-fever,  chickenpox,  diphtheria,  epi- 
demic cerebro  spinal  meningitis,  erysipelis,  smallpox, 
pulmonary  tuberculosis,  or  other  contagious  disease 
that  will  endanger  other  patients  in  the  hospital. 

(b)  Delirium  tremens  and  injury  resulting  from 
drunken  brawls. 

(c)  Normal  labor  cases  and 

(d)  Venereal  diseases,  including  gonorrhea, 
syphilis  and  chancroid. 

Chronic  and  incurable  cases  will  be  received  only 
during  an  acute  attack  or  for  diagnosis  and  will 
thereafter  be  subject  to  discharge  by  said  first  party. 
I'he  party  of  the  first  part  shall  determine  what 
cases  are  chronic  or  incurable  and  when  such  cases 
are  no  longer  entitled  to  hospital  treatment  here- 
under and  when  they  shall  be  removed  from  the 
hospital. 

5.  All  employees  coming  to  said  hospital  for 
treatment  hereunder,  are  to  be  treated  by  the  hos- 
pital staff  of  said  first  party,  but  if  any  employee 
desires  to  enijiloy,  at  his  own  expense,  a physician 
or  surgeon  not  on  the  hospital  staff  he  shall  have 
the  right  to  do  so. 

6.  I'lic  party  of  the  second  part  agrees  that  it 
will  make  written  application  for  admission  to  said 
hospital  for  such  of  its  em|iloyees  as  may  be  entitled 
to  such  admission  hereunder,  and  where  possible, 
will  accompany  saitl  application  with  a certificate  of 
the  |)hysician  who  is  attending  the  employee  at  the 
time  of  application.  Said  second  party  further  agrees 
that  it  will  not  apply  or  send  to  said  hospital  for 
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treatment  any  employee  or  the  dependent  of  any 
employee  who  has  not  made,  at  least,  one  monthly 
payment  as  provided  in  paragraph  one  hereof. 

7.  This  agreement  shall  continue  in  full  force 
and  effect  until  terminated  by  either  party  hereto 
by  giving  at  least  three  months’  written  notice  of 
the  intent  to  terminate  and  the  time  of  termination. 

Executed  in  Duplicate. 

In  witness  whereof  the  parties  hereto  have  caused 
their  respective  names  to  be  hereunder  subscribed, 
this  the  day  and  year  first  above  written. 

Hospital  

By By 

The  definite  and  additional  financial  in- 
come received  by  the  hospitals  through  their 
contracts  has  been  the  desirable  feature  to 
them.  Some  of  these  contracts  have  been 
offered  directly  to  the  hospitals  by  the  coal 
operators,  but  there  has  been  more  or  less 
solicitation  by  practically  every  contract  hos- 
pital either  by  the  doctors  or  by  their  paid 
lay  solicitors.  By  soliciting,  bartering  and 
bidding  for  such  work  they  have  created  a 
professional  and  hospital  monopoly  that  has 
seriously  interfered  with  and  reduced  the 
work  and  Income  of  the  private  practitioner 
and  the  non-contract  hospitals  who  receive 
their  patients  as  a reward  of  skill  or  efficient 
service.  A group  of  private  practitioners  in 
one  West  \’irginia  city  has  already  gone  on 
record  as  preferring  state  medicine  to  the 
present  system  and  abuses  of  contract  hospital 
practice. 

The  eff  ect  on  the  doctors’  economic  status  is 
not  alone  the  measure  for  approval  or  con- 
demnation of  hospital  contract  practice.  The 
primary  question  is,  “How  does  it  effect  the 
patient  or  society  as  a whole?”  It  was  observed 
that  among  the  best  work  done  in  the  state 
in  traumatic  surgery  was  done  by  “contract 
hospitals,”  and  also  some  of  the  poorest  work 
was  done  by  contract  hospitals.  An  analysis 
made  by  the  State  Compensation  Department 
as  to  end  results  obtained  by  contract  and  non- 
contract hospitals  was  said  to  show  no  appre- 
ciable difference.  This  finding  was  based 
upon  the  average  percentage  of  disability 
allowed  a definite  number  of  injured  em- 
ployees treated  in  the  two  different  types 


of  hospitals.  Observations  made  during  this 
survey  by  the  College  of  the  equipment,  com- 
petency of  the  various  medical  staffs  and  end 
results  would  seem  to  support  their  findings. 
Direct  inquiry  revealed  that  the  great  ma- 
jority of  employees  are  satisfied  with  the 
contract  plan  for  medical  and  hospital  service. 
The  medical  staffs  of  the  contract  hospitals 
naturally  like  this  plan.  The  employer  likes 
it  because  it  saves  him  the  medical  and  hos- 
pital costs  of  compensable  injuries.  The  in- 
jured employee  who  gets  a bad  result  in  a 
contract  hospital  does  not  like  the  plan,  as  he 
is  denied  by  law  the  maximum  benefits  of  the 
Compensation  Fund  for  medical  and  hospital 
care. 

At  one  time  contract  hospitals  were  gen- 
erally believed  to  commercialize  their  list 
practice  in  rendering  a minimum  of  service 
and  by  discharging  the  patients  before  they 
should  be  discharged.  This  fact-finding  sur- 
vey found  that  at  the  present  time  this  dis- 
crimination is  not  true  in  West  Virginia.  “List 
patients”  are  given  the  same  attention  as  pri- 
vate patients  and  the  average  length  of  hos- 
pital stay  is  about  the  same. 

Workmen’s  Compensation  Act  of  West 
Virginia. — It  is  of  interest  to  study  those  sec- 
tions of  the  Workmen’s  Compensation  Act 
that  have  a close  bearing  upon  the  plans  and 
economic  status  of  Industrial  medical  service. 

The  West  Virginia  Workmen’s  Compen- 
sation xVct  was  passed  by  the  1913  session  of 
the  legislature  and  has  been  amended  or  cor- 
rected by  several  subsequent  legislatures. 
Parts  of  the  law  have  never  been  entirely 
satisfactory,  either  in  basic  structure  or  ad- 
ministration, and  there  are  necessary  changes 
to  be  made  to  make  it  fair,  equitable  and  just 
to  the  employer,  to  the  employee,  and  to  the 
public. 

The  State  Compensation  Commissioner  is 
given  almost  autocratic  power  under  the 
present  law.  It  is  his  duty  to  provide  a just 
and  equal  balance  according  to  the  act,  but 
administration  may  favor  the  employer  or  the 
employee.  In  the  correction  of  the  act  itself 
lies  the  correction  of  what  many  believe  to 
be  abuses  of  administration. 
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The  Workmen’s  Compensation  Fund  which 
was  also  created  in  1913  is  operated  under 
a more  or  less  monopolistic  state  insurance 
plan.  Very  few  employers  are  self  insured  or 
carried  by  insurance  carriers. 

Any  employer  who  elects  to  accept  the 
provisions  of  the  compensation  act  and  pays 
into  the  fund  the  premiums  established  en- 
joys a certain  privilege  and  immunity  in  that 
he  shifts  the  responsibility  for  injury  to  the 
employees  from  his  own  shoulders  to  the 
compensation  department.  The  employer 
w'ho  elects  to  become  a member  of  the  com- 
pensation department  is  exempt  from  damage 
at  common  law  or  by  statute  for  the  Injury 
or  death  of  any  employee,  no  matter  in  what 
way  it  occurs.  This  is  plainly  set  out  in  the 
law,  the  only  exception  is  that  the  employer 
shall  not  be  in  arrears  in  payment  of 
premiums  and  shall  have  fully  complied  with 
other  sections  of  the  act.  It  is  also  provided 
that  any  employee  who  continues  in  the  serv- 
ice of  an  employer  after  having  had  notice 
that  such  employer  is  a member  of  the  com- 
pensation fund  automatically  waives  right  of 
action  in  court  for  damages  for  Injury  or 
death.  Personal  service  of  such  notice  is  not 
required.  Notice  is  presumed  to  be  given  to 
all  employees,  of  election  to  become  a mem- 
ber of  the  Workmen’s  Compensation  Fund, 
by  posting  printed  or  typewritten  notices  in 
conspicuous  places  about  the  mine,  plant,  or 
place  of  business. 

The  second  paragraph  of  Section  23  of  the 
Compensation  Act  provides  that: 

“No  employer  or  employee  shall  exempt  himself 
from  the  burden  or  waive  the  benefits  of  this  act 
by  any  contract,  rule,  agreement  or  regulation  and 
any  such  contract,  agreement,  rule  or  regulation 
shall  be  pro  tanto  void.” 

This  paragraph  states  clearly  the  original 
intent  and  purpose  of  the  law  as  binding  upon 
the  state,  the  employer,  and  the  employee. 
We  shall  subsequently  see  that  the  original 
intent  and  purpose  is  technically  violated  by 
all  three  parties  concerned. 

Sec'i'Ion  27.  d he  Commissioner  shall  disburse 
and  pay  from  the  fund  for  such  personal  injuries 


to  such  employees  as  may  be  entitled  thereto  here- 
under as  follows: 

(a)  Such  sums  for  medical,  surgical  and  hospital 
treatment  as  may,  in  the  opinion  of  the  Commis- 
sioner, be  reasonably  required,  not,  however,  in  any 
case  to  exceed  the  sum  of  eight  hundred  dollars. 

(b)  Payment  for  such  medical,  surgical  or  hos- 
pital treatment  authorized  under  paragraph  (a) 
hereof  may  be  made  to  the  injured  employee,  or  to 
the  person  or  persons  who  have  furnished  such 
service,  or  who  have  advanced  payment  for  same, 
as  the  Commissioner  may  deem  proper. 

(c)  Notwithstanding  anything  hereinbefore  con- 
tained, no  payment  shall  be  made  out  of  the  Work- 
men’s Compensation  Fund  for  medical,  surgical 
or  hospital  treatment  for  an  injured  employee,  if 
said  employee  be  entitled  under  contract  connected 
with  his  employment  or  by  reason  of  a subscription 
list  to  medical,  surgical,  or  hospital  treatment  with- 
out further  charge  to  him;  provided,  however,  if  in 
the  opinion  of  the  Commissioner  on  the  advice  of 
the  medical  examiner,  an  injured  employee  needs 
hospital  treatment  for  an  injury  sustained  under  this 
act,  such  hospital  treatment  shall  be  ordered  by  the 
Commissioner  and  paid  out  of  the  Workmen’s  Com- 
pensation Fund,  not,  however,  in  any  case  to  ex- 
ceed eight  hundred  dollars.  (Acts  of  1925.) 

No  provision  is  made  in  sub-sections  (a) 
and  (b)  for  dental  service.  Under  the  present 
law  an  injury  to  the  face  or  jaw  affecting  the 
teeth  may  be  cared  for  under  the  general 
interpretation  of  surgical  work,  but  this  in- 
terpretation is  not  generally  stretched  to  in- 
clude technical  dental  work  such  as  providing 
replacement  by  bridge  or  plate. 

No  provision  is  made  in  sub-section  (a) 
or  (b)  for  surgical  appliances  or  artificial  aids. 
In  many  cases  of  severe  Injury,  such  as  a 
broken  spine,  a brace  is- necessary  to  make  the 
patient  more  comfortable  and  in  many  cases 
to  sustain  life.  Provision  of  such  necessary 
appliances  by  the  Commissioner  as  indicated 
above  should  be  made  mandatory. 

Sub-section  (c)  may  be  technically  con- 
strued as  conflicting  with  the  provisions  of 
Section  23.  Here  is  the  justification  of  the 
employers  of  labor  who  insist  that  their  em- 
ployees maintain  subscription  funds  for  medi- 
cal, hospital  and  burial  service.  The  injured 
employee  thus  pays  for  all  medical  and  hos- 
pital costs  of  injuries  in  the  line  of  duty  and 
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therefore  holds  the  employers’  payments  into 
the  Compensation  Fund  at  a minimum.  This 
law  works  unfairly'  to  employees  in  the  fol- 
lowing ways: 

1.  The  employees  indirectly  participate  in 
the  payment  of  employers’  premium  rates. 

I The  laws  of  \'irginia,  Kentucky,  Tennessee, 
Alabama,  and  Ohio  make  it  a punishable 
offense  for  the  employer  to  apply  a pay  roll 
deduction  on  the  payment  of  any  portion  of 
his  own  insurance  premium.  Forty-four  states 
have  Workmen’s  Compensation  laws.  Forty - 
one  of  these  states  definitely  state  the  re- 
sponsibility of  the  employer  for  the  medical 
and  hospital  costs  of  compensable  injuries.  In 
two  states,  Washington  and  Oregon,  the  em- 

I ployer  and  the  employee  share  such  costs. 
In  West  \’irginia  the  employee  pays  the 
medical  and  hospital  costs  of  industrial  in- 
juries where  there  is  a “contract  connected 
with  his  employment  or  by  reason  of  a sub- 
scription list  to  medical,  surgical  or  hospital 
treatment.”  xVttention  is  called  to  the  section 

1 of  the  Ohio  Workmen’s  Compensation  Law, 
which  deals  with  clarity  in  regard  to  this 
point.  It  reads  as  follows: 

' “Section  1465-94.  No  agreement  by  an  em- 
ployee to  waive  his  rights  to  compensation  under 
this  act  shall  be  valid,  except  that  an  employee  who 
is  blind  may  waive  the  compensation  that  may  be- 
come due  him  for  injury  or  disabilitv  in  cases  where 
such  injury  or  disability  may  be  directly  caused  by 
or  due  to  his  blindness.  The  industrial  commission 
of  Ohio  may  adopt  and  enforce  rules  governing  the 
employment  of  such  persons  and  the  inspection  of 
their  places  of  employment.  .Vo  agreement  by  an 
employee  to  pay  any  portion  of  the  premium  paid  by 
his  employer  into  the  state  insurance  fund  shall  be 
•valid,  and  any  etn ployer  who  deducts  any  portion 
of  such  premium  from  the  wages  or  salary  of  any 
employee  entitled  to  the  benefits  of  this  act  shall  be 
gudty  of  a jnisdemeanor,  a7id  upoti  conviction  there- 
of shall  be  fitted  not  more  than  one  hundred  dollars 
for  such  ofenseJ^ 

It  is  unfair  that  they  should  be  required  to 
pay  into  their  own  fund  for  medical  or  sur- 
gical treatment  in  cases  where  they  are  specifi- 
cally covered  by  contract  between  their  em- 
ployer and  the  Workmen’s  Compensation 


Fund.  F".mployees  paying  the  monthly 
“check-off”  for  medical  and  hospital  treat- 
ment, required  by  many  employers,  are  ex- 
pressly denied  participation  in  the  compensa- 
tion fund  for  such  treatment. 

2.  There  is  a provision  in  the  section  for 
a sum  of  $800  as  a maximum  to  be  expended 
for  the  rehabilitation  of  the  injured  employee 
should  such  sum  be  needed.  The  employee 
is  punished  by  participating  in  the  fund  set 
up  by  his  company  for  the  reason  that  if 
medical,  surgical  or  hospital  bills  are  paid 
from  the  fund  to  which  he  contributes  by 
means  of  the  “check-off”  he  is  denied  the 
privilege  of  sharing  in  the  maximum  medical 
fund  of  the  compensation  department,  which 
amounts  to  $800  for  the  primary  injury  and 
an  additional  $600  for  rehabilitation,  if 
necessary, 

3.  When  payment  for  treatment  is  made 
from  the  local  fund  the  employee  must  go 
to  the  contract  hospital.  If  he  elects  to  go 
to  another  hospital,  or  receive  treatment  from 
a physician  other  than  the  one  bound  to  his 
company  by  contract,  then  that  employee 
must  pay  his  own  bills. 

Section  29  is  related  to  Section  27  but  is 
defeated,  by  the  “check-off”  for  a burial  fund, 
in  rendering  a service  expressly  provided  for 
by  the  general  terms  of  the  act.  This  section 
reads : 

“In  case  the  personal  injury  causes  death  within 
the  period  of  one  year  from  the  date  of  the  original 
injury  and  the  disability  is  total  and  continues  from 
the  date  of  such  injury  to  date  of  death,  reasonable 
funeral  expense  not  to  exceed  one  hundred  and 
fifty  dollars  may  be  paid  from  this  fund.”  (Re- 
mainder of  section  provides  to  whom  payment  shall 
be  made.) 

This  section  should  be  amended  to  make 
payment  of  funeral  expense  mandatory,  when 
death  results  from  an  injury  coming  under 
the  provisions  of  the  compensation  law.  If 
the  employee  is  a member  of  the  burial  asso- 
ciation set  up  by  his  company  this  expense 
would  not  be  paid  under  the  present  law. 
Here  again  the  employer  has  dodged  his  re- 
sponsibility to  the  employee.  Attention  is 
again  called  to  the  Ohio  Workmen’s  Compen- 
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sation  Fund  which  takes  a definite  stand  on 
this  particular  point.  Part  of  Section  1465-89 
reads  as  follows; 

“In  case  death  ensues  from  the  injruy,  reasonable 
funeral  expenses  shall  be  disbursed  and  paid  from 
the  fund  in  an  amount  not  to  exceed  the  sum  of 
two  hundred  dollars.” 

Section  38  reads  as  follows: 

“The  commissioner  shall  have  authority  in  cer- 
tain cases  where  an  employee  has  sustained  a per- 
manent disability,  and  such  fact  having  been  so 
determined  by  the  commissioner,  and  in  his  opinion 
the  fer  centum  of  the  disability  can  be  materially 
reduced  or  made  negligible  by  medical,  surgical  ot 
hosfital  treatment,  after  due  notice  to  the  employer, 
expend  an  amount  not  to  exceed  the  sum  of  six 
hundred  dollars  for  such  medical,  surgical,  or  hos- 
pital treatment,  regardless  of  any  surgical  or  hospital 
treatment.  No  payment  shall  be  made  for  such 
medical,  surgical  or  hospital  treatment  provided  for 
in  this  section  unless  such  treatment  has  been  duly 
authorized  by  the  commissioner  prior  to  the  render- 
ing of  such  treatment.” 

It  has  been  observed  that  those  injured 
employees  who  require  rehabilitative  surgery 
after  having  been  treated  in  a hospital  under 
contract  arrangement  receive  very  little  or  no 
cooperation  from  the  Compensation  Commis- 
sioner in  obtaining  this  rehabilitation. 

It  would  appear  that  such  contracts  which 
deny  the  injured  employee  some  of  the  bene- 
fits of  the  Workmen’s  Compensation  Act 
have  been  promoted  by  the  coal  operators, 
doctors  and  hospitals  for  selfish  gain,  and 
those  contracts  are  not  in  accord  with  the 
original  intent  and  purpose  of  that  act.  Re- 
gardless of  the  principle  involved  it  is  legal- 
ized in  West  Virginia  and  correction  of  this 
situation  must  come  through  legislation.  Com- 
mittees of  the  state  legislatures  of  1927  and 
1931  investigated  the  hospital  contract  sys- 
tem, and  recommended,  “that  the  hospital 
contract  service  be  discontinued  insofar  as  it 
relates  to  industrial  accidents  and  affects  the 
employees  whose  employers  are  subscribers  to 
the  Compensation  Fund.”  Their  effort  to 
amend  this  vague  section  of  the  Workmen’s 
Compensation  Act  so  that  it  would  state  with 
clarity  the  responsibility  of  the  employer  for 
compensable  injuries,  was  unsuccessful.  The 


proposed  amendments  provided  that  the  em- 
ployer should  pay  for  medical  and  hospital 
costs  of  compensable  Injuries. 

Features  Evinced  by  the  Survey  of  Con- 
tract Practice  in  West  Virginia.  — Good 
Features: 

1.  The  group  insurance  principle  is  uti- 
lized to  provide  medical  and  hospital  care 
at  low  cost. 

2.  It  has  prevented  pauperization  of  a 
large  number  of  miners  and  their  families  for 
medical  and  hospital  services. 

3.  It  gives  the  employer  and  the  employee 
a sense  of  security. 

4.  It  is  conceded  that  some  contract  ar- 
rangement is  necessary  in  order  to  provide 
adequate  medical  service  in  isolated  industrial 
camps. 

5.  Practice  in  this  restricted  field  makes 
those  who  practice  it  more  efficient. 

6.  It  fixes  responsibility,  which  is  con- 
sidered an  advantage  by  industry. 

7.  Prompt  and  twenty-four  hour  service 
is  provided. 

8.  Uniform  and  prompt  reports  are 
usually  rendered  to  the  industry  and  to  the 
State  Compensation  Department. 

9.  It  is  a plan  that  can  compete  with  the 
present  system  of  installment  buying. 

Evil  Features: 

1 . An  employee  contributing  through  pay- 
roll deduction  for  medical  and  hospital  serv- 
ices is  specifically  denied  the  privilege  of 
sharing  in  the  maximum  benefits  of  the 
Workmen’s  Compensation  Fund  for  medical 
and  hospital  care  of  compensable  injuries 
($800  for  treatment. of  the  primary  Injury — 
$600  for  rehabilitation,  if  necessary). 

2.  An  injured  employee  who  gets  a bad 
end  result  when  treated  in  a hospital  under 
the  contract  plan  very  seldom  gets  the  proper 
cooperation  or  assistance  from  the  Compen- 
sation Department.  The  Commissioner  may 
expend  an  amount  up  to  $800  to  rehabilitate 
the  Injured  employee  but  this  is  seldom  done. 
The  claimant  is  referred  back  to  the  contract 
hospital  for  any  additional  necessary  surgery. 
A large  number  of  the  contract  hospitals  do 
not  have  staffs  competent  to  do  rehabilitative 
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surgery  and,  furthermore,  since  there  is  no 
additional  financial  remuneration,  there  is  no 
stimulus  to  do  it.  As  a result,  the  injured 
employee  becomes  a football  between  the 
Compensation  Department,  the  contract  hos- 
pital, and  the  camp  doctor  until  his  compen- 
sation award  has  expired,  and  he  then  falls 
back  upon  the  general  taxpayer  of  the  state 
for  future  care. 

3.  Solicitation:  In  practically  every  in- 
stance there  has  been  more  or  less  solicitation 
by  the  doctors  themselves  or  by  paid  lay 
solicitors. 

4.  Bribery  and  underbidding. 

5.  Commercial  exploitation  of  the  profes- 
sion by  the  coal  operators.  The  pay-roll  de- 
ductions are  not  always  used  for  the  intended 
medical  purpose.  Commercial  corporations 
are  thus  practicing  medicine. 

6.  Professional  monopoly. 

7.  Free  choice  of  doctor  and  hospital  is 
denied. 

8.  Extremes  of  inferior  medical  and  sur- 
gical service,  and  of  inadequately  equipped 
and  understaffed  hospitals  are  made  possible 
under  this  system. 

9.  The  benefits  of  low  cost  medical  and 
hospital  service  provided  through  small  pe- 
riodic payments  are  taken  advantage  of  by 
others  than  the  low  wage  earner. 

Contract  practice  has  its  good  points,  but 
it  is  also  subjected  to  so  many  abuses  that  the 
American  College  of  Surgeons  can  not  give 
a blanket  endorsement  to  this  type  of  prac- 
tice. Each  case  must  be  judged  upon  its  own 
merits.  Some  of  the  good  points  could  well 
be  amplified.  The  abuses  of  contract  practice 
should  be  abolished. 

The  American  College  of  Surgeons  en- 
dorses the  Principles  of  Medical  Ethics  as 
adopted  by  the  American  Medical  Associa- 
tion and  calls  attention  to  two  of  its  pro- 
visions, as  follows: 

“Chapter  II,  Article  I,  Section  4:  Adver- 
tising.— Solicitation  of  patients  by  physicians  as  in- 
dividuals, or  collectively  in  groups  by  whatsoever 
name  these  be  called,  or  by  institutions  or  organi- 
zations, whether  by  circulars  or  advertisements,  or 
by  personal  communications,  is  unprofessional.  This 
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does  not  prohibit  ethical  institutions  from  a legiti- 
mate advertisement  of  location,  physical  surround- 
ings and  special  class — if  any — of  patients  accom- 
modated. It  is  equally  unprofessional  to  procure 
patients  by  indirection  through  solicitors  or  agents  of 
any  kind,  or  by  indirect  advertisement,  or  by  fur- 
nishing or  inspiring  newspaper  or  magazine  com- 
ments concerning  cases  in  which  the  physician  has 
been  or  is  concerned.  All  other  like  self-laudations 
defy  the  traditions  and  lower  the  tone  of  any  pro- 
fession and  so  are  intolerable.  The  most  worthy 
and  effective  advertisement  possible,  even  for  a 
young  physician,  and  especially  with  his  brother 
physicians,  is  the  establishment  of  a well-merited 
reputation  for  professional  ability  and  fidelity.  This 
can  not  be  forced,  but  must  be  the  outcome  of 
character  and  conduct.  The  publication  or  circula- 
tion of  ordinary  simple  business  cards,  being  a matter 
of  personal  taste  or  local  custom,  and  sometimes 
of  convenience,  is  not  per  se  improper.  As  implied, 
it  is  unprofessional  to  disregard  local  customs  and 
offend  recognized  ideals  in  publishing  or  circulating 
such  cards. 

“It  is  unprofessional  to  promise  radical  cures;  to 
boast  of  cures  and  secret  methods  of  treatment  or 
remedies;  to  exhibit  certificates  of  skill  or  of  success 
in  the  treatment  of  diseases;  or  to  employ  any 
methods  to  gain  the  attention  of  the  public  for  the 
purpose  of  obtaining  patients.” 

“Chapter  II,  Article  VI,  Section  2:  Con- 
tract Practice. — It  is  unprofessional  for  a physician 
to  dispose  of  his  services  under  conditions  that  make 
it  impossible  to  render  adequate  service  to  his  patient 
or  which  interfere  with  reasonable  competition 
among  the  physicians  of  a community.  To  do  this 
is  detrimental  to  the  public  and  to  the  individual 
physician,  and  lowers  the  dignity  of  the  profession.” 

State  Miners*  Hospitals. — In  1901  the 
State  of  West  Virginia  built  three  hospitals 
in  the  southern,  central,  and  northern  coal 
fields  to  serve  the  ill  and  injured  who  were 
connected  with  the  coal  industry.  These  hos- 
pitals now  known  as  Welch,  McKendree,  and 
Fairmont  Emergency  Hospitals,  filled  a great 
need  in  those  isolated  communities  in  their 
e^lier  years,  but  they  have  served  their  pur- 
pose since  those  communities  are  now  ade- 
quately served  by  private  hospitals.  At  the 
present  time  these  hospitals  which  were  built 
and  are  maintained  through  taxation  are  in 
direct  competition  with  private  enterprise. 
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One  of  these  hospitals  has  contracted  with 
several  coal  operators  to  provide  hospitaliza- 
tion at  low  cost  through  the  “check-off”  sys- 
tem. Anothejr  hospital  has  returned  a profit 
to  the  state  of  over  two  hundred  thousand  dol- 
lars within  the  last  few  years,  received 
largely  for  the  care  of  compensable  injuries. 

Due  to  the  fact  that  these  hospitals  and 
their  staffs  aire  maintained  by  the  state,  they 
are  in  a position  to  and  do  offer  such  reduced 
rates  for  hospitalization,  including  medical 
and  surgical  services,  as  to  present  a serious 
situation  of  unfair  competition. 

About  ninety  per  cent  of  the  patients  using 
the  miners’  hospitals  lived  in  their  immediate 
vicinity.  The  question  then  arises  as  to  why 
the  people  of  the  state  should  operate  hos- 
pitals for  the  benefit  of  three  local  com- 
munities. 

The  miners’  hospitals  should  be  abolished 
as  such.  One  of  these  hospitals  is  so  inacces- 
sibly located,  inadequately  equipped  and  in 
such  poor  state  of  repair  that  it  has  been  re- 
moved from  the  approved  list  of  the  College. 
In  its  isolated  location  and  poor  state  of  repair 
it  would  be  inadvisable  to  convert  it  to  other 
purposes.  It  should  be  entirely  abandoned. 
The  other  two  hospitals  are  in  excellent  state 
of  repair  and  should  be  utilized  for  some 
useful  purpose — such  as  for  crippled  children, 
for  the  aged  and  infirm,  or  as  general  hos- 
pitals for  the  indigent  only.  If  used  for  the 
latter  purpose,  it  should  be  operated  and 
maintained  by  the  county  or  the  community 
that  is  directly  benefitted. 

West  Virginia  Hospitals  for  the  Treatment 
of  Mental  Diseases. — Four  hospitals  have 
been  provided  by  the  state  for  the  treatment 
of  mental  diseases.  The  hospitals  aj*e  located 
at  Weston,  Spencer,  Huntington,  and  l.akin, 
the  latter  being  used  for  colored  patients.  The 
total  bed  capacity  is  3,300  beds,  but  the  pres- 
ent census  is  3,698  patients.  Two  of  the  hos- 
pitals are  slightly  overcrowded  but  not  to 
a degree  to  impair  the  adequate  care  of  the 
patients. 

Physical  Plants.  The  state  of  repair,  the 
cleanliness  and  general  house-keeping  of  the 
four  hospitals  were  excellent.  Within  the  last 


eighteen  months  two  of  the  hospitals  have 
added  new  buildings  to  be  devoted  to  diag- 
nostic and  therapeutic  purposes.  The  other 
two  have  remodeled  existing  structures  for 
such  purposes.  Three  of  the  hospitals  have 
recently  added  diagnostic  facilities  and  equip- 
ment, such  as  x-ray  and  clinical  laboratories, 
dental  departments,  operating  and  other 
treatment  rooms,  and  a limited  amount  of 
physiotherapy  apparatus.  Reduced  budgets 
have  temporarily  stopped  further  additions  of 
equipment. 

The  important  items  that  three  of  the  hos- 
pitals lack  and  that  have  been  overlooked  in 
their  programs  have  been  the  provision  of 
hydrotherapy  and  of  occupational  therapy. 
The  latter  is  lacking  in  all  four  hospitals. 
These  two  methods  for  the  treatment  of 
mental  disease  patients  have  given  such  good 
results  in  the  mental  hospitals  of  other  states, 
that  they  should  not  be  omitted  here.  As 
purely  custodial  hospitals,  these  institutions 
are  as  good  as  any  in  this  country  and  the 
State  of  West  Virginia  is  deserving  of  full 
credit  in  this  respect. 

Organization.  The  superintendents  of 
the  hospitals  are  appointed  by  the  governor 
of  the  state.  Each  superintendent  then  selects 
his  own  medical  staff.  Administration  and 
supervision  of  these  hospitals  are  the  duties 
of  the  State  Board  of  Control  which  is  com- 
posed entirely  of  laymen.  It  was  observed 
that,  in  the  past,  political  affiliations  hav’e  in- 
fluenced the  selection  of  physicians  for  the 
superintendency  of  these  hospitals.  It  is  of 
Importance  that  the  superintendent  shall  have 
had  training  in  psychiatry  in  addition  to  his 
executive  abilities,  and  that  he  be  required  to 
provide  for  the  patients  the  benefits  of  mod- 
ern scientific  diagnosis  and  therapy.  Only  one 
of  the  hospitals  had  designated  a consulting 
medical  staff.  It  is  inad\'lsable  for  the  full 
time  medical  staff's  who  are  or  should  be 
psychiatrists  to  try  to  be  universal  specialists. 
Consultants  from  the  other  specialties  should 
be  definitely  appointed  in  order  to  make  their 
skill  available  to  the  patients. 

Staff  Rules  and  Regulations.  No  staff 
rules  and  regulations  have  been  adopted.  Ex- 
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perience  has  shown  such  requirements  to  be 
necessary  in  order  to  assure  orderly  pro- 
cedures and  a definite  understanding  and  per- 
formance of  professional  duties. 

Staff  Conferences.  Weekly  medical 
staff  conferences  are  held  to  pass  upon  new 
patients  and  those  about  to  be  paroled  or  dis- 
charged. The  provision  of  such  group  judg- 
ment is  commendable  and  should  be  con- 
tinued, but  the  findings  and  recommendations 
of  the  group  have  not  been  recorded  upon 
the  patients’  records  in  the  past. 

Dietary  Department. — While  no  special 
attention  has  been  given  to  dietetics,  the  food 
is  prepared  in  clean  kitchens,  and  in  quality 
and  quantity  it  measures  up  to  the  average  for 
this  type  of  hospital.  No  dietitians  are  em- 
ployed. Modern  mental  hospitals  have 
found  the  services  and  supervision  of  a 
dietitian  to  be  necessary,  particularly  where 
ketogenic  diet  therapy  for  epileptics  or  other 
therapeutic  diets  are  indicated. 

Nursing  Service.  All  four  hospitals  had 
a minimum  of  graduate  nursing  service.  One 
hospital  had  two  graduate  nurses  for  1,593 
patients,  w'hile  another  had  five  graduate 
nurses  for  896  patients.  All  hospitals  had  a 
staff  of  lay  attendants  with  an  average  of 
fifteen  to  thirty  patients  per  attendant. 

It  is  obvious  that  with  the  development  of 
the  scientific  care  of  mental  patients  there  will 
be  greater  need  for  graduate  nursing  service. 

Records.  Adequate  scientific  care  of  the 
mental  patients  has  not  always  been  furnished 
in  the  past.  Investigation  revealed  case  rec- 
ords of  patients  who  had  been  confined  to 
these  institutions  for  ten  to  twelve  years  and 
there  w^ere  no  records  other  than  their  com- 
mitment papers.  There  was  no  recorded  evi- 
dence by  the  hospital  staffs  that  these  pa- 
tients had  been  given  the  benefit  of  a com- 
plete physical,  mental,  and  neurological  ex- 
amination either  at  the  time  of  admission  or 
at  periodic  intervals.  There  was  no  recorded 
evidence  of  progress  or  that  these  patients  had 
been  given  the  benefits  of  laboratory  tests  or 
other  diagnostic  and  therapeutic  measures. 
The  committed  patients  can  not  escape  j they 
are  unable  to  appeal  in  case  of  lack  of  treat- 


ment, so  the  burden  of  responsibility  on  the 
superintendent  is  even  greater  than  if  it  were 
in  a general  hospital. 

It  was  observed,  however,  that  within  the 
last  eighteen  months,  and  particularly  within 
the  last  few  weeks  previous  to  the  survey, 
that  the  medical  staffs  of  the  different  mental 
hospitals  had  instituted  physical  and  mental 
examinations  of  patients  upon  admission  and 
periodically  thereafter  with  the  findings  and 
progress  recorded.  Treatment  and  operative 
records  were  also  being  started,  but  no  uni- 
form record  forms  to  insure  an  orderly  pro- 
cedure have  been  adopted.  Whether  this 
awakening  on  the  part  of  the  medical  staffs 
has  been  the  result  of  the  Investigation  of 
the  State  Medical  Society  into  this  matter  or 
not,  can  not  be  said,  but  surely  it  is  a needed 
one.  Not  only  is  it  an  economic  saving  to  the 
state  to  effect  early  recoveries  of  their  mental 
charges,  but  it  is  their  trusted  duty  to  provide 
scientific  as  well  as  custodial  cave. 

Hospital  Reports  to  the  State  Board 
OF  Control.  The  annual  report  from  each 
mental  hospital  to  the  State  Board  of  Control 
gives  a complete  financial  statement,  the  ad- 
missions, discharges  and  average  census,  the 
classification  and  total  of  patients  according 
to  diagnoses  of  diseases,  but  no  report  has 
ever  been  rendered  as  to  the  scientific  or  pro- 
fessional performance  of  the  medical  staff. 
There  have  been  no  reports  of  the  number 
of  physical  and  mental  examinations  either 
at  the  time  of  admission  or  at  periodic  inter- 
vals j no  reports  as  to  the  number  of  clinical 
laboratory  tests  or  examinations,  x-ray  exami- 
nations, medical  or  intravenous  therapy, 
physio-therapy,  dental  or  surgical  operations. 
With  a lay  State  Board  of  Control,  it  is  not 
difficult  to  understand  how  such  lack  of  scien- 
tific care  has  been  allowed  to  continue.  We 
would  not  expect  them  to  be  familiar  with 
the  desired  and  necessary  scientific  procedures. 
Such  lack  of  medical  control  could  be  over- 
come by  the  appointment  of  a medical  repre- 
sentative, possibly  the  State  Health  Commis- 
sioner, to  the  Board  of  Control,  or  medical 
supervision  could  be  given  to  these  hospitals 
by  the  State  Public  Health  Council. 
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Specific  suggestions  and  recommendations 
from  the  College  have  gone  forward  to  the 
superintendent  of  each  of  the  above  hospitals. 
At  the  present  time  only  one  of  the  mental 
hospitals  merits  conditional  approval  by  the 
College.  There  is  no  justifiable  reason  to 
prevent  all  four  hospitals  from  reaching  at 
an  early  date  that  point  of  attainment  in 
equipment  and  facilities,  custodial  and  scien- 
tific ca;re  of  patients  as  will  not  only  merit 
the  full  approval  of  the  American  College  of 
Surgeons,  but  will  be  an  assurance  to  the 
people  of  the  State  of  West  Virginia  that 
nothing  is  being  left  undone  in  the  care  of 
their  mental  patients.  To  this  end  the  Col- 
lege extends  its  sincere  cooperation. 

Conclusion. — From  the  unbiased  facts 
presented  in  this  report  it  is  the  opinion  of 
the  American  College  of  Surgeons  that — 

1.  The  West  Virginia  Workmen’s  Com- 
pensation Act  be  so  amended  that  it  state  with 
clarity  the  responsibility  of  the  employer  to 
the  employee  for  the  care  of  compensable 
injuries,  and  that  the  costs  of  medical,  dental, 
surgical  and  hospital  care,  including  artificial 
aids  or  other  benefits,  for  compensable  in- 
juries be  cared  for  through  the  State  Com- 
pensation Department  and  Fund,  according 
to  the  original  intent  and  purpose  of  the  law. 

2.  Inasmuch  as  contract  practice  has  its 
good  points  but  is  also  subjected  to  so  many 
abuses  the  American  College  of  Surgeons  can 
not  give  a blanket  endorsement  to  this  type 
of  practice.  Each  case  must  be  judged  upon 
its  own  merits.  Some  of  the  good  points 
could  well  be  amplified.  The  abuses  of  con- 
tract practice  should  be  abolished. 

3.  All  general  and  special  hospitals  in  the 
State  of  West  Virginia  should  comply  with 
the  minimum  standard  of  the  American  Col- 
lege of  Surgeons. 

4.  The  three  state  miners’  hospitals  now 
known  as  Welch,  h'airmont,  and  McKendree 
Emergency  I lospitals  should  be  abolished 
from  competition  with  private  enterprise. 
McKendree  Emergency  Hospital  should  be 
entirely  abandoned  on  account  of  its  inacces- 
sibility, inadequate  equipment,  and  poor  state 
of  repair.  Welch  and  Fairmont  Emergency 


Hospitals  should  be  utilized  for  some  useful 
purpose,  such  as  for  crippled  children,  for 
the  aged  and  infirm,  or  as  general  hospitals 
for  the  indigent  only.  If  used  for  the  latter 
purpose,  it  should  be  operated  and  maintained 
by  the  county  or  community  that  is  directly 
benefitted. 


BUNKUM  OF  QUACKS 

The  modern  “patent  medicine”  faker  is  little 
changed  either  in  method  or  in  manner  from  his 
forerunner  of  a hundred  years  ago.  While  incan- 
tations, amulets  and  charms  have  been  discarded, 
practically  all  the  rest  of  it  survives. 

J.  C.  Funk,  writing  in  Hygeia  for  December 
about  the  gullibility  of  the  hocus-pocus  victim,  gives 
the  following  facts  concerning  the  modern  quack; 

“The  onward  rush  of  scientific  achievement  in 
medicine,  chemistry,  bacteriology,  sanitation  and  dis- 
ease prevention  in  no  wise  dampens  the  brazen 
effrontery  of  this  seductive  gentry.  . . . To  this 

group,  however,  belong  certain  food  faddists  who 
visit  towns,  advertise  free  lectures  and  make  their 
appeal  to  that  class  of  persons  who  are  sufficiently 
educated  to  think  they  are  quite  above  the  average 
in  mentality  and  therefore  imagine  that  they  are 
capable  of  understanding  matters  beyond  the  level 
of  the  ordinary  person.” 

The  food  faddist  “sells”  these  persons  to  the  tune 
of  $10  for  the  so-called  essential  talks. 

Quackery  is  carried  on  at  the  present  time  on  a 
national  basis,  quite  in  keeping  with  big  business 
and  national  advertising.  The  formulas  of  these 
products  contain  but  little  that  could  in  curative 
effect  even  remotely  approach  the  claims  made  for 
them. 

Many  persons  who  go  to  pseudoscientists  are  led 
to  believe  by  false  x-ray  pictures  that  they  have  a 
terrible  ailment.  In  this  manner  many  thousands 
of  Americans  who  are  quite  well  or  nearly  so,  but 
for  tlicir  thinking  otherwise,  through  diabolic  sug- 
gestion are  tlius  made  altogether  miserable.  And 
some  lay  down  their  lives  in  a pitiable  attempt  to 
save  them. 

d'he  article  comments  as  follows  on  all  this  so- 
called  bunkum  which  takes  many  different  forms 
and  may  easily  lead  the  uninformed  layman  astray: 

“Nature  cults,  autohemic  therapy,  astral  healing, 
crompathy,  tlict  fads  and  all  the  rest  of  it,  including 
the  alleged  cures  and  testimonials  of  neurotics,  must 
be  thrown  on  the  ash  heap,  where  they  rightfidly 
belong.” 
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BUNDNKSS  FROM  THE  PRACTFriONER’S  STANDPOINT* 

ORA'I'ION  ON  SURGERY 


'B\  J.  E.  Blavdes,  M.D. 
Blue  field,  TE.  Irt. 


'Throughout  the  ages  people  have  been 
accustomed  to  refer  to  the  heart  as  the  seat 
- of  desire,  anger,  love,  and  passion.  Yet  the 
heart  is  a hollow,  muscular  pump,  delicate  in 
structure,  its  function  being  to  force  the  blood 
through  the  body.  Emotions  arising  in  the 

I brain  will  influence  its  rate.  It  is  not,  there- 
! fore,  the  seat  of  any  emotion. 

What  a very  different  story  is  revealed  by 
i a study  of  the  eyes!  In  this  organ  is  reflected 

II  the  very  soul ; the  entire  body  may  be  changed 
I by  artifice,  but  the  eyes  remain  unchanged. 

I They  reveal  ambition,  stability,  intelligence, 
! and  character.  Hence,  it  is  vitally  important 
I that  the  care  of  the  eye  be  the  responsibility 

of,  not  only  the  specialist,  but  of  all  medical 
practitioners. 

I It  is,  in  fact,  self-evident  that  today,  more 
I than  ever  before,  close  Integration  of  the 
specialties  is  necessary  to  insure  the  most 
nearly  perfect  application  of  the  healing  art. 

I It  naturally  follows  that  a moderate  but  accu- 
rate understanding  of  the  history,  armamen- 
tarium and  limitations  of  our  many  specialties 
be  present  in  the  minds  of  our  brothers  in 
medicine,  particularly  those  specializing  in 
general  practice,  internal  medicine,  and 
pediatrics. 

It  is,  therefore,  with  pleasure  that  the 
speaker  grasps  the  opportunity  to  present  to 
this  group  a few  of  the  pertinent  facts  that 
may  be  brought  to  bear  upon  this  subject. 
They  are  not  new,  but  are  correlated  here  to 
clarify,  if  possible,  a few  of  the  situations 
which  occur  regularly  in  the  practice  of  every 
ophthalmologist  and  which  leave  so  much  to 
be  desired  in  the  interests  of  both  the  patient 
and  the  physician.  What  ophthalmologist 
has  not  felt  within  himself  reproach  for  fail- 
ure to  secure  adequate  medical  supervlfiob  fo'- 

* Delivered  before  the  West  Virginia  Sjate  "Medical  Associcrtl^n^^:# 
Parkersburg,  on  June  22.  1932. 


the  case  presenting  retinal  hemorrhages  and 
vascular  changes  when  suddenly  confronted 
with  the  news  of  his  patient’s  death  as  the 
result  of  a cerebral  accident? 

As  a specialty,  ophthalmology  occupies  a 
unique  position  historically,  having  been  the 
first  to  emerge  from  the  held  of  general 
medicine  and  surgery  ten  or  hfteen  centuries 
before  Christ,  with  its  beginning  in  ancient 
Babylon-Assyria. 

While  the  time  of  the  hrst  application  of 
the  theory  and  practice  of  ophthalmology  is 
not  known,  the  earliest  mention  of  the  subject 
is  found,  not  in  a medical  journal  but, 
curiously  enough,  in  a law  book  of  2250  B.C. 
In  this  are  passages  specifying  the  emolu- 
ments and  penalties  of  physicians.  For  in- 
stance: “If  a physician  . . . open  an  abscess 
(in  the  eye)  of  a man  with  a bronze  lancet 
and  save  that  man’s  eye,  he  shall  receive  ten 
shekels  of  silver”  (as  his  fee).  If,  however, 
the  law  book  sets  forth,  the  physician  “de- 
stroy the  man’s  eye,  they  shall  cut  off  his 
fingers.”  It  is  needless  to  point  out  that  such 
penalties  are  not  only  quaint  but,  from  the 
modern  viewpoint,  entirely  unjust. 

The  earliest  record  of  ophthalmology  in 
Egypt  goes  back  to  1650  B.C.  The  early 
Egyptian  records  are  devoted  mainly  to  the 
medical  treatment  of  cataract,  epiphora, 
trachoma,  and  other  ailments  of  the  eye. 
While  we  give  credit  to  these  ophthalmolo- 
gists as  pioneers,  we  must  acknowledge  that 
ophthalmology  in  ancient  Babylon-Assyria 
and  Egypt  was  governed  principally  by  su- 
perstition and  magic. 

Modern  ophthalmology  dates  back,  not  to 
Babylon  or  Egypt,  but  to  Greece.  There  in 
the  fifth  century  B.C.  lived  Hippocrates, 
:Cons'dered  today  as  one  of  the  greatest  oph- 
' thalnjolbgists  of  all  time,  not  because,  when 
measured  by  today’s  standards  he  fitted  this 
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characterization  precisely,  but  because  he  was 
the  first  physician,  the  father  of  all  scientific 
medicine,  of  all  natural  science  in  general. 

Hippocrates  described  the  eye  as  consisting 
of  three  membranes:  the  white,  the  soft,  the 
spider-web-like.  His  theory  was  that  these 
membranes  are  distended  by  the  ocular 
humors,  aqueous,  vitreous,  crystalline.  He 
knew  the  optic  nerve,  but  did  not  understand 
its  functions.  He  considered  either  the 
vitreous  or  the  crystalline  the  essential  organ 
of  vision,  rather  than  the  nerve  and  retina. 

Hippocrates  resorted  largely  to  restricted 
diet  and  hot  foot  baths  in  treating  eye  dis- 
eases. He  also  employed  cupping  and  vene- 
section. Burning  out  the  blood  vessels  in  the 
temple  or  forehead  was  a favorite  remedy. 
He  treated  granular  eyelids  with  frequency 
and  success  by  rubbing  the  inner  surface  of 
the  lids  with  milesian  wool  wound  about  a 
spindle-shaped  core  of  hard  wood. 

The  history  of  the  evolution  of  the  cataract 
operation  is  exceedingly  interesting.  The 
operation  was  first  performed  successfully  by 
Daviel  in  April,  1 747.  An  attempt  previously 
by  him  in  1745  had  been  made  in  which  the 
lens  was  broken  up  and  the  cornea  split  so 
that  it  might  be  washed  out. 

In  the  latter  operation,  Daviel  attempted 
a depression,  but  found  it  impossible  to  move 
the  lens  out  of  its  seat.  Then,  as  he  after- 
ward explained,  “I  decided  to  open  the  lower 
portion  of  the  cornea  in  order  to  get  my 
needle  more  certainly  into  the  posterior 
chamber.  For  a long  time,  I held  the  cornea 
up  by  a small  forceps.  At  last,  I brought  for- 
ward the  lens.”  This,  then,  was  the  first  case 
of  cataract  extraction  in  the  modern  sense  of 
the  term,  and  the  results  were  both  perfect 
and  permanent. 

Blindness  is  always  a matter  of  degree, 
graduating  from  absolute  blindness  or  loss 
of  ability  to  perceive  the  sensation  of  light, 
down  through  the  various  states  of  partial 
vision  to  the  point  where  the  ability  to  de- 
scribe the  letters  of  the  Snellen  chart  at  twenty 
feet  approaches  the  line  of  what  is  degrned 
normal  vision.  '■  ' 

An  article  by  the  National  Sqq'gty  for  the 


Prevention  of  Blindness  states  there  are 
50,000  school  children  who  can  not  see  nearly 
as  well  as  they  should,  and  the  appalling  fact 
is  that  only  4,000  of  this  group  are  receiving 
special  instruction,  then  46,000  boys  and 
girls  are  sitting  in  class  rooms  trying  to  com- 
pete in  a race  in  which  they  are  handicapped 
at  the  start.  They  are  probably  being  called 
stupid,  when  their  eyes  and  not  their  intellects 
are  at  fault. 

Children  themselves  do  not  always  know 
what  is  wrong.  They  have  no  way  of  know- 
ing why  the  boy  across  the  aisle  understands 
exactly  where  the  teacher  is  pointing  when 
she  indicates  a colored  map  that  hangs  on  the 
wall.  To  the  children  wfith  defective  eye- 
sight the  map  is  only  a blur  of  so  many 
colors.  They  can  not  understand  why  the 
other  children  complete  the  answers  so 
quickly  when  the  teacher  places  a list  of  ques- 
tions on  the  board  in  front  of  the  class. 

Now  and  then  a child  will  discover  that  the 
blackboard  in  the  school  room  is  moving 
farther  and  farther  away,  and  that  the  words 
in  his  text  book  are  growing  smaller  and 
smaller.  When  this  occurs,  he  has  a strange 
startled  sense  of  fright.  He  fears  that  he  is 
going  blind  and  yet  he  will  not  voice  the 
hated  word,  thinking  that  if  it  is  kept  a secret, 
maybe  blindness  will  not  overtake  him.  So 
he  locks  up  his  secret  in  a sensitive,  misunder- 
stood little  heart. 

Fourteen  states  are  providing  special  in- 
struction for  children  whose  eyes  are  defec- 
tive. They  are  placing  lamps  in  the  darkness. 
But  in  the  other  thirty-four  states  these  handi- 
capped children  go  stumbling  along  the  same 
road  the  others  take,  faltering  of  course,  and 
wondering  why  they  can  not  keep  up.  The 
amount  of  added  expense  required  for  special 
instruction  in  such  instances  is  little  compared 
with  the  human  anguish  that  a child  with  de- 
fective eye-sight  can  suffer. 

A study  of  the  Federal  census  for  1930  on 
the  blind  shows  there  were  63,489  blind  per- 
sons reported  in  the  Ibiited  States,  averaging 
‘.•5  'fitr  ipiljion  of  population.  New'  Mexico 
Was  high^fs'i’; vvitji  a rate  of  1,434  per  million; 
Missouri  second  v.fith  1,069  per  million;  West 


January^  1933 


The  West  Virginia  Medical  Journal 


17 


\'irginia,  with  814  blind,  had  a rate  of  471 
per  million,  while  only  nineteen  states  re- 
ported a lower  rate. 

The  case  of  blindness  encountered  most 
frequently  by  you  is  optic  atrophy  with  tabes 
being  the  underlying  cause  in  most  cases  of 
simple  atrophy,  followeci  next  by  paresis, 
then  inflammatory  atrophy  and  last  a break 
in  the  nerve  due  to  compression. 

Glaucoma,  second  in  importance,  is  one  of 
the  groups  in  which  high  hopes  may  be  enter- 
tained for  an  improvement  in  the  index.  The 
chronic  form  of  the  disease  is  insidious  and 
very  difficult  to  detect  without  a special  ex- 
amination. The  tension  of  the  globe  is  but 
moderately  elevated,  and  often  the  field  of 
vision  is  greatly  constricted  before  the  sight 
is  aflPected  sufflciently  to  excite  the  patient’s 
attention  unless  an  acute  attack  occurs. 

It  has  been  said  of  tuberculosis  that  fortu- 
nate is  the  patient  w’ho  has  his  diagnosis  made 
by  a sub-lethal  pulmonary  hemorrhage.  An 
exact  parallel  is  seen  in  glaucoma  with  refer- 
ence to  the  insidious  character  of  the  disease 
and  the  sharpness  of  the  acute  attack.  It  is 
in  this  acute  attack  that  the  practitioner  will 
be  able  to  distinguish  himself.  He  is  very 
likely  to  be  called  at  night  to  find  the  patient 
suffering  from  an  acutely  inflamed  eye  with 
a steamy  cornea  and  dilated  and  fixed  pupil. 
The  patient  is  complaining  of  pain,  headache, 
nausea,  and  even  vomiting. 

If  the  physician  detects  the  true  nature  of 
the  condition,  he  will  be  able  to  cut  short  the 
attack  by  miotics  and  hot  compresses,  and 
further  medical  or  surgical  treatment  may 
save  practically  all  of  the  vision.  On  the 
other  hand,  should  the  condition  be  mistaken 
for  iritis  and  atropine  be  given,  an  extremely 
serious  situation  is  produced,  which  is  quite 
liable  to  be  fatal  to  the  sight  of  the  eye. 
Hence,  it  is  very  well  worth  while  to  be  cer- 
tain to  rule  out  glaucoma  in  the  presence  of 
an  acutely  inflamed  eye  before  administer- 
ing atropine. 

Iritis  can  be  diagnosed  grossly  only  by  the 
presence  of  adhesions  between  the  iris  and 
the  crystalline  lens,  although  when  the  eye 
is  viewed  in  a very  bright  light  and  with  mod- 


erate magnification,  other  factors  may  be 
brought  to  bear  upon  the  question.  Under 
these  conditions,  one  may  see  deposits  of  exu- 
date and  inflammatory  cells  upon  the  inner 
surface  of  the  cornea,  or  notice  the  turbid 
aqueous  humor.  When  these  are  seen,  the 
diagnosis  of  iritis  is  proper,  even  though  there 
be  a secondary  elevation  of  the  tension  of  the 
eye  known  as  secondary  glaucoma.  In  this 
case,  atropine  is  proper  and  necessary. 

A further  helpful  fact  is  the  history.  In 
glaucoma  the  attack  comes  on  suddenly,  is 
excruciatingly  painful  and  is  apt  . to  be  pre- 
cipitated in  periods  of  stress  of  emotion,  or 
merely  at  night,  probably  due  to  dilatation 
of  the  pupil. 

The  slit  lamp  and  corneal  microscope,  as 
well  as  an  instrument  for  measuring  the  pres- 
sure of  the  eyeball,  are  of  great  importance 
in  diagnosing  the  borderline  cases,  but  a great 
deal  can  be  done  without  these.  If  there  be 
any  doubt,  atropine  should  be  withheld  until 
consultation  can  be  secured,  for  the  penalty 
of  withholding  atropine  in  iritis  is  much  less 
than  that  for  giving  the  drug  in  glaucoma, 
and  a few  hours  of  hot  compresses  will  be  of 
considerable  benefit  in  either  condition. 

The  corneal  ulcer  is  another  condition  with 
which  the  pracitioner  will  oftentimes  be  con- 
fronted. Here  it  is  absolutely  essential  to 
get  immediate  control  of  the  infection,  because 
if  allowed  to  go  too  long,  a large  scar  will  be 
the  result.  Should  this  scar  happen  to  be 
over  the  pupillary  area,  the  vision  will  be 
greatly  reduced  and  the  amount  of  vision  lost 
depends  entirely  on  the  size  of  the  scar. 

Hence  in  removing  foreign  bodies,  espe- 
cially over  the  pupillary  area,  extreme  care 
must  be  used  to  do  as  little  damage  as  possible 
to  the  cornea.  Denuding  the  first  two  of  the 
five  layers  of  the  cornea  is  permissible,  but 
any  damage  done  beneath  this  will  result  in 
scarring. 

The  slowly  developing  senile  type  of 
cataract  is  likely  to  be  well  handled  by  the 
medical  man.  No  great  danger  attends  delay 
in  taking  action  to  restore  vision  and,  in  fact, 
great  dissatisfaction  is  often  justly  registered 


18 


The  West  Virginia  Medical  Journal 


January^  1933 


by  patients  who  have  been  subjected  to  oper- 
ation with  fairly  good  sight  in  the  other  eye. 

The  results  of  cataract  removal  vary  with 
the  operator  and  his  method,  but  standardiza- 
tion of  technique,  and  the  avoidance  of  certain 
fixed  risks,  combine  with  a rational  and  effec- 
tive method  of  operating  secondary  cataract, 
will  produce  good  results  in  this  group.  Re- 
sponsibility here  is  solely  with  the  ophthal- 
mologist. 

Trachoma,  of  varying  importance  in  dif- 
ferent parts  of  the  world,  is  relatively  rare 
in  certain  areas  of  America.  This  is  very 
fortunate  for  the  disease  is  naturally  intract- 
able and  requires  long  and  conscientious  treat- 
ment. We  must  admit,  in  spite  of  recent 
work,  that  the  organism  producing  this  dis- 
ease is  as  yet  unknown.  However,  as  the 
oldest  recognized  disease  of  the  eyes,  and  one 
specific  to  the  eyes,  it  has  received  consider- 
able attention  and  treatment  is  definite. 

It  is  characterized  by  round-cell  infiltra- 
tion of  the  lymphoid  tissues  of  the  conjunctiva 
and  appears  as  a hyperplasia  of  the  follicles 
of  the  lids.  Any  follicular  conjunctivitis 
which  does  not  respond  to  treatment  is  sus- 
picious, especially  when  accompanied  by  the 
formation  of  a pannus  at  the  upper  margin 
of  the  cornea.  If  any  feature  of  the  disease 
is  diagnostic,  it  is  the  pannus  for  every  case 
shows  an  involvement  of  this  region,  ranging 
from  a few  superficial  blood  vessels  dropping 
down  on  the  cornea  from  the  limbus  to  a 
thick,  rough,  elevated  opaque  mass  covering 
practically  the  entire  cornea  and  obscuring 
the  sight. 

While  this  change  is  going  on,  there  is 
invasion  of  the  tarsus  of  the  upper  lid  which 
most  frequently  causes  softening,  infiltration, 
scarring,  distortion  and  drooping  of  the  lid, 
as  well  as  a condition  of  entropion  in  which 
the  lashes  are  pulled  inward  and  rub  against 
the  globe. 

This  entropion  causes  further  irritation  and 
ulcers  as  a result  are  not  Infrequent.  Tra- 
choma should,  therefore,  receive  careful,  in- 
telligent, and  prolonged  treatment  to  eradi- 
cate the  condition  and  to  prevent  and  correct 
its  many  complications. 

Ophthalmia  neonatorum,  while  not  so 


prevalent  as  before  the  adoption  of  the 
method  of  Crede,  is  still  with  us  and  when  it 
occurs  calls  for  immediate  and  energetic  treat- 
ment. The  process  is  highly  purulent,  ulcer- 
ative and,  as  you  all  know,  infectious.  Treat- 
ment consists  of  keeping  the  conjuctlval  mem- 
branes free  from  the  infected  pus  and  mucus 
which  forms  so  rapidly.  In  this  connection,  it 
is  well  to  menation  that  a routine  irrigation 
with  boric  acid  solution  every  two  hours  is 
not  always  sufficient,  as  the  lids  must  be  kept 
clean,  even  if  irrigation  every  thirty  minutes 
is  necessary. 

Moreover,  a bland  antiseptic,  preferably 
one  per  cent  mercurochrome  or  twenty  per 
cent  argyrol,  must  be  used  intermittently,  and 
the  lid  margins  protected  with  an  ointment. 
The  important  point  is  to  keep  up  the  treat- 
ment both  day  and  night  for,  by  so  doing, 
we  know  that  corneal  opacities  from  ulcera- 
tion, as  well  as  perforation  of  the  cornea  and, 
finally,  phthisis  bulbi,  those  dreaded  sequlae 
of  this  condition,  may  and  can  be  prevented. 

Phlyctenular  kerato-conjunctivitis  to  the 
practitioner  sounds  like  a rare  disease.  It  is 
in  reality  one  of  the  most  common  diseases 
of  the  eye  and  said  by  many  to  cause  more 
poor  vision  than  any  other  eye  condition. 
Here  we  will  find  an  intense  aversion  to  light, 
it  being  sometimes  almost  impossible  to  open 
the  lids  because  of  the  spasm. 

The  lesion  is  a plugging  of  one  or  more 
of  the  capillary  loops  at  the  margin  of  the 
cornea  with  round-cell  infiltration  of  the 
tubercular  type.  Hence,  the  nodule,  which 
has  a tendency  to  ulcerate,  may  be  looked  for 
at  this  margin. 

While  focal  infection  may  play  a part  in 
precipitating  this  disease,  we  feel  that  the 
condition  is  the  expression  of  a tubercular 
diathesis  and  that  these  phlyctenules,  allergic 
in  character,  are  a local  manifestation  of  the 
individual  to  tuberculin,  usually  resulting 
from  a tuberculosis  of  the  glandular  type. 
Our  treatment,  therefore,  calls  for  regulation 
of  hygiene  in  every  way;  in  fact,  at  times  for 
the  full  routine  care  of  the  tuberculous  child. 
Under  this  treatment,  the  lesions  will,  in  most 
cases,  clear  and  can  be  kept  from  appearing 
on  the  cornea  and  threatening  the  sight. 
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However,  there  are  some  very  obstinate 
cases  that  will  not  respiond  to  this  treatment, 
and  in  the  past  year  we  have  used  tuberculin 
in  practically  all  of  these  cases  with  very  ex- 
cellent results.  Beginning  with  one  ( 1 ) 
minim  of  Serial  Dilution  Number  One  of 
Tuberculin  Residue,  giv'en  twice  a week  and 
increasing  one  ( 1 ) minim  each  dose,  a marked 
diminution  in  the  number  of  phlyctenules  has 
been  noted  after  the  second  or,  at  most,  the 
third  Injection.  While  the  use  of  tuberculin 
in  the  treatment  of  phlyctenular  kerato- 
conjunctivitis is  not  in  general  use,  yet  the 
results  obtained  by  those  who  hav'e  used  it 
are  most  gratifying. 

Last,  but  of  great  Importance,  is  the  con- 
sideration of  convergent  strabismus,  or  un- 
corrected squint,  whether  based  upon  con- 
genital paralysis  or  refractive  errors. 

It  has  been  somewhat  of  a surprise  to  find 
so  many  excellent  physicians  who  do  not  know 
that  most  children  with  one  eye  markedly 
crossed,  which,  of  course,  prevents  the  child 
from  using  this  eye,  will  be  practically  blind 
in  that  eye  upon  reaching  the  age  of  seven. 
Therefore,  you  can  see  that  preservation  of 
binocular  vision  hinges  upon  the  use  of  both 
maculae  of  the  eyes  at  the  same  time  before 
the  child  reaches  that  age. 

To  repeat,  if  a child’s  eye  is  not  straight- 
ened by  the  time  he  is  seven  years  of  age,  the 
chances  are  that  he  will  lose  the  vision  en- 
tirely in  the  squinting  eye.  The  exception  to 
this  is  the  alternating  type,  which  comprises  a 
very  small  number. 

Are  there  any  parents  who  would  not  keep 
their  child  in  the  hospital  for  weeks  to  save 
the  vision  of  an  eye  from  any  cause?  You 
may  say  no,  yet  in  cases  of  convergent 
strabismus  we  see  almost  every  day  children 
or  adults  blind  in  one  eye  because  of  ignor- 
ance or  neglect. 

The  handicap  to  children  with  this  defor- 
mity begins  when  they  enter  public  school 
where  they  are  forced  to  listen  to  the  ridicule 
of  schoolmates.  This  constant  reminder 
through  the  school  age  by  thoughtless  chil- 
dren develops  a marked  inferiority  complex 
that  will  in  most  cases  serve  as  a distinct 
handicap  throughout  life,  regardless  of  the 


vocation  they  undertake. 

That  this  complex  exists  in  later  life  is 
proven  by  the  fact  that  most  adults  agree 
that  they  are  always  conscious  of  their  eye 
turning  in,  and  that  they  are  placed  at  dis- 
tinct disadv^antage  with  such  an  affliction. 

Therefore  when  a case  of  this  kind  is  dis- 
cov'ered,  it  is  the  duty  of  the  physician  to  place 
his  patient  under  the  care  of  a competent 
ophthalmologist  immediately.  It  is  never  too 
soon  to  start  correction  and  delay  could  soon 
result  in  marked  loss  of  vision.  Careful  re- 
fraction which,  combined  with  training  of  the 
weakened  eye  by  various  methods,  may  re- 
store binocular  vision  while  the  fusion  center 
is  yet  impressionable. 

It  is  a common  fault  to  assure  parents  that 
the  child  will  outgrow  this  condition.  True 
enough,  occasionally  the  eyes  do  align  them- 
selves in  later  life,  but  not  before  the  real 
damage  has  been  done.  Regardless  of 
whether  the  eyes  should  perchance  straighten, 
we  have  inexcusably  punished  the  patient  with 
a blind  eye,  whereas  with  definite  corrective 
measures  we  could  very  easily  have  be- 
queathed him  an  eye  that  was  perfectly  nor- 
mal and,  in  every  respect,  a healthy  and  use- 
ful organ. 

If  we  find  the  eyes  do  not  straighten  with 
the  various  corrective  measures  outlined  by 
the  time  the  child  reaches  the  age  of  six  or 
seven,  an  operation  should  be  performed. 
Such  surgery  consists  of  a shortening  of  the 
external  rectus  muscle  by  resection,  and  a 
lengthening  of  the  internal  rectus  by  teno- 
tomizing.  This  is  a simple  procedure  accom- 
panied by  a minimum  of  danger  to  the  sight, 
and  necessitating  a stay  of  only  four  or  five 
days  in  the  hospital. 

This  operation  in  adults  should  be  per- 
formed under  local  anesthesia.  While  the 
vision  will  not  be  restored,  they  feel  fully 
compensated  in  freedom  from  self-conscious- 
ness and  a possible  inferiority  complex. 

The  gratitude  expressed  by  some  of  these 
people,  especially  young  girls  and  women, 
upon  whom  I have  had  the  pleasure  of  cor- 
recting this  deformity  has  been  second  only 
to  that  of  some  to  whom  I have  had  the 
pleasure  of  restoring  their  sight. 
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DIFFERENTIAL  DIAGNOSIS  AND  TREATMENT  OF  THE 
TYPES  OF  COLITIS  * 


"By  J.  Arnold  Bargen,  M.D. 
Division  of  Medicine^  The  Mayo  Clinic 
Rochester y Minnesota 


^^OLiTis  is  an  inflammatory  disease  of  the 
large  intestine.  The  term  should  be 
limited  to  include  the  diseases  of  this  riscus 
which  have  definite  characteristics.  In  recent 
years  there  has  been  a growing  tendency  to 
designate  various  diseases  that  cause  abdom- 
inal discomfort,  either  associated  with  or  quite 
apart  from  demonstrable  intestinal  dysfunc- 
tion, as  colitis.  This  has  led  not  only  to  much 
confusion  in  discussions  of  physicians,  but  to 
much  physical  and  mental  anguish  for  a great 
class  of  sufferers.  The  term  has  become  so 
ubiquitous  that  some  writers  of  popular  fic- 
tion have  woven  stories  about  the  malady 
which  it  is  supposed  to  depict. 

Hurst,  in  the  opening  paper  in  a discussion 
of  colitis,  said:  “No  diagnosis  is  made  more 
frequently  and  with  less  justification,”  and 
he  continued,  “a  name  Indicating  definite 
organic  disease  is  given  to  explain  symptoms 
of  a purely  functional  type.” 

There  are  many  intestinal  irregularities 
not  due  to  colitis,  and  in  these  days  of  scien- 
tific medicine  it  is  remarkable  that  even  the 
specialist,  who  has  every  means  of  diagnosis 
at  his  command,  must  still  stand  puzzled  be- 
fore approximately  one-half  of  his  cases  of 
diarrhea.  Yet  that  gives  him  no  license  to 
misname  those  in  which  colitis  is  not  demon- 
strable. 

Colitis  is  the  commonest  cause  of  intestinal 
dysfunction,  but  in  spite  of  this,  it  represents 
a relatively  small  proportion  of  such  dys- 
functions. All  manner  of  irregularity  of  the 
bowel  must  be  considered  in  a differential 
diagnosis  of  colitis. 

7'he  common  inflammatory  lesions  of  the 
colon  include  bacterial  chronic  ulcerative 
colitis,  tuberculous  ulcerative  colitis,  amebi- 
asis, amebic  dysentery,  and  diverticulitis.  Not 

* Read  before  the  We«t  Virginia  Slate  Medical  Association  at 
Parkersburg,  June  23.  1 932. 


only  is  careful  distinction,  one  from  the  others, 
in  these  infections  in  order,  to  allow  proper 
treatment  to  be  instituted,  but  they  must  be 
distinguished  from  so-called  “mucous  colitis” 
or  irritable  colon,  polyposis,  malignant  disease, 
and  the  less  common  conditions  of  bacillary 
dysentery,  typhoid  fever.  Infestation  with 
Balantidium  coli,  regional  “ileitis,”  sprue, 
pellagra,  benign  stricture,  and  all  other  causes 
of  irregularity  of  the  bowel.  Occasionally 
achlorhydria  is  the  basis  of  mild  diarrhea. 
P.  W.  Brown  has  suggested  division  of  the 
large  group  of  indeterminate  types  of  diarrhea 
into  neurogenic,  reflex,  allergic,  and  defi- 
ciency, and  has  added  other  groups j namely, 
irritable  bowel,  diarrhea  following  acute  in- 
fections, sprue-like  diarrhea,  and  diarrhea 
caused  by  faulty  digestion  of  fat.  The  latter 
three  may  be  found  to  fit  into  other  estab- 
lished categories,  but  in  any  event  distinguish- 
ing them  from  true  colitis  is  extremely  im- 
portant before  treatment  is  begun.  As  in 
many  other  serious  bodily  ailments,  the  cor- 
rect diagnosis  is  the  key  to  successful  treat- 
ment and  ultimate  prognosis. 

Inflammatory  Dise.^ses  of  the  Colon. 
— The  four  inflammatory  conditions  men- 
tioned; namely,  chronic  ulcerative  colitis, 
tuberculosis,  amebiasis,  and  diverticulitis  have 
features  which  definitely  distinguish  one  from 
another,  as  well  as  from  other  lesions  of  the 
Intestine. 

The  history  of  these  cases  is  always  sug- 
gestive of  the  nature  of  the  underlying  patho- 
logic process.  A history,  dating  back  several 
months,  of  recurrent  and  intermittent  attacks 
of  bloody,  purulent,  rectal  discharges,  with 
day  and  night  frequency  about  equal,  gradual 
progressive,  general  depletion,  and  finally 
chronic  invalidism,  possibly  lasting  for  years, 
indicates  chronic  ulcerative  colitis.  Progres- 
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sive  diarrhea,  with  gradual  appearance  of 
little,  if  any,  blood,  with  occasional  periods 
of  constipation  in  the  presence  of  pulmonary 
disease,  and  usually  with  a relatively  short 
history,  is  suggestive  of  intestinal  tuberculosis. 
Severe,  recurrent  attacks  of  diarrhea,  with  or 
without  blood,  with  a tendency  to  more  stools 
in  the  daytime  than  at  night,  and  periods  of 
complete  remission,  suggest  parasitic  disease. 
Diverticulitis  is  on  a basis  of  diverticulosis. 

The  diagnosis  can  not  be  established  by 
anamnesis.  The  three  important  guides  to 
differentiation  of  ulcerative  lesions  of  the 
. large  intestine  are  the  gross  and  microscopic 
I analysis  of  stools  or  rectal  discharges,  proc- 
^ toscopy,  and  roentgenoscopy. 

Chronic  Ulcerative  Colitis. — In  chronic 
ulcerative  colitis  there  is  a characteristic  rectal 
discharge,  consisting  predominantly  of  pus, 

I mixed  or  streaked  with  blood  and  mucus,  or 
there  may  be  large  clots  of  blood,_  and  rectal 
gushes  of  liquid,  bloody  material.  The  stool 
may  be  mixed  with  these  discharges  as  their 
lesser  portion  or,  as  in  the  cases  in  which  only 
the  distal  portion  of  the  Intestine  is  involved, 
the  stool  may  consist  of  scybalous  masses  dis- 
charged separately  from  the  purulent  mate- 
rial, or  mixed  with  it  and  passed  with  some 
difficulty.  Microscopically  a vast  predomi- 
nance of  polymorphonuclear  leukocytes,  and 
of  streptococcus  forms  of  bacteria  will  be 
found. 

The  proctoscopic  picture  has  been  well 
described  by  Buie,  and  in  chronic  ulcerative 
colitis  the  proctoscope  gives  the  most  positive 
diagnostic  data.  The  easily  bleeding,  granu- 
lar, diffusely  inflamed  mucous  membrane  is 
characteristic.  Diffuse  involvement  is  path- 
ognomonic. There  is  no  place  in  the  mucosa 
which  is  not  affected.  Early,  there  are  seen 
hyperemia  and  edema  j then  miliary  abscesses 
are  followed  by  miliary  ulcers.  Later,  by 
pressure  necrosis  or  confluence  of  ulcers,  the 
larger,  so-called  secondary  ulcers  develop. 
The  diffuse  involvement  does  not  include  only 
the  mucosa,  but  rather  the  entire  wall  of  that 
portion  of  the  large  intestine  which  is  involved 
in  the  inflammatory  process.  This,  then, 
readily  explains  the  roentgenologic  picture.  A 


diffusely  narrowed,  foreshortened,  nonhaus- 
trated  colon  results. 

Although  chronic  ulcerative  colitis  usually 
begins  in  the  rectum  and  spreads  toward  the 
more  proximal  portions  of  the  colon,  it  may, 
on  first  observation,  affect  any  portion  or  all 
of  the  large  intestine.  Occasionally,  in  this 
way,  a regional  or  migratory  type  of  involve- 
ment takes  place,  and  the  roentgenographic 
appearance  is  so  irregular  that,  at  times,  it  is 
difficult  to  distinguish  from  a roentgenogram 
taken  in  a case  of  tuberculosis  or  extensive 
malignant  disease.  However,  other  clinical 
data,  with  rare  exceptions,  clarify  the  situation. 

There  is  a small  group  of  cases  in  which 
there  are  irregular  ulcerative  lesions,  which 
seemingly  do  not  fit  into  any  class  with  estab- 
lished etiology'.  There  is  another  small 
group  of  mixed  Infections;  namely,  chronic 
ulcerative  colitis  and  amebiasis,  but  in  the 
main  the  objective  evidence  establishes  a 
clean-cut  differential  picture. 

Ulcerative  Intestinal  Tuberculosis. — The 
stool  of  a patient  with  ulcerative  intestinal 
tuberculosis,  ev'en  when  involvement  includes 
the  rectum,  is  rarely  bloody.  Instead  of  the 
purulent  bloody  discharge  of  the  patient  with 
chronic  ulcerative  colitis,  there  are  thin, 
watery,  fecal  stools.  If  blood  is  present,  it  is 
usually  in  barely  discernible  streaks  or  is 
occult.  Microscopic  evidence  consists  of  much 
epithelial  debris  mixed  with  undigested  food, 
and  diligent  search  will  reveal  bacilli  of 
tuberculosis.  However,  acid-fast  bacilli  alone, 
without  other  positive  evidence  of  tuberculo- 
sis, must  not  be  considered  diagnostic,  for 
other  acid-fast  organisms  that  have  no  patho- 
genicity may  be  resident  in  the  intestine. 

The  proctoscope  does  not  play  as  important 
a part  in  this  disease  as  in  chronic  ulcerative 
colitis.  If  proctoscopic  evidence  is  positive 
it  is  characteristic,  but  because  of  the  much 
more  common  occurrence  of  the  tuberculous 
ulcerative  lesions  in  the  small  intestine  and 
in  the  right  side  of  the  large  intestine,  positive 
proctoscopic  pictures  are  seen  in  a smaller 
number  of  cases  than  in  ulcerative  colitis. 

There  are  irregular,  shaggy,  deep  ulcers, 
with  undermined  and  over-hanging  edges. 
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and  between  the  large  ulcers  there  may  be, 
and  usually  is,  normal  mucous  membrane. 
The  involvement  is  not  as  diffuse,  deep,  nor 
extensive  as  it  is  in  the  cases  of  chronic  ulcer- 
ative colitis,  which  explains  the  roentgeno- 
graphic  appearance  after  barium  enema. 
There  is  a tendency  for  the  roentgenographic 
shadow  to  have  a smooth  edge  and  for  haustra 
to  be  obliterated,  but  this  is  not  nearly  so 
marked  as  it  is  in  the  case  of  chronic  ulcer- 
ative colitis.  Furthermore,  the  greater  in- 
volvement in  tuberculosis  is  usually  in  the 
ileocecal  coil,  and  if  ulceration  extends  caudad 
there  may  be  a gradual  funnel-like  narrowing 
of  the  colon  from  the  left  side  toward  the 
cecum  but  the  shadow,  instead  of  having  a 
smooth  edge,  will  have  a very  irregular, 
“feathery”  edge.  Writhing  and  rapid  empty- 
ing and  filling  of  the  ileocecal  coil  often  are 
noted  under  fluoroscopic  observation.  In 
tuberculosis  of  the  colon,  roentgenographic 
measures  are  the  most  important  diagnostic 
aid. 

Parasitic  Injections. — In  parasitic  infec- 
tions, and  here  we  are  dealing  mostly  with 
amebic  colitis,  examination  of  the  stools  is 
the  most  valuable  laboratory  procedure.  The 
stools  are  loose  and  watery,  and  in  the  active 
ulcerative  stages  may  contain  much  mucus 
and  fresh  blood.  Microscopic  examination  of 
emissions  and  finding  of  large  numbers  of 
Endameba  histolytica  is  more  than  presump- 
tive evidence  for  a correct  diagnosis.  There 
are  rare  exceptions,  such  as  the  five  per  cent 
of  patients  with  chronic  ulcerative  colitis  who 
are  carriers  of  amebas,  but  in  most  patients 
whose  stools  contain  Endameba  histolytica 
intestinal  symptoms  are  caused  by  them. 

If,  in  addition,  the  typical  proctoscopic  pic- 
ture is  seen,  the  diagnosis  is  established. 
Amebic  intestinal  ulcers  arc  disseminated, 
have  a punched-out  appearance,  perhaps  are 
covered  by  a fleck  of  mucoid  material,  and 
have  a hyperemic,  surrounding  zone  of 
mucosa,  but  between  the  ulcers  will  usually 
be  found  mucous  membrane  which  appears 
fairly  normal. 

The  roentgenogram,  until  recently,  except 
in  the  more  severe  cases,  has  oflFered  little 


help,  but  work  by  Weber  and  Faust  is  under 
way  which  bids  fair  to  aid  materially  in  the 
roentgenologic  diagnosis  of  these  cases.  In 
the  more  severe  and  extensive  cases  of  amebic 
ulcerative  colitis,  fluoroscopic  evidence  of 
irritability  will  be  noted.  As  in  the  cases  of 
tuberculous  colitis,  the  more  severe  involve- 
ment is  on  the  right  side;  smaller  defects  may 
appear  here  when  no  evidence  of  trouble  is 
seen  elsewhere  in  the  colon. 

All  these  forms  of  colitis  have  distinguish- 
ing characteristics,  yet  their  distinction  from 
other  intestinal  diseases,  in  which  bleeding 
takes  place,  is  not  always  easy. 

Diverticulitis . — One  of  the  conditions 

which  is  of  an  inflammatory  nature  is  diver- 
ticulitis, but  its  occurrence  depends  on  the 
presence  of  diverticulosis  which  is  noninflam- 
matory. In  rare  instances,  there  is  associated 
bleeding,  but  by  the  history  and  roentgeno- 
gram, and  occasionally  by  the  proctoscope, 
the  diagnosis  is  readily  established. 

The  patient  may  have  complained  for  a 
long  time  of  irregular  distress  along  the  line 
of  the  colon,  with  some  irregularity  of  in- 
testinal evacuation.  Suddenly,  he  is  seized 
with  discomfort  in  the  left  side,  of  the  nature 
of  appendicitis,  with  greater  difficulty  in 
evacuation  of  the  bowel,  fever  of  low  grade, 
and  leukocytosis.  Rupture  of  one  of  the 
diverticula  may  take  place,  but  fortunately 
walling  off  is  usually  satisfactory,  so  that  the 
abscess  forms  locally.  Perforation  with  gen- 
eralized peritonitis  is  exceedingly  rare,  but 
rupture  into  a neighboring  viscus,  such  as  the 
bladder,  is  not  infrequent. 

Through  the  sigmoidoscope  one  sees  the 
suggestive  sacculation  and  sigmoid  fixation, 
but  with  intact  mucous  membrane.  Roent- 
genologic investigation  is  usually  best  avoided 
during  the  acute  phase  and  should  be  under- 
taken as  soon  as  the  patient’s  condition  war- 
rants. There  will  be  seen,  in  addition  to 
diverticula  of  various  parts  of  the  colon, 
usually  most  marked  in  the  sigmoid,  the 
spastic  defect  suggestive  of  diverticulitis. 

Othi.r  Types  of  Intestinal  Disturb- 
ances.— The  next  important  problem  in  the 
distinguishing  of  these  organic  types  of  colitis 
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is  their  separation  from  other  types  of  in- 
testinal disturbance. 

Polyposis. — Any  of  the  severe,  ulcerating 
diseases,  and  particularly  chronic  ulcerative 
colitis,  may  leave  in  their  wake,  when  the 
major  condition  has  passed,  a ragged  intes- 
tinal lining,  as  the  result  of  extensive  ulcer- 
ation and  necrosis.  The  mucosa  may  be  de- 
nuded in  a large  measure,  leaving  only  tags 
and  islands  of  inflamed,  swollen,  and  hyper- 
trophied tissues.  As  the  intestinal  wall  heals 
and  new  mucous  membrane  replaces  the  de- 
nuded portions,  one  of  two  processes  may 
take  place:  the  new  mucosa  may  extend  up 
and  over  the  residual  mucosal  tags,  or  it  may 
grow  up  to  the  base  of  these  tags,  thus  further 
extruding  them  into  the  lumen  by  a process 
of  pressure  and  choking.  By  this  and  the 
traction  of  fecal  current,  polypoid  tumors  of 
considerable  size  may  result.  These  may  be 
very  numerous,  thousands  in  a single  colon, 
and  their  multiplicity  will  bear  a direct  rela- 
tionship to  the  site  of  the  severest  ulcerative 
colitis.  This  form  of  polyposis  of  the  large 
intestine  has  been  called,  by  some  observers, 
pseudopolyposis,  and  has  been  designated  by 
Erdmann  and  Morris  as  the  adult  or  acquired 
type  of  polyposis.  It  is  generally  recognized 
that  chronic  ulcerative  colitis  usually  begins 
in  the  rectosigmoid  portions  of  the  large  in- 
testine j hence  the  greatest  number  of  polyps 
usually  exist  here  and  their  numbers  vary 
inversely  with  the  distance  from  the  cecum. 

The  second,  adolescent  type  ( congenital 
and  disseminated)  of  polyposis  is  prone  to  be 
familial.  I have  seen  cases  of  this  in  children 
of  the  first  decade  of  life,  and  in  such  cases 
usually  a parent  had  been  similarly  afflicted. 
However,  serious  symptoms  rarely  become 
apparent  before  the  early  years  of  the  third 
decade  of  life.  Hence,  most  patients  present 
themselves  for  diagnosis  at  this  time.  In  this 
condition  one  finds  numerous  disseminated 
polyps  and  polypoid  projections  into  the  in- 
testinal lumen  in  the  wall  of  an  apparently 
otherwise  normal  colon,  both  from  the  stand- 
point of  mucosal  changes,  and  size  and  con- 
tour of  the  lumen.  The  tumors  may  be  sub- 
mucosal protrusions  of  many  sizes  and  dimen- 


sions with  a mucosal  covering,  or  true  aden- 
omatous polyps.  They  may  be  so  numerous 
that  they  literally  cover  and  involve  practi- 
cally the  entire  mucosa  of  the  large  intestine. 
Many  of  them  may  be  on  pedicles  which  are 
sometimes  several  centimeters  long.  The 
dark  discoloration  often  present  in  their  ser- 
rated portion  clearly  distinguishes  them 
grossly  from  the  polyps  following  colitis. 

A third  type  of  adenomatous  polyp  of  the 
colon,  pathologically  probably  similar  to  or 
indistinguishable  from  the  adolescent  type, 
occurs  in  late  adult  life,  during  the  period 
of  senescent  or  degenerative  change.  These 
polyps  may  be  single  or  at  least  relatively  few 
in  number.  They  may  occur  as  definite 
benign  lesions  in  any  portion  of  the  large  in- 
testine and  often  in  close  proximity  to  a 
malignant  neoplasm.  At  times  a single 
adenomatous  polyp  may  present  apparently 
benign  changes  in  one  region  of  its  serrated 
portion  and  typical  carcinomatous  change  in 
another.  Or,  as  FitzGibbon  and  Rankin  have 
shown,  advanced,  high-grade  adenocarcinoma 
may  exist  in  a short  piece  of  mucosa  of  the 
colon,  and  near  it  may  be  all  gradations  of 
polyps  from  the  standpoint  of  size,  as  well 
as  varying  stages  of  neoplastic  change. 

Digital  rectal  examination  can  not  be  over- 
rated as  a diagnostic  aid  in  these  cases.  In 
chronic  ulcerative  colitis  with  polyposis  the 
rectal  lumen  is  narrowed,  the  wall  is  resist- 
ant, and  lack  of  resiliency  is  noted.  Studding 
this  tube-like  rectum,  numerous  irregular, 
sometimes  nodular,  projections  are  palpated. 

In  the  second  type  the  lumen  is  usually 
normal  in  size,  the  soft,  velvety,  pliable 
mucosa  is  felt,  and  studding  this  will  be  nu- 
merous soft,  often  pedunculated,  tumors  of 
varying  sizes.  When  these  are  numerous  and 
of  nearly  the  same  size,  as  is  usually  the  case, 
one  gets  the  sensation  of  passing  the  gloved 
finger  over  the  surface  of  a rubber  scrubbing 
brush. 

The  sigmoidoscope  and  roentgenologic  ob- 
servations are  of  greatest  value  here.  Of  par- 
ticular value  is  the  aerogram,  recently  intro- 
duced by  Weber,  to  make  which,  after  ex- 
pulsion of  a barium  clysma,  air  is  introduced 
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into  the  colon  under  fluoroscopic  control  and 
then  stereoscopic  films  are  taken  for  later 
observation. 

Malignant  Disease. — A relatively  short 
history  of  intestinal  irregularity,  associated 
commonly  with  bleeding,  and  early  with  ob- 
structive symptoms  and  with  characteristic 
digital,  sigmoidoscopic  or  roentgenologic 
data,  usually  establish  the  diagnosis  of  carci- 
noma of  the  colon.  A malignant  lesion  of  the 
rectosigmoid  and  rectum  can  be  readily  de- 
tected by  careful  digital  examination.  Be- 
cause of  the  length  and  redundancy  of  the 
sigmoid,  frequently  a lesion  of  this  portion 
of  the  large  intestine  telescopes  sufficiently 
for  digital  exploration.  Lesions  of  these 
structures  can  be  adequately  visualized 
through  the  sigmoidoscope.  The  filling  de- 
fect of  a lesion  of  the  colon  above  this  is 
usually  sufficient  to  establish  the  diagnosis. 
Roentgenologic  study  of  these  structures  is 
usually  best  made  with  the  barium  enema, 
after  thorough  colonic  cleansing. 

Bacillary  Dysentery. — The  occurrence  of 
endemic  or  epidemic  diarrhea  of  acute  onset, 
with  isolation  of  bacilli  of  dysentery  usually 
establishes  the  diagnosis.  One  of  the  char- 
acteristics of  the  stools  is  their  large  mucus 
content  with  blood  streaking,  and  relative 
freedom  from  pus.  Isolation  of  the  bacillus 
is  necessary  for  exact  diagnosis. 

I'yfhoid  Fever. — With  this  disease  a situ- 
ation prevails  that  is  similar  to  that  of  bacil- 
lary dysentery.  There  are,  in  addition,  the 
factors  of  sanitation,  either  a breaking  down 
of  the  ordinary  sanitary  precautions  or  ab- 
sence thereof,  the  isolation  of  the  micro- 
organisms of  typhoid  fever,  and  the  clinical 
picture  that  is  so  well  known. 

Balantidium  Cali. — Infestation  with  this 
flagellate  is  rare,  and  when  it  occurs  the  para- 
site is  readily  isolated  from  the  stools.  The 
rectal  ulcers  are  fairly  characteristic,  and  the 
clinical  picture,  with  its  accompanying  anemia, 
is  severe. 

Ileitis. — There  is  a localized,  chronic  in- 
flammatory disease  of  the  ileum,  recently 
described  by  Crohn,  which  is  associated  with 
diarrhea.  The  diagnosis  can  only  be  sus- 


pected, unless  surgical  exploration  is  carried 
out.  It  is  associated  with  a rather  character- 
istic type  of  distress  in  the  right  side  of  the 
abdomen. 

Benign  Strictures. — The  disturbances  at- 
tendant on  benign  stricture  are  often  difficult 
to  distinguish  from  those  of  true  forms  of 
colitis.  Secondary  stricture  may  follow 
chronic  ulcerative  colitis  of  long  standing. 
Syphilitic  rectal  strictures  occur.  There  is  also 
a traumatic  type.  In  addition  to  these,  there 
is  a group  in  which  there  is  marked  rectal 
stricture  with  ulceration,  with  evidence  of  old 
or  recent  disease  above  or  below  the  stricture. 
The  proctoscope  gives  the  most  accurate  evi- 
dence of  the  nature  of  rectal  strictures. 

Pellagra. — When  well  advanced,  this 
syndrome  usually  affords  little  diagnostic 
difficulty.  However,  the  triad  of  diarrhea, 
dementia,  and  dermatitis  is  not  always  present 
and  a careful  history,  going  particularly  into 
the  matter  of  dietary  deficiency  has  great 
value. 

Sprue. — In  the  north  temperate  zone, 
varieties  of  a condition  that  resembles  sprue 
occur.  Even  when  the  large,  foamy,  bulky 
stools  are  expelled,  and  emaciation,  sore 
tongue,  and  anemia  are  present,  the  syndrome 
may  not  be  clear  cut,  and  the  diagnosis  is 
correspondingly  difficult. 

Achlorhydria. — A small  number  of  people 
have  diarrhea  as  a direct  result  of,  or  in  asso- 
ciation with,  absence  of  hydrochloric  acid  in 
their  gastric  content.  When  all  laboratory 
tests  are  negative,  a therapeutic  trial  of  dilute 
hydrochloric  acid  may  have  value. 

Neurogenic  Diarrhea. — There  is  a type  of 
upset  of  the  bowel  which  occurs  when  patients 
are  under  nervous  tension,  probably  as  a re- 
sult of  hyperperistalsis.  It  has  points  of 
similarity  to  tachycardia  of  nervous  origin. 

Allergic  Diarrhea. — Loose  and  frequent 
stools  may  follow  the  ingestion  of  choco- 
late, sea  foods,  buckwheat,  milk,  some  carbo- 
hydrates, pork,  corn,  and  fats,  or  they  may 
be  associated  with  migraine,  urticaria,  and 
hay  fever.  In  these  cases  the  stools  are  usually 
watery,  and  contain  more  or  less  mucus. 

Keflex  Diarrhea.  — Diarrhea  may  be 
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merely  a symptom  of  disease  elsewhere  in 
the  body,  such  as  appendicitis  or  cholecystitis. 
It  may  occur  with  menstruation  and  oxarian 
disease. 

Deficiency  Diarrhea. — Aside  from  the 
diarrhea  that  accompanies  pellagra  and  sprue, 
diarrhea  may  be  associated  with  strange  habits 
of  eating.  In  these  cases  the  diarrhea  usually 
dev'elops  gradually,  is  of  long  standing,  and 
is  definitely  traceable  to  a change  in  habits 
of  eating. 

Irritable  Colon. — I prefer  to  include  here 
I the  cases  of  so-called  mucous  colitis,  and  all 
' the  synonymous  conditions.  Jordan  has  re- 
cently substituted  the  term  “unstable  colon”; 

' this,  perhaps,  is  even  more  descriptive.  This 
, group  of  cases  presents  some  of  the  most  dis- 
|i  tressing  clinical  problems.  The  condition  is 
‘ not  a primary  colonic  disease  but  rather  part 
of  a general  bodily  state.  The  symptoms  of 
the  condition  known  as  mucous  colitis  are 
extremely  varied.  There  may  be  constipation 

■ or  diarrhea,  with  abdominal  pain  and  discom- 
1 fort,  often  along  the  line  of  the  large  in- 
' testine,  and  associated  with  various  mild  to 

severe  affective  disorders.  Among  these  may 
' be  mental  and  physical  depression,  dizziness, 

I heaciache,  loss  of  weight  and  appetite,  and 
insomnia.  Passage  of  excessive  amounts  of 
I mucus  from  the  rectum  is  common.  It  must 
always  be  remembered,  however,  that  one  of 
the  primary  functions  of  the  cells  lining  the 
large  intestine  is  secretion  of  mucus  and  that 
the  amount  of  this  secretion  will  vary  directly 
with  the  amount  of  intestinal  irritation,  and 
' with  the  sensitivity  of  the  nervous  mechanism 
involved. 

Treatment. — Many  types  of  treatment 
, have  had  their  vogue  for  chronic  ulcerative 
colitis.  All  have  suggested  a groping  for 
I specific  therapy.  The  present  line  of  treat- 
ment, at  the  Mayo  Clinic,  is  four-fold: 

1.  An  important  phase  includes  combat- 
ting the  diplostreptococcus  which  apparently 
' plays  an  important  etiologic  part  in  this  dis- 
ease. For  the  less  severe  cases,  treatment 
, with  vaccine  prepared  from  the  diplostrep- 

■ tococcus,  administered  subcutaneously,  has 
given  encouraging  results.  More  recently. 


for  the  sev'erer,  more  depleted,  or  acutely  ill 
patients  an  antibody  solution  prepared  by  a 
simple  method  of  concentrating  the  immune 
chronic  ulcerative  colitis  serum  has  yielded 
striking  change  for  the  better  in  many  cases. 
The  antibody  solution  has  been  administered 
deep  in  the  muscles,  twice  a day,  beginning 
with  small  doses,  and  rapidly  increasing  their 
x’olume.  As  soon  as  definite  improvement 
results,  gradual  substitution  of  the  autogenous 
vaccine  for  the  antibody  solution  is  made  and 
treatment  with  the  latter  is  continued  in  ac- 
cordance with  the  patient’s  progress.  It  is 
difficult  to  comment  on  “cure”  of  chronic  ul- 
cerative colitis.  One  thinks  more  of  control 
of  the  disease,  but  by  virtue  of  the  fact  that 
the  number  of  controlled  cases  mounts  an- 
nually and  that  some  have  now  gone  seven 
years  without  a return  of  symptoms,  it  seems 
as  if  the  present  form  of  treatment  offers  a 
hopeful  outlet  for  future  therapeutic  en- 
deavors. 

2.  A probably  very  important  phase  of  the 
treatment  is  removal  of  distant  foci  of  infec- 
tion. Striking  immediate  improvement  as 
well  as  much  less  liability  to  recurrence,  has 
followed  removal  of  infected  tonsils  and 
teeth. 

3.  Another  important  phase  of  the  treat- 
ment of  cases  of  chronic  ulcerative  colitis  is 
dietary  regulation.  As  in  any  chronic  deplet- 
ing form  of  invalidism,  a large  variety  of 
easily  assimilated  foods  of  high-caloric  value 
is  indicated.  In  just  what  order,  and  with 
what  rapidity  and  urgency  the  various  foods 
should  be  offered,  is  a matter  of  individual 
taste.  In  the  less  depleted  patients,  and  those 
who  have  the  disease  in  a milder  form,  urging 
them  to  eat  usually  suffices.  As  cases  of  greater 
severity  are  encountered,  the  problem  of  feed- 
ing often  becomes  the  most  serious  one  with 
which  the  physician  has  to  deal.  Patients 
who  have  had  chronic  ulcerative  colitis  for  a 
long  time  probably  are  among  the  most  diffi- 
cult of  all  patients  to  feed.  They  often  have 
lent  ear  to  many  food  fads  and  fancies,  or 
they  have  been  advised  not  to  eat  this  or  that, 
but  more  important  than  all  of  these,  they 
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have  no  appetite.  Here  the  well-trained 
dietitian  often  can  be  of  great  help. 

Many  of  the  patients  with  chronic  ulcer- 
ative colitis  who  come  to  the  clinic  are  am- 
bulatory, but  for  those  whom  it  has  seemed 
necessary  to  place  in  hospital,  the  following 
dietary  regimen  has  served  well.  Feeding 
is  begun  with  a basic  diet  of  2,000  calories. 
It  is  a graded  diet,  with  periodic  increases  in 
foods  of  various  types,  so  that  in  the  case  in 
which  there  is  average  response  to  treatment, 
by  the  twentieth  day  a full  tray  containing 
3,000  calories  of  food  is  served.  At  the  out- 
set, the  intake  of  protein  is  60  gm.j  by  the 
twentieth  day,  it  is  80  gm.  The  diet  at  the 
beginning  is  bland,  and  meat  is  given  from 
the  first.  Puree  of  vegetables  is  added  the 
seventh  day.  Milk  is  added  the  tenth  day. 
Frequently  patients  complain  of  more  gas 
when  taking  milk,  so  that  it  is  not  included 
in  the  basic  diet.  Cooked  fruits  are  added 
the  thirteenth  day.  Whole  vegetables  are 
substituted  for  puree  of  vegetables  the  seven- 
teenth day.  Of  course,  these  are  adapted  to 
the  case.  Cabbage,  other  stringy  vegetables, 
and  seedy  fruits  are  inadvisable.  Only  a few 
of  the  articles  of  diet  have  been  mentioned 
here.  Other  generally  accepted  foods  are 
given  in  generous  quantities.  An  effort  has 
been  made  to  mention  those  foods  concerning 
which  there  might  be  some  question.  Occa- 
sionally an  acute  case  or  a complication  will 
demand  discontinuance  of  all  feeding  by 
mouth.  The  important  thing  to  remember  is 
that  an  organ  far  from  the  site  of  the  major 
digestive  actions,  and  a severe  infectious  dis- 
ease, are  being  treated. 

Finally,  supportive  measures,  including 
opiates,  one  of  the  powders,  occasionally  ab- 
dominal stupes,  hemostatics,  tincture  of 
iodine,  10  drops  three  times  a day,  by  mouth, 
and  other  simple  measures,  seem  to  have 
helped  in  individual  cases.  Here,  also,  the 
need  of  attention  to  a depleted  nervous  system 
must  not  be  lost  sight  of. 

Surgical  interference  should  be  confined  to 
treatment  of  complications  or  of  that  small 
number  of  cases  which  resist  medical  treat- 
ment. 


The  treatment  of  intestinal  tuberculosis 
divides  itself  readily  into  surgical  and  medi- 
cal. For  the  localized  hyperplastic  types, 
surgical  resection  seems  the  treatment  of 
choice.  For  the  extensive  ulcerative  lesions, 
the  usual  tuberculous  regimen  may  be  carried 
out,  including  careful  dietary  regulation,  rest 
and  sun-baths.  Pneumoperitoneum  and  deep 
roentgen-ray  therapy  have  been  used  in  some 
centers.  Calcium  by  vein  and  by  mouth  has 
helped  selected  cases.  Arsenic,  in  the  form 
of  treparsol  and  stovarsol  has  yielded  results 
in  the  hands  of  some.  The  treatment  is  far 
from  satisfactory,  for  one  is  dealing  here, 
usually,  with  a late  complication  of  pulmonary 
tuberculosis. 

Of  all  ulcerative  lesions  of  the  large  in- 
testine the  most  satisfactory  from  the  stand- 
point of  treatment  are  those  caused  by  ame- 
biasis. From  the  comparatively  recent  use 
of  ipecac  by  mouth  and  enemas  of  coal  oil, 
has  developed  the  simple  regimen  of  emetin 
hydrochloride  hypodermically  and  arsenic  in 
the  form  of  stovarsol  or  treparsol  by  mouth. 
Yatren  (anayodin)  occasionally  has  found 
favor.  Bismuth-emetin-iodine  has  helped  in 
selected  cases,  but  the  spectacular  and  lasting 
results  which  occur  so  commonly  after  the 
administration  of  emetin  hydrochloride  and 
treparsol  make  these  the  drugs  of  choice. 

As  long  as  diverticulosis  remains  as  such, 
little  or  no  treatment  is  Indicated.  The  stools 
should  be  kept  soft  by  a judicious,  bland,  anti- 
constipation diet,  and  regularity  of  Intestinal 
movement  should  be  emphasized.  \’egetables 
of  low  residue,  and  fruit  juices,  with  the  addi- 
tion of  agar  or  a proprietary  laxative  which 
acts  by  increasing  the  indigestible  bulk  of  the 
intestinal  content,  and  known  as  normacol,  are 
allowed,  b'ruits  with  seeds  and  foods  with 
a high  content  of  cellulose  are  prohibited. 
When  one  or  more  of  the  diverticula  becomes 
inflamed,  a very  different  condition  obtains. 
Treatment  will  depend  directly  on  the  se- 
verity of  the  diverticulitis.  When  an  abscess 
forms  and  localizes,  rest,  and  sedatives,  and 
at  times  frequent  hot  rectal  irrigations  are 
helpful.  Occasionally  colostomy  becomes 
necessary.  This  is  more  particularly  the  case 
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when  complications,  such  as  perforation  into 
a neighboring  viscus,  occur. 

No  consideration  of  treatment  of  colitis  is 
complete  without  mention  of  the  general 
treatment  of  mucous  colitis  and  irritable  colon. 
Here  painstaking  and  detailed  anamnesis  may 
be  classed  as  therapeutic  measures.  Judicious 
psychotherapy  plays  an  important  part  in  the 
treatment.  A regular  routine  of  objective 
Investigations  is  important.  Although  this 
malady,  if  it  can  be  called  such,  is  not  dan- 
gerous to  life,  it  is  responsible  for  much  dis- 
comfort, misery,  and  chronic  invalidism.  In 
many  cases  the  response  to  treatment  is  very 
gratifying.  Careful  analysis,  and  reeducation 
of  the  patient’s  emotions  and  mental  state 
probably  are  among  the  most  important  thera- 
peutic efforts.  The  patient  must  be  brought 
to  realize  that  his  disability  is  largely  func- 
tional, and  that  it  is  remediable  largely 
through  his  own  efforts.  The  trouble  may 
have  begun  during  a period  of  unusual 
physical  or  nervous  stress  and  strain. 

The  next  important  feature  of  treatment 
is  regulation  of  the  patient’s  diet.  Because  of 
abdominal  discomfort  these  patients  have  fre- 
quently drifted  into  the  habit  of  eating  in  a 
totally  inadequate  and  most  irrational  man- 
ner. The  diet  must  fit  the  individual  needs. 
Even  for  severely  constipated  patients,  a 
bland,  protective  diet  should  be  basic.  This 
can  be  graded  up  and  down,  according  to 
necessities.  Drugs  tending  to  relax  spasm, 
such  as  belladonna,  may  be  given  in  suitable 
doses.  Desensitization  to  bacterial  intestinal 
flora,  after  the  methods  of  Dorst,  has  value 
in  selected  cases.  Orderly  rest,  or  a restful 
change  from  the  usual  nervous  disturbance, 
is  important.  Rest  in  bed  is  rarely  indicated, 
but  providing  of  pleasant  influences  and  con- 
genial company  are  important.  Physical 
therapy,  hydrotherapy,  and  thermotherapy 
have  definite  places  in  treatment  of  these 
cases. 

In  summary,  the  treatment  of  the  patient 
with  an  irritable  or  unstable  colon  must  be 
individual,  and  for  success  of  treatment  at- 
tention to  many  details  Is  essential. 


‘Discussion 

G.  R.  Maxwell,  M.D.,  Morgantown:  The 
suhject  of  colitis  is  one  that  is  neglected  by  many 
of  us.  We  do  not  take  a careful  history  and  we 
treat  lightly  any  information  the  patient  might 
volunteer  about  the  condition  of  his  bowels. 

Dr.  Bargen  has  brought  out  very  clearly  the 
different  types  of  colitis,  differential  diagnosis,  and 
treatment. 

In  chronic  ulcerative  colitis  he  spoke  of  a diplo- 
streptococous  as  apparently  playing  an  important 
etiologic  role  in  this  disease.  Modesty  prevented  him 
from  telling  us  that  he  was  the  first  to  isolate  this 
organism  and  it  has  been  given  his  name.  It  is 
commonly  known  as  Bargen’s  diplococcus. 

The  methods  used  in  combatting  this  organism 
are  quite  interesting.  Some  recent  work  along  this 
line  has  been  done  at  the  University  of  Chicago. 
They  used  the  antibody  solution  described  by  Dr. 
Bargen.  Since  January  1,  1932,  they  have  tried 
it  on  seven  patients  with  good  results  in  six. 

The  paper  is  a most  excellent  one  and  brings  out 
points  that  are  of  every-day  use  to  us  in  our  work. 
We  certainly  appreciate  Dr.  Bargen’s  presence  and 
thank  him  for  making  the  trip  from  Rochester  to 
be  with  us. 


LABORATORY  TECHNIQUE 

Sir  Almroth  E.  Wright  is  best  known  among 
scientists  as  a careful  laboratory  technician  who 
found  a primitive  handicraft  and  made  it  an  ex- 
quisitely delicate  and  exact  science.  The  man  of 
the  street  associates  him  with  the  introduction  of 
preventive  inoculation  against  typhoid. 

In  the  early  nineties  of  the  last  century,  Wright 
realized  that  the  method  of  inoculation  of  living 
microbes  whose  virulence  had  been  artificially  re- 
duced, employed  by  Pasteur,  could  not  be  applied 
td  typhoid.  For  numerous  years  he  experimented, 
seeking  to  learn  how  immunity  to  this  disease  might 
be  created  artificially  by  the  inoculation  of  dead 
typhoid  bacilli,  how  many  could  be  injected  at  a 
time,  at  what  intervals  injections  should  be  repeated 
and  how  many  injections  were  desirable.  The  work 
was  begun  in  1895.  By  1899  some  of  the  British 
troops  were  inoculated  regardless  of  bitter  opposition, 
before  they  were  sent  to  the  Boer  War.  Opposition 
to  inoculation  had  its  tragic  results  in  the  World 
War  when  both  the  German  and  the  French  armies 
were  quite  unprepared  to  meet  a scourge  which 
cannon  fire  and  bayonet  could  not  conquer.  Inocu- 
lation was  later  introduced. 
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CANCER  OF  THE  LARYNX  * 


By  Waitman  F.  Zinn,  M.D.,  F.A.C.S. 


^^ancer  is  said  to  be  cellular  lawlessness' 
and  to  result  from  the  destruction  of  the 
chemical  balance  of  the  cell  and  of  the 
medium  in  which  it  is  immersed^ — a constitu- 
tional infection  or  condition,  its  local  mani- 
festations being  determined  by  some  con- 
tinuously applied  irritation® — an  irritation, 
usually  low  grade,  long  continued,  not  neces- 
sarily of  bacterial  or  toxic  origin,  and  yet 
many  times  associated  with  these  as  an  under- 
lying cause.'  Chronic  infections  above  the 
larynx  are  frequently  present  in  cancer  of  the 
larynx.  Cancer  often  appears  on  a field 
already  irritated  by  syphilis.®  Excessive  abuse 
of  the  voice  has  been  a marked  characteristic 
of  the  occupation  of  some  of  the  patients  who 
have  presented  themselves  for  treatment  at 
my  clinic.  Cases  in  point,  to  be  discussed 
later,  are  those  of  a truck  driver,  a station 
agent,  and  a crier  of  odds  in  betting  rings. 

Krishaber  classified  laryngeal  cancer  into 
intrinsic  and  extrinsic.  Growths  on  the  vocal 
cords  and  ventricular  bands,  or  in  the  ven- 
tricles and  interarytenoid  region  were  defined 
as  intrinsic.  The  extrinsic  group  includes 
tumors  of  the  epiglottis  and  aryepiglottic 
folds  and  tumors  in  the  pyriform  sinus  and 
in  the  post-cricoid  region.''  A so-called  mixed 
group  are  made  up  of  intrinsic  cancers  which 
have  spread  beyond  the  glottic  margin,  or 
extrinsic  cases  which  have  extended  into  the 
cavity  of  the  larynx.®  At  first,  intrinsic  can- 
cer is  usually  slow  in  growth,  and  is  located 
on  or  near  a vocal  cord,  fre(]uently  in  its 
anterior  two-thirds.  When  incipient,  it  is 
well  localized.  Cervical  lymphatic  involve- 
ment rarely  occurs  until  the  disease  has 
reached  the  arytenoids,  has  extended  upward 
toward  the  rim,  or  has  perforated  the  anterior 
angle  of  the  thyroid  cartilage.®  Extrinsic 
cancer  in  all  the  four  situations  mentioned, 

* Read  before  the  West  Virginia  State  Medical  Association  at 
Parkersburg.  June  23.  1932. 
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with  the  exception  in  some  cases  of  the  epi- 
glottis, invades  the  cervical  lymphatic  glands 
at  an  early  stage.®  The  growth  and  extension 
through  the  lymphatics  are  rapid. 

Carcinomas  form  about  ninety-eight  per 
cent  of  the  malignant  tumors  of  the  larynx. 
About  ninety-six  per  cent  are  squamous- 
cel  led  and  about  two  per  cent  are  basal-celled 
tumors. 

In  ninety  per  cent  of  the  cases,  intrinsic 
cancer  gives  immediate  notice  of  its  presence 
in  a hoarse  or  altered  voice.  Extrinsic  cancer 
rarely  gives  warning  of  its  presence  until  well 
advanced,  since  cancer  is  a painless  disease  in 
this  situation  prior  to  the  late  ulcerative  pe- 
riod, and  since  it  does  not  at  first  alter  the 
voice.  Its  early  discovery  is  usually  acci- 
dental.® 

Some  fifty  patients  whom  I have  examined 
during  the  last  five  years  had  developed 
hoarseness  at  periods  ranging  from  three  to 
twelve  months  prior  to  examination.  One 
exception  was  the  case  of  a station  agent  who 
had  been  hoarse  for  a number  of  years. 

Another  cardinal  symptom  is  cord  immo- 
bility. This  symptom  eventually  appears.  A 
large  number  of  the  cases  mentioned  above 
showed  immobility  of  cord. 

The  clinical  classification  and  the  extent  of 
involvement  are  important  factors  in  guiding 
the  operator’s  choice- of  procedure.  The  dis- 
ease may  be  greater  in  extent  than  it  appears, 
even  after  the  most  meticulous  scrutiny.  Mac- 
Kenty  made  it  a rule  to  add  two-thirds  to 
the  visible  manifestation  in  estimating  its  true 
extent  and  on  the  judgment  thus  formed  to 
select  the  type  of  operation  thus  indicated.® 
Pending  the  advent  of  a cure,  acting  perhaps 
through  the  control  of  cell  metabolism,  there 
is  only  one  avenue  of  escape  from  cancer,  and 
that  is  through  surgical  intervention  suffi- 
ciently radical  to  circumvent  the  disease.®  The 
results  achieved  in  the  arrest  of  cancer  by 
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surgery  in  this  held  far  excel  those  obtained 
in  any  other  part  of  the  body.® 

I.ate  intrinsic  cancer  is  easily  recognized; 
extrinsic  cancer  is  practically  hopeless.  As  I 
review  the  histories  of  patients  who,  during 
the  last  twelve  years,  have  presented  them- 
selves at  my  clinic  for  examination  and  treat- 
ment, it  is  appalling  to  note  the  large  number 
of  cases  of  advanced  malignancy  of  the  larynx 
which  had  gone  undiagnosed  and  which  were 
in  a hopeless  stage  of  the  disease  at  the  time 
of  their  admission  to  the  clinic.  This  fact  is 
particularly  lamentable  when  one  considers 
that  in  intrinsic  cancer  of  the  larynx  lymphatic 
extension  is  delayed  for  a period  of  time  and 
therefore  an  excellent  opportunity  for  cure  is 
afforded  the  patient,  provided  the  case  is 
properly  diagnosed  and  given  immediate 
treatment.  The  delay  of  the  patient  in  seek- 
ing expert  opinion  has  been  found  to  be  partly 
due  to  themselves,  partly  due  to  prolonged 
and  repeated  antiseptic  treatment,  and  partly 
due  to  many  other  reasons. 

When  the  larynx  and  the  voice  have  been 
normal  prior  to  the  onset  of  the  disease,  the 
diagnosis  is  less  difficult.  When  cancer  has 
become  grafted  on  other  pathologic  condi- 
tions, diagnosis  is  much  more  complicated. 
In  advanced  disease,  one  look  is  often  suffi- 
cient. In  looking  for  incipient  cancer,  we 
look  for  a single  outcropping  if  it  is  on  the 
surface,  or  a single  localized  bulging  if  it  is 
deeply  situated.  The  characteristics  and  be- 
haviour of  a laryngeal  growth  can  be  learned 
only  after  much  observation  and  long  con- 
tinued experience.  They  are  very  different 
in  an  already  diseased  larynx  from  what  they 
are  in  an  otherwise  normal  larynx.  Repeated 
and  careful  observation,  and  biopsy  when  a 
positive  diagnosis  can  not  be  made  by  obser- 
vation, are  two  methods  of  arriving  at  a suc- 
cessful diagnosis.  Biopsy,  however,  may  fail 
where  only  a surface  specimen  has  been 
secured  and  has  left  behind  the  characteristic 
pathology  wffiich  lies  deep  at  the  base  of  the 
neoplasm.  Extension  of  the  disease  may  take 
place  in  any  direction. 

Other  diseases  peculiar  to  the  larynx  must 
be  excluded.  To  the  trained  eye  many  of 


these  present  no  difficulty  and,  by  their  ap- 
pearance and  behavior  are  easily  recognized. 
It  is  not  so,  however,  with  syphilis  and  tuber- 
culosis. These  are  constantly  presenting 
themselves  for  identification  and  differentia- 
tion. Combinations  of  one  or  all  of  this 
pathological  triad  may  occur  in  the  same 
larynx.®  A positive  Wassermann  reaction 
does  not  exclude  cancer,  nor  does  a negative 
reaction  always  exclude  syphilis.®  Syphilis 
is  an  esthetic  disease.  Tuberculosis  is  a 
hyperesthetic  disease.  In  cancer,  pain  is  absent 
until  ulceration  and  secondary  infection  set  in.® 

Laryngectomy. — The  method  of  cure  or 
local  arrest,  whatever  it  may  be  called,  rests 
with  the  operator  until  some  cure  is  dis- 
covered for  this  “tragedy.”  The  several 
methods  of  treatment  have  their  several  ad- 
^'ocates,  whether  it  be  radium,  x-ray,  dia- 
thermy, laryngofissure  or  laryngectomy.  One 
thing  in  favor  of  laryngectomy  is  that  exten- 
sion, discoverable  only  by  microscopic  exami- 
nation after  laryngectomy,  is  prevented  from 
advancing  to  the  inoperable  stage  or  recurring 
after  laryngofissure.  And  herein  lies  the  ad- 
vantage of  the  radical  over  the  conservative 
mode  of  procedure. 

In  England  laryngofissure,  radium,  and 
x-ray  treatment  seem  to  be  the  methods  of 
choice,  while  in  this  country  laryngectomy, 
whether  it  be  of  the  one  stage  type  or  of  the 
two  stage  type,  is  preferred. 

It  has  taken  some  eighty  years  for  laryn- 
gectomy, or  total  extirpation  of  the  larynx, 
to  reach  its  present  stage  of  efficiency.  Sta- 
tistics show  that  its  progress  has  been  from 
high  mortality  to  low  mortality,  from  high 
percentage  of  recurrences  to  low  percentage 
of  recurrences,  from  few  ultimate  cures  to  a 
large  number  of  ultimate  cures.  The  patient, 
it  is  true,  sustains  a great  loss  in  the  removal 
of  his  larynx;  but  the  sacrifice  of  a part  for 
the  benefit  of  the  whole  is  the  toll  exacted 
for  the  prolongation  of  his  life.  If  cancer 
could  be  diagnosed  at  its  inception,  there 
would  be  no  place  for  the  more  radical 
operations.® 

The  different  operative  steps  in  laryngec- 
tomy together  with  some  larynges  which  have 
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been  extirpated,  will  be  exhibited  by  means  of 
slides. 

Voice. — After  laryngectomy,  it  depends 
upon  the  individual  whether  or  not  he  will 
acquire  the  habit  of  swallowing  air  and  using 
his  stomach  as  a bellows;  as  he  regurgitates 
the  air  to  his  mouth,  he  forms  the  words  and 
has  a buccal  voice.  Some  can  get  along  very 
nicely  without  the  use  of  an  artificial  larynx; 
others  may  find  it  necessary  to  use  the 
Mackenty  artificial  larynx.® 

Report  of  Some  Unusual  Cases. — Male, 
aged  fifty-two  years,  a clerk  who  cried  the 
odds  in  betting  rings,  had  suffered  from 
hoarseness  for  twelve  months.  Physical  ex- 
amination was  negative.  Because  of  ana- 
tomical conditions,  it  was  impossible  to 
visualize  the  larynx  either  by  indirect  or 
direct  endoscopy.  Since  dyspnea  was  becom- 
ing more  marked,  I decided  to  make  an  ex- 
ploratory laryngofissure.  This  revealed  be- 
low the  right  cord  a large  mass  which  ob- 
structed almost  the  entire  lumen  of  the 
trachea.  From  the  gross  appearance  of  the 
location  of  the  growth,  it  was  deemed  best 
to  perform  laryngectomy  without  waiting  for 
the  pathologist’s  report.  After  a one  stage 
laryngectomy  the  patient  had  a most  satis- 
factory recovery.  The  pathologist  later  re- 
ported the  growth  to  be  a chondroma. 

This  case  is  presented  because  chondroma 
is  extremely  rare  and  because  great  difficulty 
was  experienced  in  making  an  examination 
and  diagnosis. 

Chondroma  belongs  to  a class  of  benign 
tumors  which  are  infiltrative,  malignant 
lesions,  but  show  little  or  no  tendency  to 
metastasize.  If  small,  they  may  be  removed 
endoscopically ; if  large,  external  operation 
may  be  reiiuired.  In  six  cases  Chevalier 
Jackson  found  it  necessary  to  advise  total 
laryngectomy  for  chondroma  because  of  the 
massive  involvement  including  both  the 
cricoid  and  thyroid  cartilage  which  obliterated 
the  larynx. 

}!ixtrinsic  squamous-cel  led  carcinoma: 

A station  agent,  aged  sixty-one  years,  had 
been  hoarse  for  a number  of  years.  Nine 
months  before  seen  by  me,  a large  peduncu- 
lated papilloma  attached  at  anterior  commis- 


sure had  been  removed  after  biopsy.  The 
report  stated  a benign  growth.  Three  months 
later,  with  no  removal  of  specimen,  a 
tracheotomy  was  performed  to  relieve  dys- 
pnea. When  first  seen  by  me,  both  pyriform 
sinuses  were  obstructed  and  the  patient’s 
larynx  was  filled  with  a growth  of  the  size  of 
a hen’s  egg,  which  growth  extended  out 
around  the  tube,  making  it  impossible  to  re- 
move the  tube.  Bleeding  w'as  free  when 
wiped  with  gauze.  The  patient  was  greatly 
emaciated  and  unable  to  take  any  nourish- 
ment. The  patient  w^as  given  rectal  feeding 
and  glucose  solution  intravenously.  Two 
days  later  laryngectomy  with  whde  dissection 
of  neck  glands  was  performed.  The  patient 
had  a slow  recovery,  w^as  able  to  enjoy  life, 
and  gained  in  weight.  Six  months  later,  how'- 
ever,  he  died  of  pneumonia. 

You  will  note  that  the  first  biopsy  show'ed 
benign  growth.  The  second  biopsy  should 
have  been  made  sooner.  The  growth  became 
extrinsic.  At  the  time  of  the  first  biopsy,  the 
case  was  a favorable  one  for  operation. 

Mixed  type,  squamous  cell  epithelioma: 

A truck  driver,  aged  sixty-three  years,  had 
been  treated  for  hoarseness  for  a year.  At 
times  he  was  thought  to  have  asthma.  Six 
weeks  before  I saw  him,  a tracheotomy  had 
been  done  to  relieve  dyspnea.  He  w'ore  a 
tracheotomy  tube,  had  lost  twenty-five  pounds 
in  weight,  and  w^as  generally  emaciated. 
There  was  discovered  a large  mass  involving 
the  right  corci  and  extending  from  the  anterior 
to  the  posterior  commissure.  The  arytenoid 
was  edematous  and  .the  right  pyriform  sinus 
was  partly  obstructed.  After  a one  stage  laryn- 
gectomy, the  patient  made  a very  satisfactory- 
recovery  and  gained  twenty-tw'o  pounds  in 
w'eight  in  two  months,  b'our  months  later, 
he  had  a hemorrhage  from  the  trachea.  Fi.x- 
amination  showed  a grow'th  near  the  bifur- 
cation of  the  trachea.  A biopsy  revealed  a 
squamous  cell  epithelioma.  The  use  of  x-ray 
and  diathermy  controlled  the  bleeding.  The 
patient  died  from  terminal  pneumonia. 

d'he  case  w'as  of  long  duration.  The 
tracheotomy  done  six  weeks  previously  les- 
sened the  patient’s  chances  of  recovery. 
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Squamous  cell  epithelioma  approaching 
mixed  class: 

Female,  aged  sixty-seven  years,  had  always 
enjoyed  good  health.  Three  months  prior 
to  my  examination  she  was  attacked  with 
slight  hoarseness  and  cough,  without  loss  of 
weight.  Physical  examination  showed  obes- 
ity, thyroid  gland  enlargement,  kidney  func- 
tion 38;  otherwise  negatlv'e.  Laryngeal  ex- 
amination revealed  a small,  riddish  area  on 
the  right  cord,  the  size  of  a shot,  and  posterior 
third  of  cord  fixed.  There  was  some  swelling 
of  the  arytenoid  on  the  same  side. 

After  a one  stage  laryngectomy  patient 
made  a very  satisfactory  recovery  and  has 
shown  no  signs  of  metastasis. 

Comment:  Rare  in  female.  The  location 
of  the  tumor  suggested  that  it  would  soon 
become  one  of  mixed  type  and  extend  rapidly 
beyond  surgical  limits.  The  largeness  of  the 
thyroid  gland  made  the  operation  more 
difficult. 

Conclusion. — In  view  of  what  you  have 
heard  and  will  see,  I do  not  think  any  doubt 
will  exist  in  your  minds  as  to  the  vital  im- 
portance of  an  early  diagnosis,  and  that  per- 
sistent hoarseness,  especially  in  one  of  ad- 
vanced years,  should  arouse  grave  suspicion. 
Infections  of  the  mouth  should  Invoke  the 
most  careful  scrutiny.  As  a severe  type  of 
pyorrhea  is  often  associated  with  cancer  of 
the  mouth,  throat,  larynx  and  esophagus,  this 
disease  should  receive  the  most  meticulous 
attention  and  treatment. 

'Discussion 

V es.  C.  Thomas,  M.D.,  Huntington:  Cancer 
of  the  larynx  is  a very  serious  condition  and  not  a 
rare  one.  It  is  a disease  that  we  all  dislike  to  see, 
but  one  that  we  should  enjoy  discussing — for  this 
is  the  only  way  we  have  to  improve  our  methods 
of  diagnosis  and  treatment. 

It  is  a fact  that  most  cases  of  the  intrinsic  and 
all  cases  of  extrinsic  type  are  very  difficult  to  diag- 
nose early.  It  is  a fact  also  that  we  hesitate  too 
often  to  suspect  so  serious  a disease  when  confronted 
by  such  trivial  complaints  as  difficult  swallowing  be- 
tween meals  when  there  is  very  little  to  be  swal- 
lowed, and  no  trouble  at  meals  when  food  is  swal- 
lowed, sensation  of  a lump  in  the  throat  at  times, 
tired  feeling  after  moderate  use  of  voice,  and  occa- 
sional hoarseness  or  alteration  of  voice. 


Chronic  nasal  infection  causes  chronic  catarrhal 
laryngitis  with  frequent  acute  exacerbations,  but  in 
these  cases  too  we  should  be  ever  vigilant  for  other 
signs  of  cancer,  for  the  two  very  often  occur  con- 
currently. It  is  my  opinion  that  the  early  recur- 
rent hoarseness  in  cancer  of  larynx  is  always  due  to 
catarrhal  inflammation,  secondary  to  nasal  infec- 
tion. The  family  history  should,  I believe,  be  men- 
tioned. History  of  cancer  in  the  family  of  the 
patient  in  whom  cancer  is  suspected  would  at  least 
spur  one  on  to  a more  careful  study  of  the  case, 
since  I believe  about  25^^,  of  cases  of  cancer  give 
a history  of  cancer  in  the  family. 

Extrinsic  cancer  of  the  larynx  is  hopeless,  chiefly 
because  it  is  impossible  to  diagnose  it  early.  This 
fact  shoidd  encourage  all  laryngologists  to  con- 
stantlv  bear  this  condition  in  mind  and  endeavor  to 
learn  more  of  its  nature;  and  I am  certain  that 
our  duties  are  very  definite  in  cases  where  a biopsy 
examination  has  shown  a benign  growth  in  the 
larynx.  These  patients  should  be  watched  care- 
fullv,  and  repeatedly  advised  of  the  possibility  of  a 
malignancy  developing  in  such  cases. 

Cases  with  recurrent  laryngitis,  benign  growth 
of  the  larvnx,  constant  sensation  of  “lump-in- 
throat,”  dull  pain  or  tired  feeling  on  use  of  the 
voice,  should  be  advised  to  use  the  voice  carefully, 
and  discontinue  any  trade  or  profession  calling  for 
excessive  use  of  or  abuse  of  the  voice.  This  in- 
cludes lawyers,  clergymen,  actors,  army  officers, 
salesmen,  hucksters,  school  teachers.  It  is  a very 
serious  mistake  to  remove  a benign  growth  from  the 
larynx  of  an  individual  engaged  in  any  occupation 
requiring  e.xcessive  use  of  the  voice,  and  allow  him 
to  return  to  the  same  work. 

The  only  good  results  I have  seen  in  treatment 
of  cancer  of  the  nose  and  throat  have  been  obtained 
by  radical  surgery.  The  apparent  good  accom- 
plished by  x-ray  and  radium  have  been  followed 
by  early  recurrence  in  all  cases  I have  been  privi- 
leged to  see. 

BIBLIOGRAPHY 

1.  Lynch,  R.  C.,  Cancer  of  the  Larynx.  Illinois 
Medical  Journal,  1928,  Vol.  54,  p.  40. 

2.  Mackenty,  J.  E.,  Laryngeal  Cancer,  Early  Diag- 
nosis and  Treatment.  Archives  of  Otolaryngology,  March, 
1929,  Vol.  9,  pp.  237-244. 

3.  Mackenty,  J.  E.,  Cancer  of  the  Larynx.  Archives 
of  Otolaryngology,  March,  1926,  Vol.  3,  No.  3. 

4.  Colledge,  L.,  Operative  Treatment  of  Cancer  of  the 
Larynx.  The  Practitioner.  Vol.  124,  p.  33,  1930. 

5.  Thomson,  Sir  St.  Clair,  Cancer  of  the  Larynx. 
Nose,  Throat,  and  Ear.  1928,  Jackson  Coates,  1930. 

6.  Mackenty,  J.  E.,  Cancer  of  the  Larynx.  Archives 
of  Otoloaryngology,  April,  1926,  Vol.  3,  No.  4, 

7.  Jackson,  C.  and  C.  L.,  Benign  Tumors  of  the 
Larynx.  Nose,  Throat,  and  Ear,  p.  901.  Jackson 
Coates,  1930. 

8.  Orton,  H.  B.,  Journal  of  the  Medical  Society  of 
New  Jersey,  Vol.  26,  No.  3,  March,  1929. 


32 


The  West  Virginia  Medical  Journal 


January^  1933 


TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  \Ueaf  Virginia 
T uberculosis  Association. 


THE  ROLE  OF  EMOTION  IN 
TUBERCULOSIS 

Emotion  that  remains  bottled  up  exerts  a 
harmful  physiological  influence,  especially  so 
on  the  tuberculous  person.  Unfortunately, 
he  can  not  work  off  his  emotions  or  shift  his 
interest  to  another  scene.  The  disease  itself 
inevitably  brings  about  emotional  strains  in- 
volving business  relationships,  breaks  in 
family  ties,  and  financial  worries.  In  his 
segregation  and  enforced  leisure  the  patient 
broods — and  his  problems  become  emphasized 
and  distorted.  To  adjust  the  patient’s  state 
of  mind  is  an  essential  therapeutic  require- 
ment in  the  “cure.”  Mary  B.  Eyre  has 
studied  the  role  of  emotion  in  tuberculosis 
from  the  psychological  approach.  Her  find- 
ings, presented  at  the  latest  annual  meeting 
of  the  National  Tuberculosis  Association,  are 
here  briefly  summarized. 

The  human  organism  responds  as  a whole  to  its 
internal  and  external  environment.  We  need  not 
separate  mind  and  body  (much  less  soul  and  body), 
but  regard  the  human  individual  as  trying  to  get 
along  with  the  use  of  all  of  his  functions,  endow- 
ment and  experience. 

His  functions  include  not  only  his  feelings,  but 
the  use  of  his  brain.  Stirred-up  feeling  is  known  as 
emotion,  and  implicit  in  emotion  is  cnerg\,  which 
is  always  dynamic,  d'he  individual  who  experiences 
emotion  is  therefore  ready  to  act.  Researches  have 
demonstrated  that  the  sympathetic  division  of  the 
autonomic  nervous  system,  through  the  adrenal 
glands  (and  possibly  other  tissues),  prepares  the 
body  for  activity  at  the  same  time  that  the  individual 
is  under  emotional  stress.  If  the  discharge  of  this 
energy  should  not  take  place,  tlien  the  preparatory 
processes  become  disturbers,  and  disrupters  of  the 
organism. 

Each  one  of  us  needs  at  least  to  feel  safe.  .Any- 
thing which  menaces  our  bodily,  mental,  or  financial 
security,  sets  up  at  once  a state  of  tension,  which 
disintegrates  our  assembled  forces  in  fronting  our 
world.  In  the  weak  and  timid  person,  he  who  has 
never  learned  self-reliance  or  known  what  it  means 


to  think  well  of  himself  by  reason  of  success  due  to 
his  own  efforts,  the  seme  of  his  inadequacy  is  always 
his  first  response.  To  tell  him  “not  to  worry”  and 
to  “control  his  emotions,”  far  from  helping,  usually 
increases  his  tension  without  showing  him  how  to 
release  it.  Something  detrimental  does  happen  to 
all  responses  of  the  individual,  through  worry; 
something  beneficial  takes  place  as  inevitably  through 
the  building  up  of  the  sense  of  security.  Metabolic 
rate  of  plus  124,  with  pulse  rate  of  112,  was 
changed  to  basal  rate  of  minus  3,  pulse  72,  within 
twenty-four  hours,  in  an  individual  whose  anxiety 
ever  her  financial  safety  was  relieved  meanwhile. 

Of  all  the  emotions,  fear  seems  to  be  the  pre- 
dominating one.  The  characteristim  optimism  which 
is  generally  attributed  to  tuberculosis  was  found  in 
a number  of  observed  tuberculous  patients  to  be 
compensatory  to  an  underlying  fear  and  dread  of 
non-recovery,  which  they  resolutely  refused  to  ad- 
mit to  themselves  or  to  acknowledge  to  others.  Is 
the  hopeful  state  observed  in  many  tuberculous  pa- 
tients due  to  a specific  toxin  of  the  tubercle  bacillusr 
It  is  more  simply  explainable  by  the  defense 
mechanism  aroused  by  fear,  superimposed  upon  the 
general  biological  stimulation  which  is  the  body’s 
reaction  against  this  bacillus. 

Measuring  Emotional  States.  — Even  though 
measures  of  precision  have  not  yet  been  evolved  for 
emotional  states,  it  is  a step  in  the  right  direction 
to  assemble  the  evidence,  and  to  compare  symptoms 
involving  strong  feeling,  with  objective  physical 
findings.  Such  correspondence  can  be  observed  in 
the  physical  field,  in  rise  or  fall  of  temperature,  in 
metabolic  index,  and  in  functions  governed  not  only 
by  the  vegetative  nervous  system,  such  as  digestion 
and  elimination,  but  by  the  sympathetic  division  of 
the  autonomic  as  well,  including,  as  Cannon  has 
shown,  heart  acceleration,  respiratory  change,  pilo- 
motor reflex,  endocrine  activity,  increased  blood 
sugar  and  hormone  liberation.  ”^1  o these  may  be 
added  as  possible  signs,  the  healing  or  increase  of 
cavitation,  and  other  reparative  or  destructive 
processes  of  the  body,  as  revealed  by  x-ray  and 
chemical  analysis. 

It  would  seem  reasonable  to  ask  of  any  measures 
which  set  out  to  regulate  emotion,  that  they  should 
prove  their  validity  by  producing  an  effect  upon 
the  general  bodily  well-being  of  the  patient. 

Eighty-seven  tuberculosis  patients  were  studied. 
Although  a complete  comparison  with  physical 
symptoms  was  not  made,  it  would  be  possible  to 
check  the  records  of  emotional  behavior  with  the 
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accunitely  kept  physical  histories.  'I'he  net  result' 
of  this  study,  based  on  the  answers  to  four  inclusive 
(juestion,  were  in  terms  of  social  adjustment. 

Fear  was  found  to  be  the  chief  factor  in  emo- 
tional instability,  present,  to  some  detectable  Fxtent, 
in  all  but  two  instances.  One  of  these  was  a patient 
who  had  been  told  that  as  “a  light  case”  she  would 
be  ready  to  go  home,  as  soon  as  she  recovered  from 
;;n  appendactomy  which  had  brought  her  to  the 
acute  unit.  Her  attitude  was  quietlv  rela.xed,  with- 
out tension  of  any  sort,  either  of  marked  cheerful- 
ness, stoicism,  or  depression.  It  was  almost  startling 
to  find  a patient  who  felt  no  need  of  any  form  of 
defense  against  fear. 

No  adequate  explanation  can  be  offered  for 
changes  in  temperature  which  accompant  emo- 
tional excitement,  or  its  release,  other  than  the  rela- 
tionship between  the  autonomic  nervous  system  and 
endocrinal  activity.  Cannon  points  out  that  homeo- 
stasis of  body  temperature  is  regulated  in  part  by  the 
sympathetic,  which  also  influences  the  output  of 
adrenal  and  thyroid  and  pituitary  glands,  the  trov- 
ernors  of  muscular  tonus,  and,  indirectly,  o.xygen 
intake.  Muscular  action  results  in  heat  production, 
which  warms  the  blood;  sbivering,  pilo-motor  re- 
flex, and  sweating,  are  all  heat  regulating  devices 
directed  by  the  sympathetic,  which  also  responds  to 
emotional  excitement,  of  either  sudden  or  long  con- 
tinued duration.  Thus  the  whole  mechanism  is  in 
such  delicate  adjustment,  that  change  in  any  factor 
could  presumably  cause  imbalance. 

Re-Educating  the  Emotiom. — Outlets  must 
satisfy  the  inmost  aspirations  of  the  individual,  and 
carry  on  his  energy  in  channels  appropriate  to  his 
needs.  It  is  not  enough  merely  to  tell  him  to 
“work  off”  his  excess  emotion.  It  must  be  used 
creatively  after  his  heart’s  desire,  in  some  fashion. 

Dr.  Cannon  points  the  way  physiologically,  by 
showing  the  disrupting  effects  upon  an  organism 
prepared  by  emotion  for  violent  action,  if  the 
physical  action  be  deferred  or  prevented.  He  stops 
at  that  point.  The  principle  can  be  carried  further, 
to  provide  adequate  means  by  which  the  excited 
organism  can  find  use  for  the  energy  which  it  is 
prepared  to  expend,  through  interests  fitted  to  its 
intellectual  level. 

To  warn  a patient  against  giving  way  to  his 
feelings,  without  showing  him  how  to  bring  about 
this  control,  is  but  to  increase  his  strain;  just  as 
to  beg  him  when  in  great  bodily  fear,  “not  to  be 
afraid,”  usually  augments  his  terror. 

Re-education  of  the  patient,  in  the  sense  of  help- 
ing him  to  understand  the  sources  of  his  emotional 


stresses  in  order  that  he  may  know  how  to  re-route 
the  ir  component  energy,  is  the  most  practical  thera- 
peutic aid  for  the  emotional  problems  of  tuberculosis. 
The  individual  must  first  be  helped  to  face  his  diffi- 
culties, and  to  identify  the  feeling-habits  in  himself 
( usuallt  dating  back  over  long  periods)  which  led 
to  his  failure;  he  must  be  shown  how  to  substitute 
new  feeling-habits,  which  will  lead  to  better  adjust- 
ment; how  to  rely  upon  himself,  and  become  emo- 
tionally grown  up;  and  finally,  how  to  find  adequate 
constructive  outlets  for  his  emotional  energy.  In 
bed  patients,  these  outlets  must  necessarily  be 
through  mental  instead  of  physical  channels. 

Optimism  that  is  based  on  confidence  in  the  re- 
cuperative powers  that  are  within  the  organism, 
is  a different  thing  from  the  defense  against  fear, 
and  is  a tremendous  asset  which  therapeusis  can  not 
afford  to  overlook.  If  fear  be  faced,  and  not  run 
away  from  by  pretending  it  does  not  exist,  it  can 
be  dealt  with  adequately — The  Role  of  Emotion  in 
Tuberculosis^  Mary  B.  Eyre,  Trans,  of  the  Nat. 
Tuberc.  Assn.,  1932. 


EYE  I RANSP.YRENCY 

Too  long  hours  of  continuous  use  of  the  eyes 
should  be  avoided  by  a rest  at  intervals,  if  only  for 
a few  minutes,  at  which  time  they  can  be  benefited 
by  being  bathed  with  ordinary  cold  water  from  the 
faucet.  Dr.  Sol  Rosenblatt  explains  in  “Eye  Hygiene 
and  Heat,”  an  article  appearing  in  the  December 
issue  of  HygeiOy  the  Health  Magazine. 

It  is  the  heat  that  is  generated  over  a long  period 
of  excessive  use  of  the  eyes  that  causes  the  eyes  to 
become  tired.  Heat  affects  the  eyes  in  numerous 
ways.  Dr.  Rosenblatt  explains.  The  heat  generated 
by  excessive  use  of  the  eyes  over  long  hours,  added 
to  the  ordinary  body  heat;  the  heat  of  fever  repeated 
over  a period  of  years;  the  heat  of  brilliant  sunlight 
or  too  intense  artificial  light,  and  the  heat  of  fur- 
naces over  a period  of  time  are  detrimental  to  the 
function  of  the  eye. 

Nature  provides  a safeguard  in  a manner  some- 
what similar  to  that  of  the  water-cooled  motor. 
Transparent  fluids  are  circulated  within  the  eye,  and 
the  anterior  surface  of  the  eye  is  bathed  with  fluid 
coming  down  from  the  tear  gland  above  the  eye. 
The  peculiar  special  function  of  the  eye  requires 
transparency,  and  excessive  heat  destroys  that 
quality;  the  loss  of  transparency  is  fatal  to  the  func- 
tion of  that  special  organ,  even  though  its  form  and 
strength  are  fully  regained. 
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PRESIDENT’‘S  PAGE 


7\  1'  THE  beginning  of  my  tenure  of  the  presidential  office  I wish  to  express  to  the 

^ members  of  the  West  Virginia  State  .Medical  Association  my  sincere  appreciation 
of  the  honor  that  you  have  bestowed  upon  me.  It  is  a responsibility  that  can  not  be 
taken  lightly.  It  is  my  earnest  hope  that  I may  be  able  to  preserve  the  ideals  of  mv 
predecessors  and  carry  on  the  present  work  creditably. 

Our  retiring  President,  Dr.  Albert  H.  Hoge,  conducted  our  affairs  during  the 
preceding  year  with  such  great  vigor  and  enthusiasm  that  it  will  be  difficult  to  follow 
in  his  stride.  I want  to  take  this  opportunity  to  congratulate  him  on  the  success  of 
his  administration  and  to  thank  him  for  his  tireless  efforts  in  behalf  of  our  Assocaition. 

One  problem  which  deserves  our  consideration  during  the  ensuing  year  relates  to 
the  deficiency  in  our  State  Compensation  Law  which  permits  industry  to  evade  re- 
sponsibility for  medical  and  hospital  costs  in  connection  with  industrial  accidents. 

Section  27,  paragraph  (c)  of  the  West  Virginia  Compensation  Law  reads  as  fol- 
lows; “Notwithstanding  anything  hereinbefore  contained,  no  payment  shall  be  made 
out  of  the  Workmen’s  Compensation  Fund  for  medical,  surgical,  or  hospital  treatment 
for  an  injured  employee,  if  said  employee  be  entitled  under  contract  connected  with 
his  employment  or  by  reason  of  a subscription  list  to  jnedical^  surgical^  or  hospital 
treatment  without  further  charge  to  him.  . . ” Referring  to  the  italicized  portion  above, 
it  is  easy  enough  to  understand  how  it  is  possible  for  industrv  to  avoid  medical  and 
hospital  costs  of  industrial  accidents  in  our  state. 

Contrast  the  Ohio  law  with  ours — Section  1465-94:  “ . . . .Vo  agreement  by  an 
employee  to  pay  any  portion  of  the  premium  paid  by  his  employer  into  the  state 
insurance  fu?id  shall  be  valid,  and  any  employer  tvho  deducts  any  portion  of  such 
premium  from  the  wages  or  salary  of  any  employee  entitled  to  the  benefits  of  this  act 
shall  be  guilty  of  a misdemeanor,  and  upon  conviction  thereof  shall  be  fined  not  more 
than  one  hundred  dollars  for  each  such  offense" 

In  the  United  States  there  are  fortv-four  states  with  Compensation  Laws.  I orty- 
one  of  these  states  definitely  fix  the  employer’s  liability  for  the  medical  and  hospital 
costs  of  industrial  accidents.  Washington  and  Oregon  provide  for  such  costs  to  he 
divided  between  employer  and  employee.  \\’est  Virginia  is  the  one  state  in  the  L’nion 
which  allows  the  employer  to  force  the  employees  to  pay  the  costs  of  their  industrial 
accidents.  Isn’t  it  about  time  for  this  evil  to  be  corrected? 
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THE  A.  C.  S.  SUR\’EY 

The  American  College  of  Surgeons’  sur\-ey 
of  Industrial  medicine  in  West  Virginia,  made 
by  Dr.  M.  N.  Newquist,  is  published  in  this 
issue  of  the  Journal.  We  hope  that  every 
member  of  the  Association  will  read  and  study 
the  Newquist  report  and  discuss  it  with  his 
fellow  practitioners.  Whether  we  agree  with 
all  the  findings  or  not,  we  should  remember 
that  the  surv^ey  presents  a cross  section  of 
medical  practice  in  this  state  as  seen  by  an 
impartial  outside  observer. 

We  present  herewith  the  conclusions 
reached  by  the  American  College  of  Sur- 
geons from  the  facts  presented  in  the  report. 

1.  The  West  Virginia  Workmen’s  Com- 
pensation x\ct  be  so  amended  that  it  states 
with  clarity  the  responsibility  of  the  employer 
to  the  employee  for  the  care  of  compensable 
injuries,  and  that  the  costs  of  medical, 
dental,  surgical,  and  hospital  care,  including 
artificial  aids  or  other  benefits,  for  compen- 
sable Injuries  be  cared  for  through  the  State 
Compensation  department  and  fund,  accord- 
ing to  the  original  intent  and  purpose  of  the 
law. 

2.  Inasmuch  as  contract  practice  has  its 
good  points  but  is  also  subjected  to  so  many 
abuses  the  American  College  of  Surgeons  can 
not  give  a blanket  endorsement  to  this  type 
of  practice.  Each  case  must  be  judged  upon 
its  own  merits.  Some  of  the  good  points  could 
well  be  amplified.  The  abuses  of  contract 
practice  should  be  abolished. 

3.  All  general  and  special  hospitals  in  the 
State  of  West  Virginia  should  comply  with 
the  minimum  standard  of  the  American  Col- 
lege of  Surgeons. 


4.  The  three  state  miners’  hospitals  should 
be  abolished  from  competition  with  private 
enterprise.  McKendree  Emergency  Hospital 
should  be  entirely  abandoned  on  account  of  its 
inaccessibility,  inadequate  equipment,  and 
poor  state  of  repair.  Welch  and  Fairmont 
Emergency  Hospitals  should  be  utilized  for 
some  useful  purpose,  such  as  for  crippled 
children,  for  the  aged  and  infirm,  or  as  gen- 
eral hospitals  for  the  indigent  only.  If  used 
for  the  latter  purpose,  it  should  be  operated 
and  maintained  by  the  county  or  community 
that  is  directly  benefltted. 


THE  MINERS’  HOSPITALS 

During  the  recent  political  campaign  the 
Democratic  party  in  West  Virginia  went  to 
the  voters  with  a tax  reduction  platform.  The 
Democratic  party  was  unusually  successful. 
There  is  every  reason  to  believe,  therefore, 
that  the  Democratic  legislature  will  make 
some  effort  to  abolish  the  three  miners’  hos- 
pitals located  at  McKendree,  Fairmont,  and 
Welch. 

The  abolition  of  these  hospitals  has  been 
advocated  in  the  state  press  on  more  than 
one  occasion.  In  recent  months  a number  of 
the  most  influential  newspapers  in  West  Vir- 
ginia have  taken  a decided  stand  against  the 
continued  operation  of  the  miners’  hospitals 
and  there  is  said  to  be  a strong  feeling  in 
legislative  circles  for  their  abolition.  The 
arguments  against  these  three  hospitals  are 
too  well  known  to  repeat  here. 

The  question  arises,  however,  as  to  just 
what  position  the  West  Virginia  State  Medi- 
cal Association  should  take  in  this  proposed 
legislative  attack.  Unquestionably  the  miners’ 
hospitals  are  operated  in  direct  competition 
with  the  practice  of  medicine  and  hospitaliza- 
tion. Nevertheless,  if  the  Association  should 
lead  the  fight  against  the  miners’  hospitals, 
it  would  probably  result  in  a considerable 
amount  of  unfavorable  publicity.  Organized 
medicine  would  probably  be  accused  of  a 
selfish,  mercenary  motive  in  attempting  to 
destroy  open  state  competition  w'ith  medical 
and  hospital  practice. 
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If  the  Newquist  survey,  made  under  the 
direction  of  the  American  College  of  Sur- 
geons, is  accepted  by  the  Association  we  would 
then  be  committed  to  a policy  directly  oppos- 
ing the  miners’  hospitals.  As  a matter  of 
fact,  we  are  already  committed  to  such  a 
policy  by  a resolution  presented  and  adopted 
at  the  Clarksburg  meeting.  The  Newquist 
report,  therefore,  would  simply  place  us  in  a 
position  to  present  the  findings  of  the  Ameri- 
can College  of  Surgeons  through  the  proper 
legislative  channels.  We  quote  from  the 
Newquist  report  as  follows: 

“In  1901  the  State  of  West  Virginia  built  three 
miners’  hospitals  in  the  southern,  central  and  north- 
ern coal  fields  to  serve  the  ill  and  injured  who  were 
connected  with  the  coal  industry.  These  hospitals 
. . . filled  a great  need  in  those  isolated  commu- 
nities in  their  earlier  years,  but  they  have  served 
their  purpose  since  those  communities  are  now 
adequately  served  by  private  hospitals.  At  the  pres- 
ent time  these  hospitals  which  were  built  and  are 
maintained  through  taxation  are  in  direct  competi- 
tion to  private  enterprise.  One  of  these  hospitals 
has  contracted  with  several  coal  operators  to  provide 
hospitalization  at  low  cost  through  the  ‘check-off’ 
system.  Another  hospital  has  returned  a profit  to 
the  state  of  over  two  hundred  thousand  dollars 
within  the  last  few  years,  received  largely  for  the 
care  of  compensable  injuries. 

“Due  to  the  fact  that  these  hospitals  and  their 
staffs  are  maintained  by  the  state,  they  are  in  a 
position  to  and  do  offer  such  reduced  rates  for  iios- 
pitalization,  including  medical  and  surgical  services, 
as  to  present  a serious  situaton  of  unfair  com- 
petition. 

“About  ninety  per  cent  of  the  patients  using  the 
miners’  hospitals  lived  in  their  immediate  vicinity. 
The  question  then  arises  as  to  why  the  people  of 
the  state  should  operate  hospitals  for  the  benefit  of 
three  local  communities. 

‘“I'he  miners’  hospitals  should  be  abolished  as  such. 
One  of  these  hospitals  is  so  inaccessibly  located,  in- 
adequately equipped,  and  in  such  poor  state  of  repair 
that  it  has  been  removed  from  the  approved  list  of 
the  American  College  of  Surgeons.  ...  It  should 
be  entirely  abandoned.  I'he  other  two  hospitals 
. . . should  be  utilized  for  some  useful  purpose — such 
as  for  crippled  children,  for  the  aged  and  infirm, 
or  as  general  hospitals  for  the  indigent  only.  If 
used  for  the  latter  purpose,  it  should  be  operated 


and  maintained  by  the  county  or  community  that 
is  directly  benefitted.” 

Whatever  attack  is  directed  at  the  miners’ 
hospital,  we  hope  it  will  be  one  of  complete 
abandonment  rather  than  partial  transforma- 
tion. If  they  serve  no  useful  purpose,  then 
get  rid  of  them.  That  is  the  first  and  ele- 
mentary step.  After  they  are  abolished  we 
will  have  plenty  of  time  to  consider  what 
will  be  done  with  the  buildings  and  grounds. 
If  the  state  wants  to  transform  these  institu- 
tions into  crippled  children’s  hospitals  or 
homes  for  the  aged  and  infirm,  well  and 
good.  We  will  help  in  the  transformation. 
But  that  is  not  the  question  at  this  time.  The 
question  is,  are  these  miners’  hospitals  serv- 
ing a useful  purpose?  If  not,  let’s  get  them 
off  our  hands. 

Our  guess  is  that  the  Association  will  not 
show  any  unusual  activity  in  seeking  the 
abolition  of  these  three  hospitals.  We  feel, 
however,  that  the  Association  should  turn 
over  the  findings  of  the  American  College  of 
Surgeons  survey  to  any  and  all  members  of 
the  state  legislature  interested  enough  to 
inquire. 


NEW  SCHEMES  OF  INSURANCE 

During  this  present  era  of  business  depres- 
sion, it  is  almost  inevitable  that  every  sizable 
community  in  the  state  will  be  visited  by  some 
new  plan  for  paying  doctor  and  hospital  bills. 
These  new  schemes  are  now  springing  up  like 
mushrooms  in  every  section  of  West  \hrginia. 

If  we  are  to  have  such  schemes,  it  is  of  vital 
importance  that  our  component  county 
societies  take  an  active  part  in  their  guidance 
and  control.  It  is  far  easier  to  guide  such 
plans  into  non-competitive,  free-choice  chan- 
nels than  it  is  to  keep  individual  doctors  from 
bartering  their  services  to  unethical  corpora- 
tions. In  almost  every  community  there  are 
a few  doctors  who,  through  necessity  rather 
than  choice,  will  lend  their  support  to  ques- 
tionable methods  of  medical  practice.  It  is 
much  wiser  to  remove  the  cause  of  tempta-  « 
tion  than  to  warn  against  it. 

The  code  of  ethics  of  the  American  Medi- 
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cal  Association  is  the  yardstick  by  which  we 
should  measure  all  new  ventures  into  the 
economics  of  medical  practice.  We  quote  as 
follows:  “Solicitation  of  patients  by  physicians 
as  individuals,  or  collectively  in  groups  by 
whatsoever  name  these  be  called,  or  by  insti- 
tutions or  organizations,  whether  by  circulars 
or  advertisements,  or  b)'  personal  communi- 
cation, is  unprofessional.” 

The  Association  Council,  at  its  meeting  on 
December  13,  officially  recognized  the  situa- 
tion in  this  state  and  adopted  the  following 
resolution  for  the  benefit  and  guidance  of  all 
county  societies: 

\\'hereas,  it  has  come  to  the  attention  of  the 
Council  of  the  West  \'irginia  State  .Medical  Asso- 
ciation that  certain  members  of  dilferent  localities 
have  recently  instituted  plans  of  medical  and  hos- 
pital insurance,  and 

^^'HERE.AS,  it  is  reported  that  they  employ  paid 
solicitors  to  secure  patients  for  their  insurance 
groups,  and 

W'here.as,  solicitation  attracts  and  entices  pa- 
tients to  their  hospitals  and  away  from  other  hos- 
pitals, and 

^VHERE.AS,  it  is  further  reported  that  these  plans 
solicit  surgical  patients  for  themselves  and  members 
of  their  hospital  staffs  although  such  patients,  at  the 
time  of  solicitation,  are  the  patients  of  other  sur- 
geons, and 

Whereas,  such  plans  place  medical  practice  upon 
a basis  of  commercial  barter  rather  than  a basis  of 
scientific  merit; 

Therefore,  be  it  resolved,  that  the  Council  of  the 
West  Virginia  State  VIedical  Association  go  on 
record  as  being  strongly  and  vigorously  opposed  to 
such  plans  as  outlined  above,  and 

Be  it  further  resolved,  that  this  Council  recom- 
mend to  the  local  medical  societies,  of  which  they 
are  members,  that  it  determine  if  the  above  men- 
tioned reports  be  true,  and  if  so,  to  take  immediate 
steps  to  either  stop  their  health  insurance  plans  or 
else  bring  expulsion  charges  against  them ; 

Be  it  further  resolved,  that  we  conform  to  the 
Code  of  Ethics  adopted  by  the  American  Medical 
Association  and  disapprove  of  any  action  by  a mem- 
ber that  does  not  conform  to  this  code. 


OBITUARY 


DR.  CLIFFORD  Ub  SPEROW 

Dr.  Clifford  W.  Sperow  of  .\Iartinsburg,  57 
years  of  age,  died  suddenly  at  his  home  on  Decem- 
ber 8 from  angina  pectoris.  Funeral  services  were 
held  from  the  residence  on  December  1 1 and  in- 
terment was  made  in  the  family  plot  at  Martins- 
burg. 

Dr.  Sperow  was  born  in  Martinsburg  and  re- 
ceived his  early  education  there.  He  graduated  from 
the  Medical  Department  of  the  University  of  Vir- 
ginia in  1898.  After  three  years’  further  study  he 
returned  to  Martinsburg  in  1901  and  continued  in 
practice  there  until  his  death. 

The  deceased  was  a member  and  an  active 
worker  in  his  County  .\Iedical  Society  and  in  the 
State  Association.  He  will  be  remembered  by  mani- 
as one  of  the  genial  hosts  at  the  Association  meeting 
in  Martinsburg  in  1929. 


DR.  E.  A.  WINTER 

Dr.  Emmett  A.  3Vinter,  72  years  of  age,  was 
killed  in  an  automobile  accident  at  Racine,  West 
Virginia,  on  December  1 . He  resided  at  St.  Albans 
and  practiced  throughout  that  section.  Funeral 
services  were  held  on  December  3 and  interment 
was  made  in  the  Teays  Hill  cemetery. 

Dr.  Winter  was  graduated  from  the  University 
of  Louisville  School  of  Medicine  in  1909  and  was 
licensed  to  practice  in  West  Virginia  the  same  year. 
He  is  survived  by  five  sons  and  four  daughters. 


DR.  THOMAS  B.  CRITTENDEN 
Dr.  Thomas  B.  Crittenden  of  Kitzmiller,  Mary- 
land, died  of  carcinoma  of  the  stomach  on  June  19 
at  the  age  of  70  years.  Although  residing  in  Mary- 
land, he  was  a member  of  the  Barbour-Randolph- 
Tucker  County  Medical  Society  from  1907  until 
he  was  forced  to  retire  from  active  practice  in  1930. 
He  was  well  know'n  throughout  the  northern  sec- 
tion of  the  state. 


DR.  S.  K.  OWENS 

Dr.  S.  K.  Owens,  a charter  member  of  the 
Fayette  County  Medical  Society,  died  at  his  home 
in  Montgomery  on  December  3 following  a long 
period  of  ill  health.  He  was  66  years  of  age  and 
his  death  occurred  on  the  date  of  his  birth.  He  is 
survived  by  his  widow,  one  son  and  one  daughter". 
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In  addition  to  his  medical  practice,  Dr.  Owens 
was  a director  of  the  Montgomery  National  Bank 
and  a former  coal  operator.  He  was  widely  known 
throughout  the  New  River  section.  He  retired  from 
active  practice  a number  of  years  ago. 

The  deceased  graduated  from  the  College  of 
Physicians  and  Surgeons,  Baltimore,  in  1891,  and 
was  licensed  to  practice  medicine  in  this  state  the 
same  year.  Funeral  services  were  held  from  the 
residence  on  December  5 and  interment  was  made 
in  the  Spring  Hill  cemetery  at  Montgomery. 


DR.  WILLIAM  B.  GASTON 

Dr.  William  Bryan  Gaston,  34,  of  Clarksburg, 
died  at  his  home  on  December  12  from  pneumonia. 
He  had  been  associated  with  his  father,  Dr.  William 
Gaston,  in  the  practice  of  medicine  since  his  gradu- 
ation from  the  School  of  Medicine,  University  of 
Maryland,  in  1925.  He  was  one  of  the  most 
prominent  of  the  younger  doctors  of  Clarksburg  and 
his  untimely  death  was  a severe  shock  to  his  family 
and  his  host  of  friends  both  within  and  outside 
the  profession. 

Dr.  Gaston  was  born  at  Good  Hope,  Harrison 
County,  on  May  27,  1897.  Following  his  early 
education,  he  entered  West  Virginia  University 
where  he  studied  until  the  outbreak  of  the  W orld 
War.  He  enlisted  and  served  overseas,  returning 
to  America  in  June,  1919.  He  again  entered  the 
University  and  was  graduated  in  the  class  of  1922. 
He  graduated  from  the  University  of  Maryland  in 
1925,  and  served  as  interne  in  the  University  hos- 
pital for  one  year. 

A resolution  of  sympathy  was  adopted  at  a special 
meeting  of  the  Harrison  County  Medical  Society 
and  the  Society  members  attended  the  funeral  in  a 
body.  “In  the  passing  of  Dr.  Gaston,”  read  the 
resolution,  “the  members  of  the  Harrison  County 
Medical  Society  sorely  regret  and  feel  his  loss  to 
their  local  profession,  and  extend  to  the  bereaved 
family  their  sincere  sympathies.” 


MANUFACTURE  OK  MEDICINES 
The  value  of  medicines  manufactured  in  the 
United  States  yearly  totals  $ 50(),n()(),()00.  'Fhe 
1930  imports  of  raw  materials  amounted  to  $1  14,- 
934,000.  'Fhese  statistics  are  taken  from  an 
article,  “How  Some  of  Our  Medicines  Are  Made,” 
by  Joseph  Creamer  in  the  December  Ilygna.  In 
fact,  Mr.  Creamer  points  out,  during  the  last  year 
$3,046,000  worth  of  licorice  root  alone  was  used 
in  the  manufacture  of  various  medicines. 


COUNTY  SOCIETY  NEWS 

MERCER  COUNTY 

An  interesting  meeting  of  the  Mercer  County 
Medical  Society  was  held  at  the  West  Virginia 
Hotel,  Bluefield,  on  the  evening  of  December  17, 
at  which  time  the  annual  banquet  was  given.  Both 
doctors  and  their  wives  were  in  attendance  and 
the  banquet  was  served  at  6:30  o’clock,  p.  M. 

The  scientific  program  was  presented  by  Dr. 
Charles  T.  St.  Clair,  Dr.  Harry  G.  Steele,  and 
Dr.  C.  J.  Reynolds.  Dr.  St.  Clair’s  subject  was 
“Otitis  Media,  Acute  and  Chronic.”  Dr.  Steele 
talked  on  “Binovular  Twins,”  with  report  of  a 
case.  Dr.  Reynolds’  subject  was  “Treatment  of 
the  Pyhertrophied  Prestate  by  Resection.”  This 
made  a most  excellent  and  interesting  scientific 
contribution  which  was  discussed  at  length  by  the 
members  present. 

R.  R.  Stuart,  Secretary. 
MARION  COUNTY 

The  Marion  County  Medical  Society  held  its 
regular  monthly  meeting  Tuesday  evening,  No- 
vember 29,  in  the  Fairmont  Hotel. 

Dr.  H.  A.  Heise  of  Uniontown  was  the  guest 
speaker  and  gave  a paper  on  “Booze  and  Gasoline.” 
He  has  done  a great  deal  of  experimental  work  on 
the  effect  of  alcohol  on  automobile  drivers.  In 
this,  he  has  had  the  aid  and  cooperation  of  the  Penn- 
sylvania State  Police. 

In  his  experiments,  five  to  eight  ounces  of  104 
proof  bonded  whiskey  (52%  alcohol)  were  given  to 
the  drivers.  They  then  had  to  drive  an  auto  over 
a roped-off  stretch  of  road  on  which  a number  of 
packing  cases  were  so  placed  that  they  had  to  pur- 
sue a zigzag  course.  'Fhcir  reaction  time  was  de- 
termined as  was  also  the  time  interval  tliat  elapsed 
after  their  feet  touched  the  brakes  until  the  brakes 
began  to  check  the  momentum  of  the  car.  I he 
distance  the  auto  traveled  after  the  brakes  had 
applied  was  measured.  .'\t  intervals,  specimens 
were  collected  of  blood  and  urine,  and  their  con- 
centration of  alcohol  determined. 

Dr.  H vise’s  conclusions  were  that  booze  and 
gasoline  do  not  mix.  Although  a number  of  the 
drivers  had  asserted  that  they  could  drive  better 
when  drunk  than  sober,  this  was  not  found  true. 
File  chief  danger,  according  to  Dr.  Heise,  was  the 
almost  immediate  effect  that  alcohol  had  upon  the 
higher  brain  centers  such  as  the  intelligence.  I hus 
drivers  failed  to  answer  questions  intelligently  and 
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several  of  them  did  not  remember  anv  collisions 
with  the  packing  cases  that  had  occurred  a short 
time  before.  I'heir  reaction  time  was  lengthened 
and  their  response  to  unforeseen  circumstances  was 
retarded. 

Dr.  Heise’s  paper  was  interesting  and  instructive. 
He  recentlv  presented  his  findings  before  the  Penn- 
sylvania State  .Medical  Societv,  so  that  his  paper 
will  not  be  available  for  our  Journal.  From  the 
medico-legal  aspect,  this  is  an  important  step  for- 
ward. .Already  the  courts  in  Uniontown  are 
recognizing  a concentration  of  .2^/<  alcohol  in  the 
urine  as  an  arbitrary  standard  for  drunkenness. 

The  attendance  was  large.  Visitwrs  included  Dr. 
Shafer  of  Grafton  and  Dr.  Chenoweth  of  W'endel. 

Charles  T.  Francis,  Secretary. 


G.  H.  H.  M.  SOCIETY 
The  annual  election  of  officers  of  the  Grant- 
Hampshire-Hardy-.Mineral  County  .Medical  So- 
cietv was  held  at  the  Keyser  meeting  on  the  eve- 
ning of  November  18,  1932.  Dr.  Paul  R.  Wilson 
of  Piedmont  was  elected  president  for  the  coming 
vear.  Vice-presidents  elected  were:  Dr.  J.  B. 
Groves  of  Petersburg,  Dr.  Harry  Rollings  of  ^Var- 
densville,  Dr.  James  Dailey  of  Romney,  Dr.  James 
T.  Wolverton  of  Piedmont,  and  Dr.  S.  B.  Johnson 
of  Franklin.  Dr.  T.  C.  Giffin  of  Keyser  was 
reelected  secretary-treasurer. 

Delegates  to  the  state  meeting  at  Charleston  next 
May  \G11  be  Dr.  W.  H.  Babb  and  Dr.  M.  H. 
Maxwell,  both  of  Keyser.  Alternates  are  Dr. 
Thomas  Bess  of  Keyser  and  Dr.  Harry  Rollings 
of  Wardensville. 

T.  C.  Giffin,  Secretary. 


LEWIS  COUNTY 

Dr.  E.  R.  Cooper  of  Troy  was  elected  president 
of  the  Lewis  County  Medical  Society  at  the  \Veston 
meeting  on  December  14.  Dr.  Cooper  will  succeed 
Dr.  C.  C.  Denham  of  Weston,  who  served  during 
the  past  year.  Other  officers  included  Dr.  L.  C. 
Corder,  Jane  Lew,  vice-president;  Dr.  H.  M. 
.Andrew,  Weston,  reelected  secretary-treasurer,  and 
Dr.  O.  L.  Hudkins,  Weston,  censor. 

Delegates  to  the  state  meeting  at  Charleston  in 
1933  were  also  elected  at  this  meeting.  They  are 
Dr.  Cecil  Denham  and  Dr.  J.  E.  Corkrean,  both 
of  Weston.  .Alternates  are  Dr.  C.  B.  Rohr  and 
Dr.  E.  .A.  Trinkle,  both  of  Weston. 

The  scientific  program  was  presented  by  Dr. 
D.  .A.  MacGregor  of  Wheeling,  president-elect  of 


the  state  society.  Dr.  MacGregor  gave  a most 
excellent  and  enlightening  paper  on  “Industrial 
.Medicine  in  West  Virginia,”  which  was  widely 
discussed  by  the  members  present. 

H.  .M.  .Andrew,  Secretary. 


BARBOUR-RANDOLPH-'FUCKER 

'Fhc  regular  meeting  of  the  Barbour-Randolph- 
1 ucker  County  Medical  Society  was  held  at  the 
A’.  .M.  C.  .A.  Building,  Elkins,  on  October  25, 
1932.  The  meeting  was  well  attended  by  a ma- 
jority of  the  members  and  three  visitors  from 
nearby  societies. 

’Fhe  scientific  program  was  rendered  by  Dr. 
C.  H.  Hall,  Elkins,  on  “West  Virginia’s  New 
.Medical  Liquor  Law”;  Dr.  W.  E.  Whiteside, 
Parsons,  on  “The  .Management  of  Pneumonia  in 
Rural  Practice”;  Dr.  B.  I.  Golden  on  “Intra- 
.Abdominal  Symptomatology”;  and  Dr.  W.  .VI, 
Junkin  with  a report  of  an  interesting  case  of  hernia. 

Dr.  H.  H.  Bolton  of  Pierce  was  elected  President 
of  the  Barbour-Randolph-Tucker  County  Medical 
Society  at  the  December  1 5 meeting  and  will  suc- 
ceed Dr.  O.  L.  Perry  on  January  1.  Vice-Presi- 
dents are  Dr.  H.  K.  Owens  of  Elkins,  and  Dr. 
C.  B.  Williams  of  Philippi.  Dr.  Russell  S.  Wolfe, 
Elkins,  was  elected  Secretary-Treasurer. 

Three  censors  were  also  elected  at  the  December 
1 5 meeting,  representing  the  three  counties  compris- 
ing the  society.  They  are  Dr.  O.  L.  Perry,  Ran- 
dolph County;  Dr.  C.  B.  Williams,  Barbour 
County,  and  Dr.  J.  L.  Miller,  Tucker  County. 

W.  M.  Junkin,  Secretary. 


KANAWHA  COUNTY 
Dr.  G.  G.  Irwin  was  elected  president  of  the 
Kanawha  Medical  Society  at  the  December  1 3th 
meeting  at  Charleston  and  will  succeed  Dr.  W.  P. 
Black,  who  served  during  1932.  Other  officers 
elected  were  Dr.  H.  L.  Robertson,  vice-president; 
Dr.  G.  H.  Barksdale,  censor,  and  Dr.  M.  F. 
Petersen,  reelected  secretary-treasurer.  Installa- 
tion of  the  new  officers  will  take  place  at  a special 
dinner  meeting  on  January  10,  1933. 

One  of  the  best  programs  of  the  year  was  pre- 
sented at  the  December  13th  meeting.  Dr,  D.  A. 
MacGregor  of  Wheeling,  president-elect  of  the 
State  Society,  gave  a highly  instructive  paper  on 
“Contract  Practice  in  West  Virginia.”  Discussion 
was  opened  by  Dr.  W.  S.  Fulton,  Wheeling;  Dr. 
.Albert  H.  Hoge,  Bluefield,  president  of  the  State 
Society;  Dr.  W.  V.  Wilkerson,  Montgomery,  and 
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others.  A large  number  of  the  members  of  the 
Association  Council  were  guests  at  this  meeting. 

M.  F.  Petersen,  Secretary. 

LOGAN  COUNTY 

'J'he  Logan  County  .VIedical  Society  held  its  an- 
nual banquet  and  election  of  officers  for  1933  on 
December  21  at  6:30  P.  M.,  at  the  Aracoma  Hotel, 
Logan,  with  1 7 members  and  \ isitors  present. 

The  following  officers  were  elected:  President, 
Dr.  B.  D.  Smith  of  Omar;  Vice-president,  Dr.  R. 
\y.  Roberts  of  Man;  Secretary-Treasurer,  Dr. 
Fred  E.  Brammer  of  Dehue;  and  members  of  the 
Board  of  Censors,  Dr.  J.  T.  Ferrell  of  Chapman- 
ville,  Dr.  Walter  E.  Brewer  of  Logan,  and  Dr. 
\y.  H.  Parker  of  Braeholm. 

Applications  for  membership  were  received  from 
Dr.  B.  L.  Hume  of  .Mallory,  and  Dr.  John  E. 
Whitehill  of  Earling.  The  society  adopted  a reso- 
lution of  thanks  to  the  Hatfield-Lawson  Hospital 
for  their  generosity  and  courtesy  in  entertaining  the 
society  for  its  monthly  meeting  during  the  last  year. 

The  secretary-treasurer  gave  a resume  of  the 
activities  of  the  societ}’  for  the  past  )'ear  and  his 
financial  report.  There  w'ere  37  paid-up  member- 
ships for  1932 — two  of  these  being  members  for 
only  the  last  quarter  of  the  year  and  four  others 
left  the  county  several  months  ago,  and  one  has 
been  absent  for  the  whole  year,  which  leaves  us  30 
members  who  have  been  members  and  in  the  county 
for  the  whole  year.  Of  this  number  our  average 
attendance  at  meetings  has  been  1 7 members.  M'^e 
have  laso  averaged  four  visitors  including  the  guest 
speakers,  or  a total  average  monthl)'  attendance  of 
21  at  our  societ)'  meetings. 

It  seems  to  be  the  consensus  of  opinion  of  the 
members  that  the  society  is  closing  one  of  the  most 
successful  years  in  its  history. 

During  the  banquet  the  society  was  ple.asantly 
entertained  by  Mrs.  C.  H.  Chapman  of  Logan,  at 
the  piano. 

F'red  E.  Brammer,  Secretary. 


OHIO  COUNTY 

'Fwo  very  interesting  and  instructive  meetings  of 
the  Ohio  County  Medical  Society  were  held  at  the 
Ohio  Valley  General  Hospital,  Wheeling,  in  De- 
cember. 'Fhe  first  meeting  was  held  on  December 
2,  at  which  time  Dr.  Joseph  F . McCarth)  of  New 
York  City  presented  an  excellent  jiaper  on  “"Fhe 
Concern  of  General  .Medicine  in  Urolog)'.  Dis- 
cussion was  opened  by  Dr.  \\  illiiun  McCuskey,  Di. 
Richard  Gill,  and  Dr.  A.  L.  Jones. 


Dr.  ^\^illiam  S.  Middleton  of  the  University  of 
Wisconsin,  .Madison,  was  the  scientific  essayist  at 
the  December  16  meeting.  His  subject  was  “Oxv- 
gen  Therapy  in  Cardio-Respiratory  Conditions.” 
Discussion  was  opened  by  Dr.  John  \y . Gilmore, 
Dr.  Robert  J.  Snider,  and  Dr.  H.  R.  Sander. 

Russell  C.  Bond,  Secretary. 

EASTERN  PANHANDLE 

Dr.  Harry  M.  Stein,  associate  professor  of  medi- 
cine, L^niversity  of  Maryland,  presented  a very  in- 
teresting paper  on  “Clinical  Diabetes”  at  the  regular 
quarterly  meeting  of  the  Eastern  Panhandle  .Medical 
Society  held  on  December  14  in  Martinsburg. 

Dr.  Stein  placed  emphasis  upon  the  fact  that  the 
diabetic  patient  should  have  a comfortable  diet  rather 
than  one  subjected  to  severe  restrictions.  Con- 
siderable discussion  took  place  following  the  reading 
of  the  paper. 

The  following  officers  were  elected  for  the  term 
of  1933:  Dr.  iVI.  H.  Porterfield,  Martinsburg, 
President,  succeeding  Dr.  R.  B.  Talbott;  Dr.  R. 
E.  S.  Taylor  of  Paw  Paw,  Vice-President;  Dr.  J. 
J.  Pittman  of  Charles  Town,  Vice-President;  Dr. 
J.  M.  Miller  of  Charles  Town,  Censor;  Dr.  Edwin 
Cameron  of  Martinsburg,  reelected  Secretart- 
T reasurer. 

Tributes  were  paid  to  the  memories  of  the  late 
Drs.  James  A.  Duff  and  ClifiFord  Sperow — both  of 
whom  were  members  of  the  society. 

Drs.  E.  H.  Bitner,  G.  O.  Martin,  and  V.  S. 
Glover  were  named  a committee  to  prepare  reso- 
lutions of  respect  to  be  sent  to  the  families  of  the 
deceased. 

Dr.  T.  K.  Oates  gave  a brief  report  of  the  pro- 
ceedings of  the  Council  at  its  recent  meeting  in 
Charleston. 

It  was  decided  to  hold  the  spring  session  in 
Martinsburg.  Edwin  Cameron,  Secretary. 

CABELL  COUNTY 

An  interesting  meeting  of  the  Cabell  County 
Medical  Society  was  held  at  the  Hotel  Pritchard, 
Huntington,  on  the  evening  of  December  8 with 
an  excellent  attendance.  'Fhe  scientific  program 
was  presented  b)  Dr.  Walter  F..  Wst  and  Dr.  R.  J. 
W^ilkinson,  both  of  Huntington. 

Dr.  \'^est’s  subject  was  “Lues  of  the  Stomach,” 
and  Dr.  Wilkinson  spoke  on  “Carcinoma  of  the 
Sigmoid,”  treated  b\  the  Coffee-H umber  method. 
Both  of  these  papers  were  widely  discussed  by  the 
members  present. 

\\’  W.  SiRANGE,  Secretary. 
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HANCOCK  COUN'rV 

Dr.  .M.  H.  I’oucis  of  VW-irton  was  elected  Presi- 
dent of  the  Hancock  County  Medical  Society  at  the 
December  meeting  to  succeed  Dr.  R.  L.  I'ocer  of 
Holliday’s  Cove.  Dr.  I’ovvers  will  take  over  tlie 
duties  of  office  on  Januar\  1.  Dr.  J.  K.  Richmond, 
VW'irton,  was  elected  V ice-President,  ami  Dr.  !■ . 
B.  Harrington,  VVeirton,  was  reldected  as  Secretar\- 
Irensurer. 

J hree  censors  were  also  elected  at  the  Decem- 
ber meeting.  ’l'he\  are  Dr.  G.  H.  Davi>,  VVeirton; 
Dr.  A.  E.  .McClue,  New  Cumberland,  and  Dr. 
A.  B.  Rinehart,  VV  eirton. 

F.  1C  J1arrin(;ton,  SecretaiA. 


l\-\  R KE  R SB  U RG  AC  A DE  .M  V 
Dr.  R.  H.  VV'harton  of  I’arkersburg  was  elected 
President  of  the  Parkersburg  .-Veademy  of  .Medi.;ine 
at  the  regular  meeting  of  the  societt  on  December 
1.  Dr.  VVBiarton  succeeds  Dr.  R.  H.  Boice,  who 
has  just  completed  a most  successful  administration. 

Other  officers  elected  at  the  December  1 meeting 
were  Dr.  .\.  M.  Dearman,  Parkersburg,  VBce- 
I’resident,  and  Dr.  John  'E.  Goff,  Parkersburg  re- 
elected Secretary-T  rcasurtr. 

John  T.  Goff,  Secretary. 


TONGL'E  prints 

Tongue  prints  on  smoked  paper  are  said  to  show 
the  course  of  certain  diseases,  such  as  pernicious 
anemia,  pellagra,  sprue  and  anemias  due  to  preg- 
nancy, tapeworm  infestation,  or  certain  other  con- 
ditions. This  new  method,  which  may  be  the 
means  of  revealing  important  facts  about  the  cause 
of  the  diseases,  was  reported  by  Dr.  VV^illiam  S. 
Middleton,  Associate  Professor  of  Medicine  at  the 
University  of  VV^isconsin  Medical  School,  at  the 
meeting  of  the  American  College  of  Physicians. 

Apparently  the  different  types  of  anemia,  pella- 
gra, sprue  and  certain  other  conditions  are  related 
through  some  common  but  still  unknown  factor; 
some  vital  substance^  for  example,  may  be  lacking 
in  the  body  to  cause  its  incidence.  The  condition 
of  the  tongue  is  one  thing  which  all  these  diseases 
have  in  common.  In  the  case  of  the  treatment  of 
pernicious  anemia  with  liver,  the  tongue  becomes 
normal  again,  as  shown  on  the  paper  prints.  These 
prints  may  be  shellacked  and  thus  make  a perma- 
nent record  for  future  study. — International  Medi- 
cal Digest. 


HKRNI.V. 

REPOR'E  OE  AN  INTERES'EING  CASE 
‘By  VV.  .M.  JuNKiN,  M.D. 

Elkins^  If  . Va. 

Mr.  F.  \ 1.  M.,  a coal  miner,  age  47,  was 
admitted  to  the  Davis  Memorial  Hospital 
.\ugust  1,  19.32,  because  of  a left  inguinal 
hernia.  The  hernia  was  first  noticed  by  the 
patient  two  years  before  admission.  He  stated 
that  just  prior  to  the  appearance  of  the  hernia 
he  had  lifted  a large  lump  of  coal  at  which 
time  he  noticed  a stinging  pain  in  the  groin. 
The  next  morning  he  became  nauseated  and 
\’omited.  He  consulted  his  physician  the 
same  day  who  told  him  he  was  ruptured  and 
adx'ised  him  to  wear  a truss.  He  wore  a truss 
most  of  the  time  but  not  consistently.  The 
hernia  came  down  a number  of  times  but  the 
patient  was  always  able  to  reduce  it  himself. 
The  past  history  and  family  history  of  this 
patient  is  essentially  negative  and  there  is  no 
instance  of  hernia  in  his  immediate  family. 
Physical  examination  revealed  a fairly  well 
developed  middle-aged  w'hite  male.  The 
chest  is  negatlv'e  except  for  a few  dry  rales 
in  the  base  of  the  left  lung.  The  circulatory 
system  is  negative  and  the  blood  pressure  is 
100  systolic  and  75  diastolic.  Examination 
for  hernia  gives  the  impression  of  a small  left 
indirect  inguinial  hernia  which  is  reducable. 
About  an  inch  below  the  hernia  there  is  a 
small  soft  lump  about  two  inches  through  its 
longest  diameter.  The  mass  is  fixed,  does  not 
transmit  an  impulse  on  coughing,  and  is 
assumed  to  be  a lipoma. 

On  August  6th  the  patient  was  given  spinal 
anesthesia  preceded  by  morphine  grains  one- 
fourth  and  scopolarium  grains  150th.  The 
usual  skin  incision  was  made  parallel  to  Po- 
part’s ligament.  On  exposure  an  indirect 
inguinal  hernia  of  the  acquired  type  was 
found.  The  sac  was  empty  and  measured 
about  an  inch  and  a half  in  diameter.  This 
was  repaired  but  before  closing  the  skin  the 
skin  and  superficial  fascia  was  dissected  down 


42 


The  West  Virginia  Medical  Journal 


January^  1933 


in  order  to  expose  the  “lipoma.”  A dense 
glistening  capsule  about  one  and  one-half 
inches  in  diameter  was  encountered  which 
when  opened  proved  to  be  the  sac  of  another 
hernia.  In  the  sac  was  densely  adherent 
omentum.  This  was  dissected  free,  the  un- 
healthy portion  of  omentum  removed,  and 
this  hernia  also  repaired.  The  skin  was  then 
closed.  It  was  apparent  that  two  hernias  had 
existed  on  the  same  side,  one  an  indirect 
inguinal  hernia,  and  the  other  an  incarcerated 
femoral  hernia. 


COMMUNICATION, 


Mr.  George  C.  Rowell, 

Executive  Secretary^ 

IV.  Va.  Tuberculosis  and  Health  Association. 

I sincerely  trust  that  the  Board  of  Public  Works 
will  see  fit  to  continue  our  clinic  service  appropria- 
tions during  the  next  biennium.  This  is  vitally 
necessary  to  the  further  control  of  tuberculosis  in 
West  Virginia.  During  the  past  few  years  as  a 
result  of  the  extensive  eflForts  of  the  various  anti- 
tuberculosis and  public  health  agencies,  we  have  had 
a frank  drop  in  the  tuberculosis  mortality  rate  within 
our  state.  Any  let  up  in  our  program  at  this  time 
must  be  disastrous.  Poverty,  hunger,  malnutrition, 
insanitary  and  crowded  housing  are  all  prolific 
breeders  of  tuberculosis,  so  while  such  forces  are 
rampant  it  is  extremely  necessary  that  we  be  ex- 
tremely vigilant  in  our  efforts  to  cope  with  this 
disease. 

During  the  past  fiscal  year,  under  our  clinic  pro- 
gram, I have  examined  1,250  individuals  in  the 
clinics  throughout  the  state.  Many  new  cases  of 
tuberculosis  have  been  discovered;  some  are  now 
cured  and  back  to  work  again.  Some  old  sanitarium 
patients  have  been  caught  while  slipping  into  ad- 
vanced disease  and  have  been  placed  on  tlie  road 
to  recovery.  My  work  comprises  but  a small  part 
of  your  state-wide  program,  but  the  patients  whom 
I have  diagnosed  myself  and  placed  on  the  road  to 
recovery  justified  the  expenditure  if  human  life  can 
be  estimated  in  dollars  and  cents.  A recent  clinic 
in  Pocahontas  showed  up  an  early  active  lesion  in 
a high  school  girl.  'Phis  girl  was  without  symptoms. 


She  was  examined  in  a routine  schedule;  she  is  now 
in  the  sanitarium  and  will  soon  be  returned  to  her 
home  cured.  Had  this  child  not  been  discovered  at 
this  time  by  this  clinic,  she  would  probably  have  gone 
into  advanced  disease  before  discovery.  I can  recall 
many  such  incidents  throughout  the  state. 

The  function  of  the  clinic  is  the  early  diagnosis 
of  tuberculosis.  The  question  might  be  asked.  Does 
early  diagnosis  matter  to  the  stater  Let  me  answer 
it  from  the  statistics  of  the  Hopemont  Sanitarium — 
fifty  per  cent  of  our  early  cases  became  apparently 
cured  after  an  average  stay  of  151  days.  In  ad- 
vanced stages,  only  eight  per  cent  attain  anything 
even  resembling  cure  and  they  remain  not  less  than 
861  days.  A clinic  is  an  expensive  undertaking.  It 
requires  not  only  the  service  of  a doctor,  but  weeks 
of  preparation  on  the  part  of  a trained  public  nurse. 
It  is  not  enough  to  advertise  a clinic.  It  is  essential 
that  the  proper  material  come  to  the  clinic,  and  it  is 
also  imperative  that  the  fruits  of  the  clinic  be  not  lost. 
The  nurse  must  see  that  all  diagnosed  cases  are 
placed  under  proper  supervision  and  treatment. 
Diagnosis  is  not  sufficient,  treatment  must  naturally 
follow. 

The  watchword  of  modern  medicine  is  public 
health  or  prevention  of  disease.  In  tuberculosis  we 
have  at  hand  a proven  method  of  prevention.  We 
have  a tuberculin  test  which  shows  to  us  all  those 
who  are  infected  with  the  causative  agent  of  tuber- 
culosis. If  all  school  children  were  tested  annually 
and  the  reactors  placed  upon  a proper  health  regime^ 
tuberculosis  would  soon  cease  to  be  a major  health 
problem.  It  has  been  well  said:  “It  is  to  the  nur- 
sery and  the  school  room  that  observation  and  effort 
must  be  directed  if  measures  for  the  eradication  of 
tubercidosis  are  to  be  fundamentally  sound  and 
practically  effective.” 

West  Virginia  has  under  way  a fine  program  of 
tuberculosis  prevention,  treatment  and  rehabilitation, 
and  the  bulwark  of  this  entire  scheme  is  the  clinic. 
Remove  the  clinic  and  your  whole  control  of  this 
disease  is  thrown  into  confusion.  Wc  arc  progress- 
ing rapidly  in  this  state  but  let  us  not  become  satis- 
fied or  contented.  Only  continuous  and  persistent 
effort  can  eradicate  this  disease. 

Very  sincerely  yours, 

HOPEMON'r  SANI'EARIUM, 
George  F.  Evans,  M.D., 

Superintendent. 
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TWELVE  POINTS  IN  THE  PRINCIPLES 
AND  POLICIES  OE  MEDICINE 

PRINCIPLES 

1.  Medicine  is  the  trustee  of  society  in  the  care 
of  the  sick  and  injured;  its  policies  must  always 
be  governed  by  this  fundamental  fact. 

2.  The  good  of  society  must  be  the  sole  aim  of 
its  public  policies  and  the  good  of  the  patient  the 
first  consideration  in  the  relations  between  phy- 
sicians and  patients. 

3.  Medicine’s  first  responsibility  must  be  to  see 
that  its  services  are  available  to  all  men. 

4.  The  public  interest  demands  the  most  com- 
petent medical  profession  possible.  Medicine  must 
be  an  attractive  profession  to  compete  successfully 
with  other  professions  for  the  ablest  young  men. 

5.  In  the  sense  that  every  calling  from  which 
a living  must  be  gained  is  a business,  medicine  is  a 
business;  it  must  accept  the  competitive  conditions 
of  practical  life  but,  as  a profession  of  high  ideals,  it 
must  seek  to  prevent  selfish  commercialism. 

6.  Experience  has  shown  that  the  vast  majority 
of  disease  conditions  afflicting  man  can  be  most 
satisfactorily  and  economically  diagnosed  and 
treated  by  a competent  individual  general  prac- 
titioner. 

RESPONSIBILITIES 

7.  The  services  of  medicine  include  (a)  the 
practice  of  medicine;  (b)  the  promotion  of  preven- 
tive medicine  and  the  public  health;  (c)  the  foster- 
ing of  research  and  the  increase  of  knowledge. 

8.  Medicine’s  chief  concern  must  be  for  the  in- 
dividual physician;  the  service  rendered  by  indi- 
vidual physicians  in  the  aggregate  constitutes  the 
great  bulk  of  medical  service.  The  quality  of  serv- 
ice which  is  given  depends  on  the  competency  of 
the  individual  physicians  who  give  it. 

RIGHTS 

9.  The  medical  profession  asks  for  its  practi- 
tioners: freedom  of  opportunity  to  develop  to  the 
limit  of  their  individual  capacities. 

10.  It  asks  a career  of  independence  under  con- 
ditions of  free  and  dignified  competition. 

11.  It  asks  remuneration  sufficient  for  reason- 
able comfort  for  the  individual  and  for  his  family. 

12.  In  its  ideals  of  independence,  medicine  has 
a right  to  control  its  own  affairs.  Its  history  of 
capacity  and  altruism  justifies  this  claim. 
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BOOK  REVIEW 

CLINICAL  GYNECOLOGY 
Clinical  Gynecology,  by  C.  Jeff  .Miller, 
.M.D.  The  author’s  intention  in  writing  this  book 
was  to  furnish  medical  students  with  principles  of 
therapy  in  gynecologic  disease.  Only  so  much  of 
symptoms  is  mentioned  as  is  involved  in  rational 
therapy.  While  no  claim  is  made  for  originality  of 
material,  the  author  is  very  frank  in  giving  the 
opinion  of  others  and  stating  which  of  several  elec- 
tive measures  he  has  found  best.  The  fact  that 
Dr.  .Miller  is  Professor  of  Gynecology  at  Tulane 
University,  the  Chief  of  the  Department  of 
Gynecology  of  Touro  and  has  had  very  wide  expe- 
rience, makes  this  feature  of  the  book  especially 
valuable.  The  book  is  very  much  up  to  date,  and 
has  portions  devoted  to  Theelin,  Prolan,  Protein 
Therapy,  Electro-surgery,  Elliott  Treatment  of 
Pelvic  Infections  and  Trichomonas  Vaginalis.  The 
section  devoted  to  menstrual  disorders  and  that  to 
endocrine  therapy  are  especially  illuminating  to  one 
who  has  read  with  bewilderment  the  many  recent 
articles  on  sex  hormones.  The  book  is  divided  into 
three  sections;  the  first.  Gynecologic  Diseases  and 
Their  Treatment;  the  second.  Therapeutic  Meas- 
ures and  Gynecologic  Diseases;  the  third,  Operative 
Gynecology.  Office  treatment  receives  adequate 
mention.  .As  is  usual  with  Mosby  books,  this  is  a 
well  prepared  volume.  The  type  is  clear  with  a 
reasonable  use  of  sub-heads.  The  illustrations  are 
clear  and  almost  self-explanatory,  and  are  so  placed 
that  the  reader  has  but  to  glance  from  the  text  to 
the  illustrations.  This  reviewer  has  read  this  book 
from  cover  to  cover  and  recommends  it  as  a good 
book,  not  only  for  the  medical  student  but  for  the 
practitioner  who  treats  gynecologic  patients. — 

G.G.I. 


REGULAR  RETIRING  HABITS 

A few  good  rules  in  regard  to  the  child’s  sleeping 
habits  are  formulated  by  Sophia  Yarnall,  whose  ex- 
periences with  her  own  and  other  children  prompted 
her  to  write  an  article  on  sleeping  which  appears  in 
the  December  Hygeia.  She  recommends: 

1.  A definite  schedule  and  routine. 

2.  Little  excitement  after  the  evening  meal. 

3.  A quiet  house  for  fifteen  minutes  after  the 
children  retire. 

4.  No  play  after  the  children  go  to  bed. 
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GENERAL  NEWS 


DR.  MacGREGOR-DR.  HOGE 

January  1 will  mark  the  end  of  the  ev'entful  and 
successful  administration  of  Dr.  Albert  H.  Hoge 
and  the  beginning  of  Dr.  D.  A.  MacGregor’s  term 
as  President  of  the  West  Virginia  State  Medical 
Association.  To  Dr.  Hoge  the  Journal  extends 
heartiest  congratulations  for  his  courageous  leader- 
ship during  the  past  year.  To  Dr.  MacGregor  we 
extend  our  greetings  and  best  wishes  for  a pros- 
perous and  successful  term  of  office. 

Perhaps  the  most  outstanding  accomplishment  of 
Dr.  Hoge’s  administration  was  his  successful  cam- 
paign for  state-wide  recognition  of  the  Association 
by  the  public-at-large.  Dr.  Hoge  guided  the  destiny 
of  the  Association  with  an  experienced  hand.  The 


Dr.  Alber'i'  H.  Hoge 


membership  of  the  Association  more  than  held  its 
own  during  his  term  of  office.  ’Ehc  Journal  set 
aside  a comfortable  surplus,  d'he  cost  of  conduct- 
ing the  business  affairs  of  the  Association  was  ma- 
teriallv  reduced.  'Ehe  .‘\ssociation  has  prospered  in 
every  department  under  Dr.  Hoge  and  he  leaves 
it  in  a healthy  and  thriving  condition. 

Dr.  MacGregor  is  well  eipiipped  to  handle  the 


problems  of  organized  medicine  in  West  Virginia. 
He  has  served  the  Association  as  its  secretary  and 
he  is  familiar  with  all  of  the  administrative  details. 
In  addition  Dr.  MacGregor  has  had  a wide  expe- 
rience on  various  important  Association  committees. 
Since  his  election  last  May,  Dr.  MacGregor  has 
made  a special  study  of  our  state  problems,  par- 
ticularly those  dealing  with  industrial  and  contract 


Dr.  D.  a.  MacGrecjor 


practice.  His  administration  promises  to  be  one  of 
unusual  success  and  accomplishment. 

CENTRAL  'ERI-STATE 
d'he  next  meeting  of  the  Central  'Eri-State  .Medi- 
cal Society  will  he  held  at  the  Hotel  Pritchard, 
Huntington,  on  the  afternoon  of  January  9,  193.3. 
.'\n  excellent  program  has  been  arranged  and  a 
good  attendance  of  members  is  anticipated.  "J  he 
program,  which  will  start  promptly  at  2 o’clock 
P.  .M.,  follows: 

Dr.  Udo  |.  \\  ile.  Professor  of  Dermatology  and 
Sy|)hilologv  at  the  University  of  .Michigan,  will  give 
a paper  on  “Occult  Syphilis:  a Neglected  I actor  in 
Diagnosis  and  ’Ereatment.” 
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Dr.  Curtis  Durnam  of  Haltimore  will  y:ivc  a 
paper  on  “ IVcatnient  of  Carcinoma  of  the  Cervix.” 

Dr.  Ralph  Pemberton,  assistant  I^rofessor  of 
.Medicine  at  the  Universitv  of  Pennsvivania,  will 
irive  a paper  on  “Arthritis.” 

I’lans  are  now  being  made  for  two  of  the  essa\  ists 
to  conduct  a clinic  at  one  of  the  Huntington  hos- 
pitals on  the  morning  of  the  program.  Further 
announcement  of  this  clinic  will  be  made  when  the 
programs  are  mailed  out  to  members. 


GOITER  RESEARCH  .AWARD 

J'he  American  .Association  for  the  Studv  of 
Goiter,  for  the  fourth  time,  offers  three  hundred 
dollars  as  a first  award,  and  two  honorable  men- 
tions for  the  best  three  essays  based  upon  original 
research  work  on  any  phase  of  goiter  presented  at 
their  annual  meeting  in  .Memphis,  Tennessee,  .May 
15,  16,  and  17,  1933.  It  is  hoped  this  will  stimu- 
late valuable  research  work,  especially  in  regard  to 
the  basic  cause  of  goiter. 

Competing  manuscripts  must  be  in  English  and 
submitted  to  the  Corresponding  Secretary,  J.  R. 
A’ung,  .M.D.,  670  Cherry  Street,  Terre  Haute, 
Indiana,  not  later  than  .April  1,  1933.  Manuscripts 
arriving  after  this  date  will  be  held  for  the  next  year 
or  returned  at  the  author’s  request. 


.MEDICAL  COLLEGE  OF  VIRGINIA 

Dr.  Edward  H.  Cary,  President  of  the  .Ameri- 
can Medical  .Associatisn,  spoke  to  the  student  body 
of  the  Medical  College  of  V’irginia  on  a recent  visit 
to  Richmond.  He  was  one  of  the  principal  speakers 
in  the  dedication  of  the  new  home  and  library  of 
the  Richmond  .Academy  of  Medicine. 

Dr.  .Arthur  P.  Little  has  been  appointed  to  the 
professorship  of  prosthetic  dentistry  in  the  school  of 
dentistry.  Medical  College  of  Virginia,  Richmond. 
For  a number  of  years  he  was  engaged  in  important 
research  in  his  field  of  specialization. 

Dr.  Ray  Lyman  Wilbur,  Secretary  of  the  In- 
terior, was  the  Founders’  Day  speaker  at  the  Medi- 
cal College  of  Virginia,  Richmond,  on  Thursday, 
December  1.  This  was  also  the  occasion  for  for- 
mally opening  to  the  public  the  new  library  of  the 
college. 


WOMAN’S  AUXILIARY 


SUCCEEDS  TO  PRESIDENCY 

In  accordance  with  our  National  Constitution, 
.Mrs.  1- reeman  is  succeeded  in  the  office  of  President 
liy  Mrs.  James  F.  Percy  of  Los  .Angeles,  California. 
.Mrs.  Percy  sends  this  message  to  all  .Auxiliaries  con- 
cerning our  future: 

“In  the  great  round  of  life  with  its  swift  changes, 
it  is  for  us  to  muster  courage,  wisdom  and  a timely 
going  forward  that  the  momentum  of  our  splendid 
organization  may  not  stop.  With  a heroic  array  of 
constructive  plans  to  have  been  presented  by  our 
late  beloved  President  to  the  National  Board  .\Iem- 
bers  on  November  19,  we  are  now  at  the  place 
where  we  must  mark  time  for  a few  weeks  until 
the  activities  of  the  past  few  months  will  have  been 
arranged  in  their  proper  place  and  your  officers  have 
a clear  picture  of  our  proper  status. 

‘AVe  feel  that  a special  responsibility  may  be 
asked  of  the  state  presidents  and  their  state  and 
county  officers  in  order  to  integrate  the  work  of  the 
old  and  the  beginninti  of  the  new.  ^Ve  are  asking 
and  hoping  that  the  state  presidents  with  their  offi- 
cers will  assist  in  this  in  order  that  the  work  may 
be  helpfully  done  all  over  the  country. 

“If  you  do  not  hear  from  the  standing  commit- 
tees during  the  interim  of  a few  weeks,  you  will 
know  that  something  beneficial  to  our  future  sta- 
bility and  usefulness  is  being  worked  out.  .Any 
.Auxiliaries  who  succeed  in  speeding  up,  adding  to 
or  stimulating  their  activities,  both  actual  and  pos- 
sible, will  be  considered  by  the  national  officers,  as 
inhabitants  of  the  ‘Isle  of  the  Blest’.” 


CHARLESTON  ELECTS  OFFICERS 

.At  the  regular  November  meeting  of  the  Charles- 
ton .Auxiliary  Mrs.  O.  L.  .Aultz  was  elected  to  suc- 
ceed Mrs.  C.  E.  Copeland  who  is  now  completing 
a most  successful  year  as  President.  Charleston  now 
has  a membership  of  62  paid-up  members  with  an 
attendance  of  40  to  50  at  each  meeting.  They 
have  adopted  the  policy  of  doing  the  task  nearest 
at  hand  and  have  a most  interesting  report  for  the 
past  year’s  work,  part  of  which  was  reported  in  the 
last  issue  of  the  Journal. 


MARION  COUNTY  DINNER 
Alarion  County  Auxiliary  held  a dinner  meeting 
at  the  home  of  Mrs.  George  Traugh,  the  President. 
Each  guest  paid  fifty  cents  for  her  dinner  and  the 
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proceeds  were  donated  to  the  Welfare  Society  for 
relief  work.  This  has  been  the  custom  of  Marion 
Auxiliary  for  some  time  and  the  donations  for 
charity  have  been  much  appreciated. 


MONONGALIA  BRIDGE  PARTIES 

The  members  of  Monongalia  Auxiliary  raised  a 
total  of  $38.50  at  a series  of  benefit  bridge  parties 
held  in  the  homes  of  members.  They  gave  a prize 
last  month  to  the  Woodburn  school  for  having  the 
highest  percentage  of  physical  corrections,  the  prize 
being  a two-year  subscription  to  Hyge'ia. 


NEW  OFFICERS  FOR  H.A.RRISON 

Officers  elected  at  the  November  meeting  of  the 
Harrison  County  Auxiliary  were:  President,  Mrs. 
H.  H.  Haynes;  Vice-President,  Mrs.  R.  V.  Lynch; 
Secretary-Treasurer,  Mrs.  W.  W.  Spelsburg;  Cor- 
responding Secretary,  Mrs.  Russel  CoffindaflFer. 

Mrs.  Charles  L.  Parks,  State  Public  Relations 
Chairman,  is  much  improved  and  able  to  resume 
work  again  after  an  illness  of  several  weeks.  Mrs. 
Parks  was  injured  in  a fall  and  her  many  friends 
will  rejoice  at  the  news  of  her  recovery. 

Born  to  Dr.  and  Mrs.  Harry  V.  Thomas,  Fair- 
mont, on  November  7,  1932,  a son,  Mulliam  Gould. 

Died,  Mrs.  J.  R.  Shultz,  Charleston. 


children’s  PLAYTHINGS 

A plaything  should  appeal  to  the  child’s  initiative. 
It  should  not  be  so  complete  that  it  leaves  the  child 
little  to  do  or  so  complicated  that  it  does  not  answer 
the  need  of  undeveloped  minds  and  bodies. 

A few  enterprising  leaders  are  making  toys  which 
answer  scientifically  the  physical  and  mental  needs 
of  children  of  nursery  age  and  older.  The  toys  are 
intended  to  do  more  than  amuse.  Fhey  stimulate 
imagination,  hold  attention  and  develop  muscular 
poise  and  control. 

Rose  Henderson,  author  of  “Playthings  and 
Health,”  which  appears  in  the  December  Ilyge'ia, 
gives  for  example  the  manipulative  tovs.  These  are 
the  ones  a child  can  handle,  take  part,  put  together, 
pile  up,  knock  down,  arrange  and  construct.  They 
satisfy  his  curiosity  as  to  the  size  and  shape  of  ob- 
jects; they  aid  in  developing  muscular  coordination 
through  his  handling  of  the  tovs. 


MONTHLY  MORBIDITY  REPORT 


jor  November,  1932 


Barbour 4 1 

Berkeley 2 11  .... 

Boone 5 1 

Braxton 4 ....  3 2 

Brooke 13  2 2 ....  1 

Cabell 37  3 20  

Calhoun 4 ....  2 

Doddridge 10  12  4 6 9 ....  6 28 

Fayette 6 16  4 ....  8 ....  4 29 

Gilmer 10  ....  9 ....  1 

Greenbrier 1 ....  2 

Hampshire 1 3 

Hancock 2 ....  3 2 

Hardy 1 

Harrison 18  22  6 3 .... 

Jefferson ....  Ill  2 

Kanawha 11  14  22  3 11  1 10  12 

Lewis 13  1 

Lincoln 1 ....  1 ....  1 3 

Logan 7 2 4 .... 

Marion 23  12  4 5 2 ....  7 .... 

Marshall 4 7 1 .... 

Mason 9 3 ....  3 2 

Mercer 5 18  7 ....  2 

Mineral 22  4 1 3 6 18 

Mingo 5 ....  2 ....  3 ....  4 .... 

Monongalia 18  11  14  1 .... 

Monroe 3 

Morgan l 10  2 

Nicholas 8 ....  1 

Ohio 20  102  ....  8 2 ....  15 

Pleasants 2 

Preston 13  4 

Putnam 1 3 . 5 

Raleigh ii  . , 20  1 " 3 'I 

Randolph 6 . . 4 

Ritchie 2 

Roane 3 ...j  3 j " j' ' 5 

Summers 3 ....  1 

Tucker 1 ....  1 j j ” j ” 

Upshur 2 ....  4 

Wayne 6 ....  ‘ 7 ....  2 ....  5 

Wirt 2 

Wood 2 6 8 2 ""  1 !!!! 

Wyoming 2 5 2 1 14 


Totals 285-258  179  32  63  2 81  117 


IREAI'MENT  OF  GRANULOMA  INGUINALE 
H.  H.  Hazen,  l\'illiam  J.  Howard,  C.  Wendell 
I reeman  and  Ralph  H.  Schull,  Washington,  D. 
C.,  state  that  granuloma  inguinale  is  of  common 
occurrence  among  the  negroes  of  IVashington. 
While  irradiation  is  reasonably  effective,  the  most 
certain  results  are  obtained  by  a freshly  prepared 
solution  of  antimony  and  potassium  tartrate  or  in- 
jections of  ampules  of  antimonv  thioglycollamide. — 
Journal  A.M.A. 


Jouii/iry,  1933 
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ACTIVE  AND  HONORARY  MEMBERSHIP 


OF  THE 


West  \'irgixia  State  Medical  Associai  ion 


(Editor’s  Note  Below  will  be  found  the  names  of  all  active  and  honorary  members  in  (rood  standin(r  in  their  respective 
county  societies.  The  asterisk  (•)  appearin(r  before  a name  indicates  honorary  membership.  From  this  type  will  be  published 
the  annual  Association  directory  of  members.  Will  each  member  please  check  his  own  name  and  address  and  notify  the  JOURNAL 
at  once  if  any  error  has  been  made.) 


Barbour-Randolph-Tucker  Society 

H.  H.  Bolton.  Pierce 

A.  P.  Butt.  Elkins 

A.  P.  Butt.  Jr.,  Elkins 

R.  J.  Condry.  Elkins 
Wm.  R.  Dove.  Harman 

) A.  M.  Fredlock,  Elkins  • 

B.  1.  Golden.  Elkins 

C.  H.  Hall.  Elkins 

E.  M.  Hamilton.  Belin(tton 
W.  G.  Harper.  Elkins 

F.  S.  Holsberry,  Parsons 

I W.  M.  Junkin.  Elkins 

Guy  H.  Michael,  Belinptton 
W.  S.  Michael.  Norton 
J.  L.  Miller.  Thomas 
Wm.  L.  Miller,  Bemis 

S.  G.  Moore.  Elkins 
H.  K.  Owens,  Elkins 

G.  L.  Pierce,  Elkins 

I C.  G.  Stroud,  Brownton 

1 J.  M.  Teter,  Century 

( W.  E.  Whiteside.  Parsons 

C.  B.  Williams.  Philippi 
R.  S.  Wolfe.  Elkins 
•John  L.  Bosworth.  Mill  Creek 
•J.  W.  Bosworth,  Philippi 
•O.  L.  Perry,  Elkins 
*L.  W.  Talbott.  Elkins 
•A  H.  Woodford,  Belin(?rton 

Brooke  County  Society 

F.  T.  Dare,  Wellsburpr 
F.  L.  Matson,  Wellsburg 
J.  A.  McCurdy,  Wheeling 
W.  J.  McDonald.  Wellsburg 
J.  P.  McMullen.  Wellsburg 

H.  F.  Nolte,  Beech  Bottom 
Ray  C.  Otte,  Wel’sburg 

E.  N.  Pell,  Beech  Bottom 
*B.  F.  Harden,  Wellsburg 

Cabell  County  Society 

J.  H.  Baber,  Huntington 

H.  E.  Beard,  Huntington 
W.  F.  Beckner,  Huntington 
O.  B.  Biern,  Huntington 

J.  R.  Bloss,  Huntington 
R.  M.  Bobbitt,  Huntington 

B.  F.  Brown,  Huntington 

F.  A.  Brown.  Huntington 
J.  R.  Brown,  Huntington 

C.  M.  Buckner,  Huntington 
V’.  L.  Chambers.  Huntington 
Leo  Christian,  Huntington 

A.  W.  Crews,  Huntington 

D.  J.  Cronin,  Huntington 
R.  H.  Curry,  Barboursville 
J.  W.  Ferguson,  Kenova 

C.  P.  S.  Ford,  Huntington 

B.  D.  Garrett.  Kenova 

Vr.  E.  Gattens,  Huntington 
J.  A.  Guthrie.  Huntington 
R.  Hardwick,  Huntington 

I.  R.  Harwood,  Huntington 

C.  M.  Hawes,  Huntingtoa 


J.  S.  Hayman.  Huntington 
W.  D.  Hereford.  Huntington 
I.  C.  Hicks.  Huntington 

I.  1.  Hirschman,  Huntington 
F.  C.  Hodges.  Huntington 

F.  J.  Hoitash.  Huntington 

J.  E.  Hubbard.  Huntington 

E.  J.  Humphrey,  Huntington 
W.  B.  Hunter.  Huntington 

G.  D.  Johnson.  Huntington 
A.  S.  Jones.  Huntington 
W.  C.  Kappes.  Huntington 
J.  R.  Keesee,  Huntington 
A.  K.  Kessler.  Huntington 
J.  S.  Klumpp.  Huntington 
A.  R.  Lutz,  Huntington 
Geo.  M.  Lyon.  Huntington 

A.  R.  MacKenzie.  Huntington 
W.  K.  Mackey.  Chesapeake.  Ohio 
C.  H.  Malcolm.  Huntington 

F.  O.  Marple.  Huntington 

H.  B.  Martin.  Huntington 

J.  C.  Matthews.  Huntington 
W.  E.  Matthews.  Huntington 
W.  D.  McC’.ung,  Huntington 
W.  C.  McGuire.  Huntington 
M.  B.  Moore.  Huntington 

T.  W.  Moore.  Huntington 
L.  C.  Morrison.  Milton 
W.  E.  Neal.  Huntington 

K.  C.  Prichard.  Huntington 

G.  A.  Ratcliff.  Huntington 
C.  O.  Reynolds.  Huntington 
O.  E.  Reynolds.  Huntington 

E.  E.  Shafer,  Huntington 

F.  X.  Schuller.  Huntington 

F.  -A.  Scott,  Huntington 
R.  M.  Sloan,  Huntington 

J.  H.  Steenbergen.  Huntington 
W.  W.  Strange.  Huntington 
W.  C.  Swann,  Huntington 
C.  T.  Taylor.  Huntington 

I.  W.  Taylor.  Huntington 
W.  C.  Thomas,  Huntington 

R.  S.  VanMeter,  Huntington 
W.  E.  Vest,  Huntington 

G.  W.  Walden,  West  Hamlin 

S.  P.  Walker,  Huntington 
C.  W.  Warnock,  Huntington 
R.  J.  Wilkinson,  Huntington 
C.  G.  WTllis.  Huntington 

C.  B.  Wright,  Huntington 

R.  M.  Wylie,  Huntington 
A.  B.  York.  Huntington 

♦H.  A.  Brandebury,  Huntington 

Central  W.  Va.  Society 

S.  P.  Allen,  Webster  Springs 

E.  S.  Brown.  Tioga 

F.  H.  Brown,  Summersville 

H.  S.  Brown.  Sutton 

C.  C.  Carson.  Gassaway 

J.  M.  Cofer,  Slaty  Fork 
W.  R.  Counts,  Richwood 

J.  B.  Dodrill,  Webster  Springs 


Hugh  Dunn.  Richwood 

O.  O.  Eakle.  Sutton 

W.  E.  Echols,  Richwood 
M.  F.  CTruber,  Erbacon 

L.  O.  Hill.  Camden-on-Gauley 
W.  H.  McCauley.  Sutton 
Jame4  McClung,  Richwood 

R.  A.  McCosh,  Richwood 

J.  O.  McQueen,  Summersville 

M.  T.  Morrison,  Sutton 
Everett  Walker,  Adrian 

•Fleming  Howell,  Buckhannon 
•J.  L.  Pifer.  Buckhannon 

Doddridge  County  Society 

A.  M.  McGovern.  West  Union 
A.  Poole,  West  Union 

E.  T.  W’etzel.  West  Union 

Eastern  Panhandle  Society 

A.  O.  Albin,  Charles  Town 

E.  H.  Bitner,  Martinsburg 
Edwin  Cameron,  Martinsburg 
Roger  Clapham,  Martinsburg 
A.  B.  Eagle,  Martinsburg 
Victor  Glover.  Martinsburg 
J.  K.  Guthrie,  Martinsburg 
W.  T.  Henshaw,  Martinsburg 
C.  C.  Johnson.  Harpers  Ferry 
Geo.  W.  Martin,  Martinsburg 

W.  J.  Melvin.  Shenandoah  Junction 
J.  L.  Myers,  Shepherdstown 

T.  K.  Oates,  Martinsburg 

F.  M.  Phillips.  Charles  Town 
M.  H.  Porterfield.  Martinsburg 
R.  K.  Shirley,  Hedgesville 

G.  J.  E.  Sponseller,  Martinsburg 

P.  E.  Stigers,  Hancock,  Md. 

Richard  Talbott,  Martinsburg 

H.  G.  Tonkin,  Martinsburg 
W.  A.  Wallace,  Martinsburg 

*B.  B.  .Ranson,  Harpers  Ferry 

Fayette  County  Society 

Templeton  Adair,  Mt.  Hope 

A.  E.  Bays,  Longacre 

F.  W.  Bilger,  Maybeury 

W.  P.  Bittinger,  Summerlee 
J.  C.  Brown,  Nallen 

B.  F.  Brugh,  Montgomery 
W.  E.  Bundy.  Minden 

A.  J.  Burkholder,  Layland 

G.  O.  Crank,  Lawton 
Gilbert  Daniel,  Beards  Fork 
T.  B.  Daugherty,  Fayetteville 
Geo.  Fordham,  Powellton 
Claude  Frazier,  Montgomery 

F.  S.  Harkleroad,  Harvey 

L.  R.  Harless,  Gauley  Bridge 

W.  N.  Haynes,  Victor 

O.  J.  Henderson,  Montgomery 

G.  G.  Hodges,  Kilsythe 
Ralph  Hogshead,  Carbondale 

C.  C.  Jackson,  East  Rainelle 
J.  C.  Jett.  Springdale 

E.  E.  Jones,  Mt.  Hope 
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W.  R.  Laird,  Montgomery 
Thos.  A.  Lamb,  Montgomery 

H.  C.  Martin,  Rainelle 
Harry  McGrath,  Montgomery 

C.  G.  Merriam,  Sun 

M.  A.  Moore,  Kingston 

A.  L.  Morris,  Jodie 

J.  S.  Shaffer,  Montgomery 

D.  W.  Shirkey,  Montgomery 
W.  D.  Simmons,  Glen  Ferris 

G.  W.  Skaggs,  Page 

H.  C.  Skaggs,  Montgomery 

G.  A.  Smith,  Montgomery 
J.  M.  Spinks,  Mt.  Hope 

C.  W.  Stallard,  Montgomery 

E.  B.  Thompson,  Montgomery 
J.  W.  Walker,  Winona 

H.  A.  Walkup,  Mt.  Hope 

W.  V.  Wilkerson,  Montgomery 
Robt.  P.  Woods.  Oak  Hill 
J.  B.  Woodville,  Lansing 

Grant-Hampshire-Hardy-Mineral 
County  Society 

W.  M.  Babb,  Keyser 
Robert  Bess,  Keyser 
Thomas  Bess,  Keyser 

O.  V.  Brooks,  Moorefield 
H.  F.  Coffman,  Keyser 

W.  G.  Drinkwater,  Gormania 

V.  L.  Dyer,  Petersburg 
J.  F.  Easton,  Romney 

A.  K.  Fidler,  Blaine 

W.  A.  Flick,  Keyser 
T.  C.  Giffen,  Keyser 

G.  S.  Gochenour,  Moorefield 
J.  B.  Grove,  Petersburg 

W.  T.  Highberger,  Maysville 

S.  B.  Johnson,  Franklin 
Z.  T.  Kalbaugh,  Piedmont 
Robt.  W.  Love,  Moorefield 

M.  H.  Maxwell,  Keyser 
Glenn  Moomau,  Petersburg 

B.  F.  Moyers,  Matthias 
J.  A.  Moyers,  Franklin 

H.  W.  Rollings,  Wardinsville 

P.  R.  Wilson,  Piedmont 

J.  H.  Wolverton,  Piedmont 
M F.  Wright,  Burlington 
•Frank  L.  Baker,  Burlington 

Greenbrier  Valley  Society 
O.  P.  Argabrite,  Alderson 
J.  W.  Compton,  Ronceverte 
J.  R.  Crawley,  Anjean 
J.  W.  DeVebre,  Ronceverte 
A.  D.  Ferrell,  Ronceverte 

T.  L.  Gilchrist,  Pickaway 

R.  P.  Good,  Rainelle 

H.  L.  Goodman,  Ronceverte 

H.  D.  G\inning,  Ronceverte 

J.  E.  Hamner,  Rainelle 

Guy  Hinsdale,  White  Sulphur  Springs 

L.  1.  Hoke,  Quinwood 

Geo.  F.  Hull,  Durbin 

A.  G.  Lanham,  Ronceverte 

J.  G.  Leech,  Quinwood 

S.  A.  McFerrin,  Renick 

W.  E.  Myles,  White  Sulphur  Springs 

D.  G.  Preston,  Lewisburg 

N.  R.  Price,  Marlinton 
H.  C.  Solter,  Marlinton 
Kdda  Von  Bose,  Alderson 

C.  I.  Wall,  Rainelle 
•W.  P.  Fawcett,  Alderson 
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Hancock  County  Society 

R.  W.  Alvis,  New  Cumberland 

S.  Berardelli,  Weirton 
M.  Bogarad,  Weirton 

T.  E.  Cato,  New  Cumberland 
Geo.  H.  Davis,  Weirton 

J.  E.  Fisher,  New  Cumberland 

R.  L.  Focer,  Hollidays  Cove 

F.  B.  Harrington,  Weirton 
Marian  Kizinski,  Weirton 

A.  E.  McClue,  New  Cumberland 

G.  E.  Papadopoulos,  Weirton 
M.  H.  Powers,  Weirton 

J.  E.  Richmond,  Weirton 
George  Rigas,  Weirton 

A.  B.  Rinehart,  Weirton 
L.  O.  Schwartz,  Weirton 
C.  A.  Shafer,  Chester 

L.  A.  Whitaker.  Weirton 

Harrison  County  Society 

C.  S.  Bates.  Lumbcrport 

B.  S.  Brake,  Clarksburg 
J.  T.  Brennan,  Clarksburg 
J.  R.  Carder,  Clarksburg 
F.  C.  Chandler,  Bridgeport 

S.  L.  Cherry,  Clarksburg 

R.  S.  Coffindaffer,  Shinnston 

I.  D.  Cole,  Clarksburg 

J.  W.  Corder,  Clarksburg 
W.  M.  Davis,  Bridgeport 

Welch  England.  Philadelphia,  Pa. 

H.  H.  Esker,  Clarksburg 
A.  O.  Flowers,  Clarksburg 
E.  N.  Flowers,  Clarksburg 

E.  Newton  Flowers,  Clarksburg 

C.  Fred  Fisher.  Clarksburg 
John  Folk,  Bridgeport 
William  Gaston,  Clarksburg 
Thomas  Gocke,  Clarksburg 
Wm.  T.  Gocke,  Clarksburg 
L.  C.  Goff,  Clarksburg 
Creed  C.  Greer,  Clarksburg 
O.  S.  Gribble,  Clarksburg 

W.  P.  Hammer,  New  York  City 
Thos.  G.  Harris,  West  Milford 
H.  H.  Haynes,  Clarksburg 

E.  A.  Hill,  Clarksburg 
Robt.  C.  Hood.  Clarksburg 
Kenna  Jackson,  Clarksburg 
C.  C.  Jarvis.  Clarksburg 
Jesse  R.  Johnson,  Shinnston 
A.  O.  Kelley,  Wallace 

A.  J.  Kemper,  Lost  Creek 
O.  W.  Ladwig,  Wilsonburg 

F.  V.  Langfitt,  Clarksburg 
R.  V.  Lynch,  Meadowbrook 
R.  B.  Linger.  Lost  Creek 
Jesse  S.  Maloy,  Shinnston 
W.  A.  Marsh,  Clarksburg 

B.  F.  Matheny,  Clarksburg 
J.  P.  McGuire,  Clarksburg 
R.  B.  Nutter.  Enterprise 

R.  J.  Nutter,  Clarksburg 

C.  R.  Ogden,  Clarksburg 
W.  T.  Owens,  Clarksburg 
J.  E.  Page,  Clarksburg 
E.  Pendleton,  Clarksburg 
A.  T.  Post.  Clarksburg 
Cecil  O.  Post.  Clarksburg 

S.  H.  Post,  Volga 

James  Repass,  Lumberport 
H.  M.  Riley,  Nutter  Fort 
H.  A.  Rosenthal,  Clarksburg 


Sylvia  Saurborne,  Clarksburg 
C.  N.  S.ater,  Clarksburg 
H.  E.  Sloan,  Clarksburg 
W.  W.  Spelsburg,  Clarksburg 
J.  V.  Spencer,  Shinnston 
J.  E.  Stevenson,  Clarksburg 
W.  L.  Strother.  Wilsonburg 

E.  D.  Tucker,  Nutters  Fort 
E.  F.  Wehner,  Clarksburg 

H.  A.  Whisler,  Clarksburg 
J.  F.  Williams,  Clarksburg 

C.  A.  Willis,  Charleston 
E.  A.  Wilson,  Salem 

J.  E.  Wilson,  Clarksburg 
E.  B.  Wright.  Clarksburg 

L.  S.  Wornal,  Shinnston 
*T.  M.  Hood,  Clarksburg 
*D.  C.  Louchery,  Clarksburg 

Kanawha  County  Society 

M.  J.  Alexander,  Highcoal 
A.  E.  Amick,  Charleston 
A.  L.  Amick.  Charleston 
Maury  Anderson,  Dunbar 

O.  L Aultz,  Charleston 
Bankhead  Banks,  Charleston 

D.  N.  Barber,  Owens 

T.  M.  Barber,  Charleston 
W.  L.  Barbour,  Whitesville 
G.  H.  Barksdale.  Charleston 
T.  R.  Beggs,  Spencer 

S.  L.  Bivens,  Charleston 
W.  P.  Black,  Charleston 

O.  H.  Bobbitt,  Charleston 
C.  N.  Brown,  Swandale 
R.  J.  Brown,  Charleston 
R.  K.  Buford,  Charleston 

E.  H.  Campbell,  Carbon 

J.  E.  Cannaday,  Charleston 

G.  B.  Capito,  Charleston 

T.  J.  Casto,  Charleston 

I.  P.  Champe,  Charleston 
Preston  Champe,  Charleston 
V.  T.  Churchman,  Charleston 

V.  T.  Churchman,  Jr.,  Charleston 

F.  A.  Clark,  Charleston 

C.  E.  Copeland,  Charleston 
E.  A.  Davis,  Charleston 
M.  L.  Dillon.  Charleston 
R.  M.  Dodson,  Charleston 

J.  W.  Duff,  Charleston 
M.  S.  Doling,  Charleston 
J.  L.  Dunlap,  Bancroft 

R.  H.  Dunn,  South  Charleston 
C.  M.  Fleshman,  Clendenin 
R.  J.  Ford,  Charleston 
Ray  I.  Frame.  Sharpies 
A.  J.  Given,  Rensford 

H.  R.  Glass,  Charleston 
A.  E.  Glover.  Van 
Fred  Gott,  Charleston 

P.  A.  Haley  II.  Charleston 
R.  O.  Halloran,  Charleston 
R.  E.  Hamrick.  Charleston 
J.  H.  Hansford,  Pratt 

E.  Rudyard  Hays,  Chelyan 
E.  Bennette  Henson,  Charleston 
David  H.  Hill,  Charleston 

W.  E.  Hoffman.  Charleston 

V.  E.  Holcombe.  Charleston 
E.  II.  Holmes,  Coolville,  Ohio 
H.  H.  Howell.  Madison 

W.  R.  Hughey,  Charleston 
J.  Ross  Hunter,  Charleston 
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NEPHRITIS,  NEPHROSIS,  ANT)  EDEMA* 


'By  F.  Churchill  Hodges,  M.I). 
Huyilhtgion^  IF.  V a. 


W:  as  physicians  are  especially  interested 
in  cardio-vascular-renal  disease,  inas- 
much as  the  large  majority  of  deaths  among 
us  is  due  to  this  triad,  either  in  whole  or  in 
part.  Many  recent  and  interesting  studies 
have  been  made  along  these  lines,  but  here 
we  shall  discuss  only  the  renal  lesions. 

Finding  a satisfactory  title  has  been  a diffi- 
cult and  unsatisfactory  task,  but  for  purposes 
of  discussion  we  shall  call  it  “Nephritis, 
Nephrosis,  and  E'dema,”  taking  the  three 
because  of  their  close  relation  and  frequent 
association. 

Nephritis  is  a term  which  indicates  an  in- 
flammation of  the  kidney,  which  brings  us 
face  to  face  with  the  embarrassing  and  dis- 
puted question,  “What  is  inflammation.^” 
This  will  be  answered  by  stating  the  view 
which  is  probably  the  most  widely  accepted: 
that  inflammation  refers  to  those  exudative 
and  proliferative  processes  which  are  observed 
in  the  vascular  and  fixed  tissue  elements  of 
a tissue  which  follow  as  a reaction  to  some 
irritative  stimulus.  We  have  all  seen  sections 
of  kidneys  on  which  the  diagnosis  of  nephritis 
had  been  made,  but  in  which  we  could  find 
none  of  the  usually  accepted  criteria  of  in- 
flammation j no  congestion,  no  swelling,  no 

* Read  before  general  session.  West  Virginia  State  Medical  Associa- 
tion. Parkersburg.  June  21,  1932. 


infiltration  with  round  or  polynuclear  cellsj 
perhaps  there  was  only  a cloudy  swelling,  or 
a fibrosis  with  contraction.  For  want  of  a 
better  term  we  call  it  nephritis.  We  applied 
a definite  and  specific  term  to  an  indefinite 
and  non-specific  entity,  and  in  order  to  make 
it  fit  our  cases,  certain  mental  reservations 
must  be  made.  To  be  sure,  we  have  other 
terms  requiring  mental  reservations  j diabetes 
mellitus,  for  instance,  in  which  there  is  no 
suggestion  of  the  sclerosis  of  the  Isles  of 
Langerhans  or  of  pancreatic  deficiency.  It 
has  been  suggested  by  Addis'  that  we  revive 
the  old  term,  “Bright’s  Disease,”  to  apply  to 
those  non-suppurative,  non-calculous,  non- 
neoplastic kidney  diseases  which  we  at  present 
call  nephritis.  It  has  the  advantage  that  the 
kidney  lesions  are  not  unduly  emphasized, 
that  it  is  rather  non-committal,  and  allows  us 
freely  to  make  mental  reservations  and 
properly  place  the  kidney  in  relation  to  the 
disease  as  a systemic  involvement,  and  withal 
conveys  in  a general  way  what  we  mean. 

Bright’s  disease,  which  includes  nephritis 
and  nephrosis  as  ordinarily  termed,  is  a gen- 
eral disease  in  which  many  organs  and  tissues 
are  involved  to  a greater  or  less  degree  j but 
because  of  the  impossibility  of  discussing  all 
the  lesions  in  such  a limited  time,  only  the 
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renal  aspects  are  here  considered.  The  heart, 
liver,  pancreas,  and  nerve  tissues  may  all  be 
involved,  but  because  of  the  lack  of  or  the 
difficulty  in  obtaining  secretions  or  excretions, 
the  kidneys  are  the  most  readily  studied  be- 
cause of  the  east  with  which  the  urine  may 
be  obtained. 

Numerous  classifications  of  nephritis  have 
been  made,  which  in  itself  is  sufficient  evi- 
dence that  none  is  perfectly  satisfactory.  As 
stated  by  Christian,  it  is  now  impossible  in 
many  cases  to  foretell  what  we  shall  find  in 
the  kidneys  at  post-mortem j whether  more 
or  less  nephritis,  or  less  or  more  nephrosis.^ 
His  classification  has  the  advantage  of  being 
simple  and  practical. 

The  classification  of  nephritis  ( Dr.  Henry 
A.  Christian): 

Acute  Nefhritis. — The  majority  recover  com- 
pletely. A few  die  in  the  acute  stage.  Few  are 
liable  to  develop  chronic  nephritis. 

Sub-acute  Nefhritis — 

1.  Sub-acute  nephritis  with  edema. 

2.  Hemorrhagic  nephritis. 

Chronic  Nefhritis — 

1.  Chronic  nephritis  with  edema.  Hypertension 
rare.  (Distinguish  the  cardiac  type.) 

2.  Chronic  nephritis  without  edema.  (The  usual 
type.) 

3.  Vascular  hypertension  progressing  into  ne- 
phritis. (No  history  of  acute  nephritis.  Is 
part  of  a general  disease,  mostly  vascular.) 

The  classification  of  Addis  and  Oliver  was 
based  on  the  careful  study  of  72  patients, 
who  were  studied  clinically  and  at  the  post- 
mortem by  the  authors.  They  have  developed 
a method  which  attempts  to  correlate  the 
clinical  with  the  post-mortem  findings.  The 
most  reliable  single  means  has  been  found  to 
be  a careful  study  of  the  formed  elements  in 
the  urinary  sediment.  The  normal  varies 
from  the  abnormal  in  degree  only,  and  as 
normals  they  take  the  following,  for  each 
twelve-hour  period: 

Casts,  less  than  5,000. 

Red  blood  cells,  less  than  half  a million. 

White  blood  and  epithelial  cells,  which 
they  enumerate  together,  less  than  one 
million. 


Protein,  less  than  30  mgm. 

In  the  hemorrhagic  types  of  Bright’s  dis- 
ease they  found  the  red  blood  cells  to  pre- 
dominate over  the  white  and  epithelial  cells; 
and  in  the  degenerative  forms,  they  found 
the  reverse  to  be  true.  This  requires  a care- 
ful quantitative  determination  of  the  different 
elements  of  the  urine  by  means  of  the  method 
described  by  Addis;  but  after  some  expe- 
rience, simply  a careful  microscopic  examina- 
tion of  a centrifuged  specimen  under  high 
power  is  sufficient  for  clinical  purposes.^ 

In  Addis’s  study,  the  duration  of  Bright’s 
disease  varied  enormously,  from  a few"  w"eeks 
on  the  one  hand  to  more  than  fifty  years  on 
the  other.  Many  died  of  some  concomitant 
disease,  the  deaths  not  being  attributed 
directly  to  the  renal  lesion,  although  in  many 
instances  these  lesions  so  low'ered  the  resist- 
ance that  infection  easily  gained  the  upper 
hand.  One  is  impressed  with  the  large  num- 
ber affected  with  a latent  renal  lesion  which 
had  been  fanned  into  an  active  one  by  some 
apparently  trivial  infection,  such  as  a strep- 
tococcic sore  throat  or  a pyrogenic  finger  in- 
fection; the  renal  lesion  then  progressing  to 
a fatal  termination. 

A classification  of  Bright’s  Disease  (Addis 
and  Oliver): 

Hemorrhagic  BriAit's  Disease — 

o O 

1 . Active  stage. 

2.  Latent  stage. 

3.  Terminal  stage. 

Degenerative  Bright's  Disease — 

1.  Cryptic  form  ( Neplirosis) . 

2.  Pyogenic  form. 

3.  Bacterial  form. 

4.  Non-hacterial  form. 

Arteriosclerotic  Bright's  Disease, 

A great  deal  of  investigation  has  been  done, 
and  much  yet  remains  undone,  on  the  func- 
tional capacity  of  the  kidneys.  What  is  the 
effect  of  injury  on  the  renal  epithelium;  how' 
much  injury'^  can  it  withstand  and  yet  com- 
pletely recover,  and  from  w'hat  types  of  in- 
jury can  it  or  can  it  not  recover?  In  case  of 
replacement  of  the  tubular  epithelium,  how 
does  the  new'  lining  compare  in  function  w'ith 
the  origirial?  Just  how  far  can  we  correlate 
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structure  and  function?  We  know  that  an 
irritant  producing  a cloudy  swelling  damages 
the  renal  epithelium,  yet  that  same  epithelium 
may  present  a state  of  hyperactivity  and 
hyperfunction.  Of  course,  if  this  irritant  be 
continued  to  a degree  sufficient  to  produce 
necrosis,  it  is  plain  that  function  must  cease. 
In  general  terms  the  functional  capacit\-  of 
the  kidney  runs  parallel  to  the  amount  of 
undamaged  renal  tissue;  but  to  determine 
this  amount,  even  in  the  excised  kidney,  is  in 
many  cases  difficult.  There  may  be  areas  of 
patchy  fibrosis  in  which  the  normal  architec- 
ture is  completely  destroyed,  adjoining  which 
there  may  be  areas  of  compensatory  hyper- 
trophy; or  there  may  be  a metaplasia  of  some 
of  the  tubular  epithelium.  How  can  we  ac- 
curately determine  the  amount  of  function  by 
the  structure  when  the  relation  between  the 
two  is  not  accurately  known? 

Many  functional  tests  have  been  devised, 
among  the  most  valuable  of  which  are: 

1.  The  phenolsulphonephthalein  test. 

2.  The  retention  of  nitrogenous  products 
in  the  blood,  such  as  urea,  non-protein 
nitrogen,  and  creatlnin. 

3.  The  ingestion  of  large  amounts  of 
fluid. 

4.  Abstinence  from  fluid. 

5.  The  administration  of  urea,  with  the 
determination  of  the  amount  excreted 
and  the  amount  retained. 

6.  Test  diets  with  the  determination  of 
the  amounts  and  the  specific  gravity  of 
the  urine.  (Lashmet  and  Newburgh.) 

7.  The  Mosenthal  test. 

In  the  first  two,  more  than  40%  of  the 
renal  function  is  lost  before  abnormalities  are 
shown;  but  after  this  they  are  among  the 
most  valuable.  The  kidney  function  can  no 
more  be  accurately  measured  with  the  kid- 
neys idling  with  only  the  basal  catabolic  load 
than  can  the  horsepower  of  a motor  be  deter- 
mined while  it  is  idling.  Both  must  be 
pushed  to  or  near  their  maximal  capacities 
in  order  to  make  these  determinations.  This 
explains  why  a patient  at  rest  in  bed  on  a 
general  diet,  may  possibly  have  a severe  renal 


lesion  with  a normal  blood  nitrogen  and  a 
normal  phenolsulphonephthalein  test;  yet 
when  he  is  subjected  to  an  operation,  or  de- 
velops an  apparently  trivial  infection,  the  re- 
maining renal  tissue  becomes  easily  damaged 
to  a degree  sufficient  to  cause  renal  failure. 
In  other  words,  it  is  unable  to  take  care  of  any 
increased  demands  made  upon  it. 

The  administration  of  urea  as  practiced  by 
Addis;  the  test  diets  of  Lashmet  and  New- 
burgh'* with  the  determination  of  the  specific 
gravity  of  the  urine;  and  the  Mosenthal  test 
all  place  the  kidneys  under  a heavy  working 
load,  and  are  thus  capable  of  determining  a 
relatively  small  reduction  in  function. 

The  Mosenthal  test  is  one  of  the  best  and 
most  practical  of  these,  and  for  that  reason  is 
given  in  some  detail. 

The  Test. — 1.  Upon  the  day  of  the  test, 
and  preferably  also  on  the  day  preceding, 
place  the  patient  on  a full  diet.  Breakfast 
at  8 A.  Al.,  dinner  at  noon,  and  supper  at 
5 P.  M. 

At  least  a pint  of  fluid — tea,  coffee,  milk, 
water,  etc. — must  be  taken  at  each  meal,  and 
no  food  or  liquid  of  any  sort  may  be  taken 
outside  of  these  meals  until  after  8 o’clock 
the  following  morning. 

2.  Instruct  patient  to  empty  his  bladder 
immediately  before  breakfast.  Collect  speci- 
mens of  urine  at  10  A.  M.,  12  noon,  2 P.  M., 
4 P.  M.,  6 P.  M.,  8 P.  M.,  and  finally  at 
8 the  following  morning.  It  is  essential  that 
the  intervals  be  exact,  and  the  bladder  be 
emptied  each  time.  Should  the  hour  for  the 
meals  be  changed,  the  times  of  collecting  the 
specimens  should  also  be  changed.  The  last 
of  the  two-hour  specimens  must  not  be  col- 
lected less  than  three  hours  after  the  begin- 
ning of  the  evening  meal. 

3.  Measure  the  night  urine  (8  P.  M.  to 
8 A.  M.)  and  take  its  specific  gravity  with  an 
accurate  urinometer. 

4.  Measure  the  six  two-hour  specimens 
and  take  their  specific  gravity,  making  sure 
that  they  are  all  of  the  same  temperature. 

Normal  Values. — In  health  the  urine  re- 
sponse is  as  follows: 
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1.  The  night  urine  is  much  less  than  the 
day  urine.  It  is  usually  250  to  300  cc.,  and 
will  seldom  exceed  400  to  500  cc.j  750  cc. 
is  the  maximum.  Its  specific  gravity  will  be 
usually  1.108  or  above. 

2.  The  highest  specific  gravity  for  the 
two-hour  specimens  will  exceed  1.018,  while 
the  difference  between  the  highest  and  the 
lowest  will  not  be  less  than  eight  or  nine 
points. 

Indications  of  Impaired  Renal  Function, — 
1.  Nocturnal  polyuria.  The  volume  ex- 
ceeds 750  cc.  This  is  usually  one  of  the  first 
and  most  definite  evidences  of  impaired  renal 
function.  A volume  of  500  to  750  cc.  is 
suspicious. 

2.  Low  maximal  specific  gravity  of  the 
day  urine,  the  highest  of  the  day  specimens 
falling  below  1.018. 

3.  Fixation  of  the  specific  gravity.  As  a 
rule  the  level  at  which  the  specific  gravity 
becomes  fixed  becomes  lower  and  lower  as 
the  functional  impairment  increases  and  the 
kidneys  lost  their  ability  to  concentrate  the 
urine. 

The  exact  origin  of  the  urinary  protein  has 
not  been  thoroughly  explained.  Recently 
Thomas®  has  advanced  the  idea  that  normal 
protein  does  not  pass  the  epithelium  of  either 
the  normal  or  the  diseased  kidney,  and  that 
the  blood  protein  appearing  in  the  urine  is 
a detoxifying  agent,  being  combined  with 
some  toxic  molecule.  Among  the  proofs  he 
cites  experiments  showing  that  uremia  pro- 
duced by  hypertonic  NaCl,  and  in  the  ether 
nephritides  of  humans,  liver  proteins  free 
from  blood  proteins  are  first  eliminated  in  the 
urine,  but  that  blood  protein  soon  begins  to 
appear  and  rapidly  increases  in  amount. 
Organic  protein  in  the  urine  must  be  regarded 
as  foreign  protein.  He  emphasizes  the  view 
that  the  kidneys  are  by  no  means  the  only 
organs  affected  in  nephritis j that  it  is  a gen- 
eral disease  with  local  manifestations;  and 
that  the  kidneys  bear  a secondary  role  to  the 
tissues. 

Nephrosis,  or  the  degenerative  cryptic 
Bright’s  disease  of  Addis,  is  a term  desig- 
nating a group  of  cases  in  which  there  is  a 


profound  metabolic  disturbance.  The  term 
nephrosis  is  inappropriate  because  it  accords 
to  the  kidney  an  undue  importance  in  the 
evolution  of  the  condition  which  it  repre- 
sents, and  fails  to  coordinate  the  renal  and 
the  extra-renal  lesions.  The  renal  lesions 
have  certain  distinguishing  features,  consist- 
ing of  a profound  tubular  degeneration  with 
no  involvement  of  the  glomeruli,  blood  ves- 
sels, or  interstitial  tissue. 

Because  of  certain  unusual  features  in  the 
clinical  course,  they  will  be  briefly  discussed. 
It  occurs  in  relatively  young  individuals;  is 
of  obscure  origin,  but  is  probably  toxic,  but 
does  not  bear  any  relation  to  the  known  in- 
fectious diseases.  The  blood  pressure  is  not 
elevated.  Subjective  symptoms  may  be  lack- 
ing, and  often  the  exact  time  of  onset  can  not 
be  determined.  As  it  progresses,  oliguria  and 
edema  invariably  develop.  Pallor  is  usually 
pronounced,  the  skin  being  of  a dirty  gray 
or  putty  color,  and  together  with  puffiness  of 
the  eyelids  or  swelling  of  the  ankles  may 
be  the  first  symptoms  to  attract  the  patient’s 
attention.  Loss  of  appetite  and  a feeling  of 
fatigue  may  be  among  the  earlier  symptoms. 
Headache,  vomiting  and  diarrhea  may  also 
be  present.  With  the  progress  of  the  disease, 
edema  becomes  marked  and  here  reaches  its 
highest  degree,  forming  the  chief  clinical 
manifestation.  The  heart  is  not  enlarged, 
and  in  uncomplicated  cases,  the  blood  pres- 
sure is  never  increased. 

The  urine  is  reduced  in  quantity,  of  a high 
specific  gravity,  and  contains  large  amounts  of 
albumin,  sometimes  amounting  to  50  grams 
per  diem  for  months.  There  may  or  may  not 
be  casts,  but  red  blood  cells  in  more  than 
normal  numbers  are  never  present.  If  in 
doubt  as  to  their  presence,  apply  the  benzidine 
test  to  the  sediment  of  a centrifuged  speci- 
men. Functional  tests  show  some  renal  defi- 
ciency, such  as  retention  of  chlorides,  of  nitro- 
gen, and  a diminished  dye  test. 

There  may  be  a marked  chloride  retention 
which  may  or  may  not  show  in  the  blood,  due 
to  the  deposit  of  large  amounts  of  chloride 
bearing  fluid  in  the  tissues,  d'he  same  may 
be  the  case  with  nitrogenous  products,  a 
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marked  retention  may  occur  without  an  ele- 
vated blood  nitrogen.  Hence  the  measure- 
ment of  soluble  substances  in  the  blood  in  all 
cases  associated  with  massiv'e  effusions  or 
edema,  does  not  accurately  measure  the 
quantity  of  such  substances  which  are  retained 
in  the  body. 

Apart  from  these  changes  there  occurs  in 
the  blood  an  increased  lipoid  content,  chiefly 
cholesterol;  which  is  of  a ditferent  order  from 
that  of  diabetes  mellitus.  In  nephrosis  it  is 
probably  due  to  tissue  degeneration,  and  is 
uninfluenced  by  the  restriction  of  fat  in  the 
diet;  while  in  diabetes  it  is  due  to  a perverted 
utilization  of  fats. 

Normally  the  blood  contains  from  6%  to 
8%  protein,  of  which  globulin  forms  about 
37%  and  the  albumin  63%.  In  nephrosis 
the  protein  is  reduced  to  an  average  of  4%r, 
while  there  is  a reversal  of  the  albumin- 
globulin  forms  63%  and  the  albumin  37% 
of  the  total  protein.^ 

The  reduction  of  the  protein  is  of  two- 
fold importance.  First,  it  stands  in  causal 
relationship  to  the  edema,  and  second,  it  fur- 
nishes an  intimation  of  the  effect  of  albu- 
minuria on  the  nutrition  of  the  body,  thus 
pointing  to  a rational  therapeutic  measure. 

Renal  diseases  usually  do  not  pursue  a 
typical  and  clear-cut  course.  Cases  of  glo- 
merulo-nephritis  to  which  the  pathologic  pic- 
ture of  nephrosis  is  added,  and  vice  versa, 
occur.  However,  an  increase  in  the  blood 
pressure,  a marked  nitrogen  relation,  and  the 
presence  of  blood  in  the  urine  point  to  the 
glomerulo-nephritic  element.  An  increase  in 
the  cholesterol,  reduction  of  the  serum  pro- 
tein, a change  in  the  albumin-globulin  ratio, 
and  the  absence  of  red  blood  cells  point  to  the 
nephrotic  element. 

Bell  has  recently  shown  that  in  nephrosis 
the  glomerular  capsule  Is  thickened,  but  at 
the  same  time  is  more  spongy  and  porous  than 
normal,  allowing  protein  to  pass  readily.  In 
nephritis  the  glomerular  capillaries  are 
stopped  up  tightly  with  swollen  endothelial 
cells  and  red  blood  cells,  while  in  nephrosis 
they  are  open.  He  states  that  the  only  place 
where  albumin  escapes  is  through  the 


glomeruli.  (To  demonstrate  the  thickened 
glomerular  capsule  in  nephrosis,  he  employs 
an  azo-carmine  stain.) 

Edema. — Edema  is  the  escape  of  fluid  from 
the  blood  into  the  tissue  spaces.  The  fluid 
is  not  always  of  the  same  character,  but  may 
vary  according  to  the  causative  factor. 

I.ashmet®  has  recently  made  observations 
which  lead  him  to  believe  that  edema  is  not 
due  to  the  failure  of  the  kidneys  to  excrete 
water,  and  is  independent  of  fluid  intake. 
Neither  is  it  due  to  the  failure  of  the  kidneys 
to  excrete  chloride.  Chloride  as  NaCl  in- 
creases edema,  but  as  HCl  or  NH^Cl  it  de- 
creases it.  Apparently  the  reaction  of  the 
compound  is  more  important  than  the  chlo- 
ride content  as  such.  The  reaction  of  the  total 
ash  intake  of  the  food  is  more  important  in 
Influencing  edema  than  the  total  amount  of 
ash.  An  alkaline  ash  increases  edema,  while 
an  acid  ash  decreases  it.  The  cardiac,  the 
nephritic,  and  the  nephrotic  types  of  edema 
can  be  distinguished  by  their  protein  content. 

Cardiac  edema  is  caused  by  a stasis  with 
enormously  increased  capillary  pressure,  re- 
sulting in  increased  filtration  with  an  increase 
in  the  transudate,  not  varying  a great  deal  in 
its  concentration  from  that  of  the  blood 
plasma;  about  4%-.  It  occurs  especially  in 
the  dependent  portions  of  the  body  where  the 
pressure  is  greatest. 

The  edema  of  hemorrhagic  Bright’s  dis- 
ease is  due  to  causes  which  are  not  quite  so 
clear;  among  which  are  Increased  capillary 
pressure,  increased  capillary  permeability  due 
to  toxins,  an  abnormal  distribution  of  salts 
and  acids,  and  a lowering  of  blood  protein. 
The  edema  fluid  is  here  more  than  0.2%  but 
less  than  1 % protein. 

The  edema  of  nephrosis  is  also  due  to  a 
disturbance  in  the  balance  between  the  capil- 
lary pressure  and  the  osmotic  force  of  the 
blood.  The  blood  protein,  according  to 
Starling,  furnishes  an  esmotic  pressure  of 
about  30  mm.  Hg,  consequently  the  great 
loss  of  protein  causes  a marked  fall  in  the 
osmotic  pressure  of  the  blood,  which  not  only 
favors  the  passage  of  fluid  from  the  blood  to 
the  tissues,  but  also  gives  to  the  tissues  the 
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controlling  power  to  absorb  and  retain  fluid. 
The  edema  fluid  is  very  poor  in  protein,  about 
like  the  cerebro-spinal  fluid,  containing  about 
0.1%  protein. 

The  experiment  of  plasmaphoresis®  shows 
to  what  degree  a lack  of  blood  protein  may 
cause  edema.  If  large  amounts  of  blood  are 
withdrawn  from  a dog,  the  cells  washed  free 
from  protein,  then  the  cells  injected  into  the 
animal,  a marked  lowering  of  the  blood  pro- 
tein occurs.  This  is  followed  by  the  appear- 
ance of  an  edema  which  is  proportional  to  the 
decrease  in  blood  protein,  and  it  can  be  re- 
lieved by  feeding  or  injecting  protein  in  suffi- 
cient amount. 

Here  it  is  interesting  to  note  the  ingenious 
and  simple  intradermal  saline  test  devised  by 
Aldrich  and  McClure,'®  It  consists  of  the 
intradermal  injection  of  0.2%  normal  saline 
in  the  forearm,  or  the  inner  side  of  the  calf 
or  the  outer  side  of  the  leg,  and  noting  the 
disappearance  time.  Normally  it  is  more 
than  60  minutes  in  the  forearm,  and  more 
than  50  minutes  in  the  leg,  the  forearm  being 
the  more  reliable. 

It  is  a valuable  method  for  determining 
the  immediate  prognosis  in  nephritis  with 
generalized  edema,  and  shows  changes 
earlier  than  by  any  other  means.  It  also  aids 
in  directing  therapeutic  management.  The 
results  seem  to  substantiate  the  theory  that 
the  tissues  in  this  type  of  case  are  active  in 
the  development  of  edema.  The  greater  the 
edema  the  less  the  disappearance  time,  and  in 
some  instances  it  disappears  immediately  due 
to  its  admixture  with  the  edema  fluid.  There 
is  no  constant  relation  between  the  disappear- 
ance time  and  albuminuria. 

Summary. — 1.  Nephritis  is  a specific  term 
indicating  an  inflammation  of  the  kidney.  In- 
asmuch as  some  renal  lesions  which  are  thus 
classified  show  no  inflammation,  the  sugges- 
tion of  Addis  that  we  revive  the  term 
“Bright’s  Disease”  to  apply  to  these  cases  is 
discussed. 

2.  Addis  found  that  the  most  constant 
changes  in  Bright’s  disease  which  could  be 
approached  from  the  clinical  standpoint  were 
to  be  found  in  the  urinary  sediment.  He 


found  that  the  hemorrhagic  forms  show  a 
predominance  of  red  cells  over  the  white  and 
epithelial  cells  j while  in  the  degenerative 
forms,  the  white  and  epithelial  cells  predomi- 
nate over  the  red  ones. 

3.  More  than  40%  renal  function  is  lost 
before  the  nitrogenous  elements  in  the  blood 
are  increased.  The  test  diet  of  Mosenthal  is 
found  to  be  very  satisfactory  and  practical, 
and  shows  earlier  changes  than  the  blood 
chemistry.  In  the  late  stages,  the  blood 
nitrogen  retention  is  the  more  imporant. 

4.  The  importance  of  feeding  the  proper 
amount  of  protein  in  Bright’s  disease  is  em- 
phasized. The  catabolic  protein  products 
should  be  limited  to  the  capacity  of  the  kid- 
neys to  excrete  them,  but  at  the  same  time 
the  anabolic  needs  should  be  satisfied,  as  well 
as  the  replacement  of  the  proteins  lost  in  the 
urine.  Too  great  restriction  of  proteins  often 
causes  anemia,  weakness,  and  other  con- 
comitant symptoms  without  benefitting  the 
Bright’s  disease  or  lowering  the  blood  pres- 
sure. 

5.  The  term  nephrosis  has  been  discussed, 
how  it  differs  from  nephritis,  and  the  clinical 
features  briefly  given.  Blood  cells  in  the 
urine  in  more  than  normal  amounts  rule  out 
nephrosis,  and  add  the  glomerular  element. 

6.  The  importance  of  the  reaction  of  the 
ash  of  the  food  in  the  production  of  edema  is 
shown;  that  an  alkaline  ash  increases,  and  an 
acid  ash  decreases  it.  The  edema  fluids  in 
cardiac,  nephritic,  and  nephrotic  patients  can 
be  differentiated  by  their  protein  content. 

7.  The  blood  protein  as  an  Important  ele- 
ment in  maintaining  the  osmotic  pressure  of 
the  blood.  A marked  loss  of  blood  protein 
results  in  the  development  of  edema. 

8.  The  disappearance  time  of  Intraderm- 
al ly  injected  normal  salt  solution  is  a valuable 
aid  in  the  prognosis  and  in  the  therapeutic 
management  of  nephritis  with  edema. 

9.  A classification  of  Bright’s  disease  ac- 
cording to  Addis  and  Oliver,  in  which  they 
correlate  the  clinical  with  the  post-mortem 
findings,  is  given,  and  the  pathology  of  each 
type  briefly  discussed. 
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'Discussion 

Luther  C.  Davis,  M.D.,  Fairmont:  It  seems 
to  me  that  our  knowledge  of  nephritis  is  growing 
slowly  as  the  knowledge  of  biochemistry  increases. 
I have  heard  a little  discussion  of  arterio  sclerotic 
nephritis.  But,  of  course,  in  dealing  with  arterio 
sclerotis,  it  is  about  the  same  proposition  as  dealing 
with  a machine.  The  question  of  a cure  is  out  of 
the  question.  Here  we  have  to  deal  with  teaching 
a machine  to  run.  If  we  have  an  automobile  with 
the  bearings  knocking,  actually,  that  automobile  will 
not  stand  the  high  pace  of  speed  a newly  equipped 
car  could.  So  we  tr\-  to  teach  these  people  with 
I arterio  sclerotic  nephritis  to  slow  up  just  the  same 
as  we  teach  our  car  to  slow  up.  When  we  say  slow 
up  from  the  standpoint  of  nephritis,  it  simply  means 
' slowing  up  from  the  standpoint  of  e.xercise  and 
energy  we  put  out,  from  the  standpoint  of  the 
type  of  diet. 

A great  deal  can  be  done  toward  curing  these 
patients,  who  are  usually  well  up  in  years.  Some- 
times treatment  by  a skillful  physician  is  well  worth 
while.  To  frighten  them,  I think,  is  worse  than 
anything  else.  \Ve  try  to  watch  them;  we  try  to 
supervise  them,  without  laying  too  much  emphasis 
upon  the  findings  of  our  laboratory  w'ork.  I think 
the  most  pitiful  thing  in  the  world  is  to  see  an 
arterio  scalrotic  patient  come  into  a doctor’s  office. 
In  your  examination,  if  the  blood  pressure  is  down 
five  points,  he  is  perfectly  happy;  if  it  is  up  five 
points,  he  is  terribly  discouraged.  That  is  the 
problem  that  you  see  every  day  every  place. 

In  regard  to  the  question  of  edema,  you  can  pick 
up  almost  any  medical  magazine  and  find  a discus- 
sion in  some  way  or  in  some  manner  related  to 
edema. 

Dr.  Hodges  pointed  out  the  manner  of  treating 
ohildren  for  nephrosis  by  the  administration  of 
calcium  agglutinate;  another  by  the  use  of  acid, 
being  placed  on  a diet  with  a nutritional  acid  so 
that  they  have  an  excess  of  chloride  acids,  and,  ac- 
cording to  the  present  reports  in  the  papers,  one 
method  will  work  almost  as  good  as  another.  We 
all  remember  the  old  treatment  of  withholding 
chlorides  especially  sodium  chloride,  and  now  we 
realize  that  it  is  not  chloride  that  is  responsible  for 
this  edema. 

I think  that  in  our  treatment  it  is  wise  not  to  be 
too  radical,  to  insist  a great  deal  upon  diet  and  to 
insist  a great  deal  upon  kidney  rest,  meaning,  of 


course,  slowing  down  the  manner  and  the  meta- 
bolism of  the  individual. 

Walter  C.  Swann,  .M.D.,  Huntington:  Dr. 
Hodge’s  paper  is  an  excellent  resume  of  recent  work 
in  kidney  diseases.  He  has  explained  to  us  the 
difference  in  nephritis,  nephrosis,  and  edema. 

Protein  is  important,  even  in  the  early  stages. 
When  protein  is  lowered  in  the  blood  serum  you 
get  an  extensive  edema.  You  can  not  expect  to 
cure  an  edema  unless  you  replace  this  by  frequent 
blood  transfusions  or  a rather  large  amount  of  feed- 
ing of  proteins. 

In  many  neurotic  patients  you  find  two  grams 
of  protein  and  two  and  one-half  grams  of  carbo- 
hydrates. I think  this  is  the  type  of  case  where  it 
is  important  to  be  careful  with  proteins.  Dr.  Hodges 
has  plainly  shown  that  in  nephrosis,  when  there  is 
a protein  loss  in  the  blood,  you  can  not  expect  to 
cure  the  edema  unless  you  replace  the  protein  in 
the  blood. 

Dr.  Hodges  asked  me  to  discuss  nephrosis  rather 
than  nephritis.  A good  many  observers  have  noted 
that  the  metabolic  rate  is  low  in  nephrosis.  Many 
theorists  believe  that  some  therapy  is  indicated  in 
nephrosis  and  many  of  them  get  good  results.  I 
think  it  might  be  well  to  call  attention  to  the  fact 
that  nephrosis,  as  described  by  Dr.  Hodges,  is  to  be 
expected  following  tuberculosis,  syphilis,  and  in- 
sufflations of  measles.  In  some  cases  you  can  not 
find  out  from  your  urine  blood  serum  determinations 
and  blood  chemistry  determinations. 

The  best  dietary  treatment,  as  Dr.  Hodges 
pointed  out,  is  probably  the  higher  protein  diet.  If 
that  does  not  control  it,  then  you  will  probably  have 
frequent  blood  transfusions  in  the  control  of  edema. 

Dr.  Hodges  (closing  the  discussion)  : We  have 
seen  patients  with  hypertensive  Bright’s  disease 
showing  much  albumin,  on  which  account  the  pro- 
teins had  been  markedly  restricted  or  entirely  in- 
terdicted during  a period  of  several  years,  but  in 
spite  of  which  there  had  been  either  no  reduction 
in  the  blood  pressure,  or  there  had  been  a gradual 
rise.  Not  only  this,  but  the  depletion  of  the  body 
proteins  had  resulted  in  a nutritional  anemia,  weak- 
ness, and  other  concomitant  symptoms. 

I have  repeatedly  seen  both  a subjective  and  an 
objective  improvement  in  such  patients  when  placed 
on  a balanced  diet  in  which  a full  amount  of  animal 
protein  such  as  roast  beef,  beefsteak,  veal,  and  lamb 
were  allowed.  Such  a regime  did  not  in  itself 
increase  the  blood  pressure. 
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If  the  blood  nitrogen  is  low,  one  need  not  hesi- 
tate to  feed  animal  proteins,  which  are  more  easily 
digested  and  cause  a greater  improvement  than  those 
of  vegetable  origin. 
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ESTIMATION  OF  PERMANENT  DISABILITY  IN 
INDUSTRIAL  ACCIDENTS  * 


By  Henry  H.  Kessler,  M.D.,  Medical  Director 
New  Jersey  Rehabilitation  C ommission 
Newark,  N . J . 


'^HE  determination  of  the  basis  for  estimat- 
ing compensation  rests  upon  the  funda- 
mental concept  of  compensation  as  replace- 
ment rather  than  damages  for  reduced 
earning  capacity  that  results  from  injuries 
sustained  in  the  course  of  employment.  Most 
compensation  schedules  do  not  contain  any 
provision  for  the  determination  of  just  how 
this  reduced  earning  capacity  should  be 
measured.  They  utilize,  for  most  part,  the 
extent  of  the  bodily  injury,  as  the  indicator  of 
reduced  earning  capacity.  Theoretically,  this 
is  inaccurate.  It  is  not  the  lesion  that  is  to  be 
indemnified,  but  it  is  the  eflFects  of  that  lesion 
on  the  ability  of  that  man  to  work  and  earn 
money.  The  schedules  of  the  laws  of  this 
country,  and  of  foreign  countries,  therefore, 
represent  only  an  approximation  of  the  re- 
duced earning  capacity  following  certain 
types  of  injuries.  This  approximation  is 
further  modified  by  the  fact  that  the  schedules 
are,  for  the  larger  part,  compromises  be- 
tween the  forces  of  labor  and  the  forces  of 
capital,  as  to  what  should  constitute  a fail- 
schedule  of  disabilities  causing  reduced  earn- 
ing capacity. 

Theoretically,  the  proper  thing  to  do 
would  be  to  take,  let  us  say,  a thousand 

• Read  before  the  Seetion  on  Surjiery,  West  Virginia  State  Medical 
Association,  at  Parkersburg,  on  June  2U  1*^3  2. 


machinists  between  the  ages  of  twenty-five 
and  thirty,  with  the  same  lesion,  an  ampu- 
tation of  the  hand,  and  study  and  observ^e 
them  over  a definite  period  of  time — five 
years.  After  judging  the  income,  or  reduced 
earning  capacity  of  these  one  thousand 
machinists,  a fairly  definite  idea  could  be 
obtained  of  the  economic  effects  of  a hand 
amputation. 

Obviously,  such  a practice  would  be  im- 
practicable, and,  because  such  statistics  do  not 
exist  anywhere,  we  must  be  satisfied  with 
what  we  have — a compromise,  plus  an  adap- 
tation of  the  schedules  of  private  insurance 
companies  that  have  existed  for  a long  period 
of  time,  and  which  have  been  taken  over  and 
modified  to  suit  our  own  purposes. 

Let  me  illustrate  the  inaccuracy  and  lack 
of  uniformity  in  these  laws  and  schedules 
which  have  been  prepared  for  us  by  our  legis- 
lators. We  can  begin  with  this  lack  of  uni- 
formity by  showing  that  the  same  lesions  in  | 
different  states  are  given  different  weights 
or  values.  In  Alabama,  an  arm  that  is  ampu-  , 
tated  at  the  shoulder  is  worth  two  hundred  i 
weeks  of  compensation.  In  Hawaii  it  is  worth  | 
three  hundred  twelve  weeks  of  compensation;  j 
in  New  Mexico  it  is  worth  one  hundred  fifty  L 
weeks  of  compensation.  i. 
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Not  only  is  there  u gross  lack  of  uniformity 
in  the  value  for  each  lesion,  but  there  is 
also  a relative  inaccuracy  in  the  schedules. 
An  arm  or  a hand  is  equivalent  to  2 7 Vo  of 
the  total  industrial  efficiency  of  a person  in 
Alabama.  In  Hawaii  a hand  is  given  a 78% 
\'alue,  in  terms  of  general  industrial  efficiency 
for  the  routine  pursuits  of  life. 

Furthermore,  you  will  notice  that  only  the 
extremities  are  included  in  the  schedules  of 
the  law.  There  is  nothing  said  about  back 
injuries;  nothing  said  about  injuries  to  the 
genitourinary  system,  to  the  abdomen,  and 
other  vital  organs.  The  schedules  Include 
only  the  extremities  and  a few  so-called  ab- 
solute incapacities,  such  as  total  paralysis, 
blindness  or  insanity.  So  the  scope  of  these 
schedules  is  considerably  impaired  by  the  lack 
of  provision  for  the  wide  variety  of  injuries 
that  we  see  in  our  daily  life.  Still  further, 
these  schedules  represent  disabilities  for  com- 
plete loss  of  use  of  a part;  for  100%  loss  of 
use  of  a hand  in  case  of  amputation.  As  a 
matter  of  fact,  the  laws  say  nothing  about 
the  loss  of  use;  they  imply  loss  of  use  when 
they  say  amputation  or  schedule  loss.  There 
is  nothing  in  the  law  to  help  us  to  determine 
partial  disabilities,  those  less  than  100%. 
The  responsibility  for  making  that  determin- 
ation is  left  entirely  to  the  medical  profession 
without  any  clue,  without  any  guidance,  with- 
out any  provision  in  the  schedule,  or  the 
Workmen’s  Compensation  Acts  of  the  respec- 
tive states.  Upon  the  physician  is  imposed 
the  task  of  translating  into  mathematical 
terms,  into  percentages,  the  industrial  loss 
following  a compound  fracture  of  the  arm 
with  marked  stiffness  and  deformity  and  pos- 
sibly a paralysis,  an  amputation,  a fractured 
spine  with  paralysis — all  sorts  of  injuries  less 
than  completely  disabling  must  be  adequately 
and  accurately  estimated  by  the  attending 
physician. 

Now',  I frequently  hear  the  criticism  that 
the  physician  w'ho  represents  the  employee 
is  motivated;  I do  not  believe  it  is  the  truth. 
I believe  each  physician  is  thinking  of  some- 
thing w'hen  he  makes  a determination.  One 
man  may  be  thinking  first  of  reduction  of 


earning  capacity;  another  may  be  thinking 
of  the  effect  of  that  compound  fracture  on 
the  loss  of  efficiency  for  a specific  vocation. 
They  may  still  further  think  in  terms  of 
structural  loss  of  the  part,  and  they  may  think 
of  the  deformity  as  a serious  bar  to  employ- 
ment. I know  one  boy  who  could  not  get  a 
job  anywhere  because  he  had  six  fingers  on 
one  hand.  Wherever  he  W'ent  he  W'as  told, 
“Young  man,  you  can’t  work  here;  you  have 
too  many  fingers.”  The  digit  w'as  removed, 
and  it  was  a simple  matter  to  get  employment. 
But  a cosmetic  defect  is  frequently  a great 
bar  to  employment.  That  may  be  in  the 
mind  of  the  physician  examining  the  case; 
and,  finally,  the  physician  may  be  thinking 
in  terms  of  functional  loss. 

Now,  these  are  the  various  criteria  w'hich 
come  into  our  minds  when  w'e  think  of  com- 
puting or  estimating  the  disability  caused  by 
a specific  accidental  lesion. 

Which  of  these  criteria  shall  we  choose? 
Shall  W'e  choose  the  reduction  of  earning 
capacity?  At  first  glance,  that  w'ould  appear 
to  be  most  simple.  If  a man  earned  $50  a 
week  as  a carpenter,  and  following  his  injury, 
he  was  only  able  to  earn  $25  a w'eek,  it  w'ill 
be  a simple  matter  to  compute  that  he  had 
a 50%  loss  of  earning  capacity,  and,  there- 
fore, he  is  entitled  to  50%  compensation, 
How'ever,  it  w'ould  be  very  inequitable  to  fol- 
low' such  a practice,  because  a man  with  a 
slight  finger  injury  might,  because  of  reasons 
know'n  to  himself,  refuse  to  go  back  to  em- 
ployment since  he  may  rely  upon  payments 
from  three  or  four  large  insurance  companies 
and  other  sources  W'hich  add  to  his  compen- 
sation, and  which  w'ould  give  him  a total  in- 
come far  beyond  his  regular  weekly  wages. 
And  that  is  a situation  that  I have  met  hot 
infrequently.  It  w'ould  be  unfair  to  the  man 
W'ho  W'ent  back  to  his  former  job  and  strug- 
gled along  as  w'ell  as  he  could,  making  his 
$50  a week,  but  handicapped  in  a great  many 
extra  industrial  activities  because  of  this  in- 
jury. Furthermore,  the  Federal  Boird  of 
Vocational  Education  has  recently  issued  a 
pamphlet  in  which  they  describe  6,OO0  cases 
of  arm  amputations,  carrying  on  in  every 
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known  occupation.  Here  it  would  put  a 
premium  on  idleness  and  laziness,  and,  for 
that  reason,  in  addition  to  the  reasons  already 
given,  we  do  not  believe  reduction  of  earning 
capacity  to  be  a fair  or  accurate  method  of 
basis  to  use  in  determining  disability. 

Loss  of  efficiency  for  a specific  vocation  is 
urged  by  some.  If  a man  can  not  continue 
at  his  former  trade,  it  would  seem  that  it 
should  be  given  consideration,  and  possibly 
it  is  given  consideration  in  most  examinations. 
However,  as  previously  mentioned,  a man 
who  loses  a finger  and  is  a jeweler  might  not 
be  able  to  go  back  to  his  trade,  but  there  are 
a great  many  other  things  he  can  do  and 
physiologically  he  is  no  worse  off  than  a long- 
shoreman. The  mere  fact  that  a man  has  a 
fracture  is  not  an  indication  in  itself  that  he 
has  a disability.  Very  frequently  we  see  cases 
of  severe  deformity,  with  good  function,  and, 
vice  versa,  we  see  cases  of  well  united  frac- 
tures with  good  physical  alignment,  and  with 
very  disabling  function,  so  that  the  two  may 
be  correlated,  may  be  intimately  related,  but 
not  mutually  dependable. 

Cosmetic  effect  should  be  given  some  con- 
sideration, but  it  is  such  a variable  condition 
that  it  does  not  lend  itself  to  measurement. 
Ability  to  secure  employment  again  depends 
upon  so  many  conditions  over  which  we  have 
no  control,  and  concerning  which  we  have 
very  little  information.  For  example,  in  a 
time  like  this,  when  the  normal  worker  can 
not  secure  a position,  the  handicapped  worker 
finds  it  even  more  difficult  to  secure  em- 
ployment. 

Finally,  it  is  my  belief  that  functional  loss, 
physiological  loss,  lends  itself  most  readily 
to  measurement,  and  to  answering  those  in- 
terrogatories which  were  concerned  in  deter- 
mining the  disability  in  terms  of  reduced  earn- 
ing capacity. 

Now,  here  again  we  must  pause  for  an- 
other definition.  By  function,  I may  mean 
something  else.  Function  in  the  extremities, 
for  example,  is  not  synonymous  with  motion 
at  all;  motion  is  only  one  component  or 
one  element  that  goes  to  make  up  the  func- 
tion of  an  extremity.  The  power  of  the 


muscles  is  also  an  important  consideration. 
And,  finally,  coordination  and  control  from 
the  brain  is  an  important  factor.  For  a long 
time  I was  of  the  opinion  that  a right-handed 
man  had  more  strength  in  his  right  hand  than 
in  the  left,  but  a little  study  will  convince 
you  that  the  difference  in  the  two  is  not  in 
strength  but  in  coordination.  A right-handed 
man  has  more  control  over  his  right  hand 
than  over  the  left.  We  can  take  a right- 
handed  man  and  teach  him  to  write  with 
his  left  hand  in  six  weeks.  That  is  only  a 
matter  of  practice  and  control  and  education. 

Now,  these  three  elements  go  to  make  up 
the  function  of  one  part  of  the  upper  arm. 
You  will  find  that  your  arm  is  composed  of 
two  units,  the  compound  lever,  represented 
by  the  bones  and  joints  of  the  arm  which 
permits  the  second  unit,  or  hand,  to  gain 
access  to  objects.  The  function  or  usage  of 
the  hand  unit  is  different  from  that  of  the 
arm  radical  or  arm  unit  in  that  the  hand  is  a 
tool  and  the  arm  is  a compound  lever. 

Some  of  the  ordinary  types  of  apparatus 
that  might  be  used  in  measuring  these  ele- 
mentary components  of  function  are  gonio- 
meters, arthrometers,  hinged  protractors  and 
compound  protractors  which  help  to  deter- 
mine the  range  of  motion  of  the  joints. 
By  the  use  of  this  compound  protractor,  we 
can  summate  the  motions  in  the  individual 
joint  and  compare  them  to  the  joints  of  the 
respective  finger  on  the  other  hand.  For 
determining  strength  one  may  use  an  ordi- 
nary spring  dynamometer.  This  is  a very 
inefficient  and  inaccurate  instrument.  I have 
tested  it  out  with  a large  number  of  cases  and 
found  such  variations  of  readings  that  I have 
given  it  up  entirely.  For  example,  in  two 
non-litigation  cases,  one  was  a man  who  was 
dying  from  amyloid  changes  as  a result  of 
tuberculosis,  he  gave  me  the  highest  rating; 
and  the  second  was  a man  who  was  a truck 
driver,  a large  strong  man,  and  who  gave  me 
the  lowest  rating.  The  readings  depend  so 
much  upon  voluntary  control  that  they  are 
ineffective  in  the  laboratory.  Because  of  this 
fact,  we  resort  to  the  use  of  spring  balances. 
This  was  devised  by  Martin  and  Lovett,  and 
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is  used  in  such  cases.  It  was  used  in  1916 
in  a large  series  of  infantile  paralysis  cases 
in  Vermont,  and  found  to  be  a very  effective 
instrument  in  determining  the  strength  of 
very  weak  muscles.  It  is  a valuable  instru- 
ment in  that  the  voluntary  control  of  the  pa- 
tient’s muscles  is  minimized.  The  patient 
does  not  pull  actively.  He  resists  the  pull 
of  the  operator  as  described  in  my  next  slide. 

Here  you  see  the  nurse  pulling  on  the  arm 
(Indicating  slide)  and  the  patient  resisting 
the  pull.  Three  or  four  readings  are  taken 
and  the  average  is  used  as  an  index  of  the 
muscular  strength  of  that  group  of  muscles. 

Next,  Martin  has  recorded  a series  of  rela- 
tive strengths  of  the  various  muscle  groups 
of  the  upper  extremities,  and  you  will  find 
that  an  examination  of  your  patient  whll  con- 
form very  closely  to  those  percentages.  If 
they  do  not  conform  either  the  reading  has 
not  been  done  properly,  or  the  patient  has  not 
been  cooperative. 

Now,  I have  shown  you  the  measurement 
of  motion,  measurement  of  strength,  and, 
third,  as  a factor  for  measurement  is  coordi- 
nation. There  are  a great  many  tests  that  can 
be  used;  psychologists  are  responsible  for  a 
large  number  of  tests  such  as  these  (indicat- 
ing). The  target  test  is  a little  simple  one. 
Another  one  is  the  peg-hole  test.  The  indi- 
vidual places  a certain  number  of  pegs  in 
round  holes  in  a specified  time,  and  that  is 
compared  to  the  other  hand. 

The  technique  of  estimation  is  as  follows: 
An  equal  value  is  given  to  the  three  major 
joints  of  the  arm,  the  shoulder,  elbow  and 
wrist.  We  have  been  arbitrary  because  we 
do  not  know  w^hlch  of  the  joints  are  of  the 
greatest  usefulness  for  the  routine  pursuits  of 
life,  even  though  we  may  know  it  for  a 
specific  vocation.  We  do  not  know  it  for  all 
the  various  industrial  pursuits,  so  we  must 
start  with  an  arbitrary  principle  of  giving  an 
equal  value  to  each  of  the  joints.  These  are 
the  shoulder  joint,  the  elbow  joint,  and  the 
wrist  joint.  We  give  each  a value  of 
33  1/3%.  If  a man  has  a fracture  to  the 
upper  end  of  the  humerus,  and  we  determine 
that  his  arm  will  only  come  up  90  degrees 


instead  of  having  a complete  elevation  of 
] 80  degrees,  he  has  a loss  of  50%  of  one  arc 
of  movement — a loss  of  50%  of  33  1/3%; 
a loss  of  17%;  of  motion  in  that  range.  The 
external  rotation  may  be  limited  as  well  as 
internal  rotation;  the  forward  flexion  may  also 
be  limited.  The  range  of  motion  which  is 
limited  to  the  largest  extent  is  taken  as  an 
index  of  the  limited  range  of  motion  for  the 
entire  joint.  For  example,  if  there  was  a 
reduction  of  50%  of  forward  flexion;  15% 
in  extension;  10%  in  external  rotation,  the 
50%  loss  is  used  as  an  index  for  the  total 
loss  of  motion  in  that  shoulder.  So  we  have 
50%  of  33  1/3%,  or  17%.  We  then  test 
the  strength  of  the  arm  radical  with  the  spring 
balance  and  coordination  with  the  peg  hole 
test. 

The  hand  radical  is  next  examined.  The 
function  of  the  hand  may  be  compared  to  a 
pair  of  pliers  and  a hook.  Through  the 
ability  of  the  thumb  to  touch  the  tips  of  each 
finger,  the  hand  acts  as  a pair  of  forceps.  Now 
these  mechanical  motions  may  again  be  crys- 
tallized into  three  essential  functions  of  this 
tool,  namely,  the  grasping  power  for  small 
objects  between  the  folds  of  the  fingers,  the 
grasping  power  for  large  objects  between  the 
fingers  and  the  palm,  and  the  opposition  be- 
tween the  thumb  and  the  tips  of  the  fingers. 

Now,  here  again  we  ascribe  an  equal  value 
to  those  three  functions.  If  a man  loses  the 
ability  to  grasp  small  objects  between  the 
folds  of  his  fingers,  he  has  lost  one-third  of 
the  function  of  the  hand  unit.  If  he  has  lost 
the  ability  to  grasp  large  objects  due  to  frac- 
tures or  other  injuries,  disabilities  related  to 
the  fingers,  he  has  lost  one-third  and  he  is 
unable  to  place  his  thumbs  to  the  tip  of  each 
of  his  fingers.  This  function  of  opposition, 
however,  we  know,  is  slightly  more  important 
than  the  other  two  functions,  because  it  can 
substitute  for  these  other  functions  to  a slight 
extent.  However,  for  practical  purposes,  we 
ascribe  an  equal  value  to  the  three. 

Now,  for  a few  illustrative  cases.  You  saw 
before  that  the  arm  radical,  in  this  compound 
lever,  had  a disability  of  17%  in  motion, 
11%  in  strength,  and  7%  in  coordination. 
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Here  again  we  arbitrarily  take  the  larger  dis- 
ability as  the  disability  of  the  arm  radical. 

Now,  we  have  a fracture  of  the  head  of 
the  radius  with  possible  impairment  of  flexion 
and  extension  of  the  elbow,  and  some  weak- 
ness in  the  arm.  We  find  the  disability  of 
the  arm  radical  to  be  24%.  In  the  hand 
radical,  however,  there  is  no  impairment  in 
any  way.  There  is  no  limitation  of  grasping 
ability  of  the  folds  of  the  fingers  against 
themselves,  or  against  the  palm  or  opposition. 
There  is  no  disability  at  all  in  the  hands.  But 
there  is  a disability  in  the  arm  radical  unit. 
On  the  assumption  that  the  strength  of  a 
chain  is  no  greater  than  the  weakest  link,  the 
disability  of  the  entire  arm  depends  on  the 
larger  disability  of  either  radical.  The  frac- 
ture or  injury  to  the  head  of  the  radius  with 
poor  position  is,  therefore,  a 24%i  loss  of  use 
of  that  arm. 

As  I told  you  before,  the  schedules  in  the 
workmen’s  compensation  acts  say  nothing 
about  back  injuries,  head  injuries,  chest  in- 
juries, and  so  on,  and  yet  we  are  charged  with 
the  responsibility  of  estimating  in  all  those 
cases.  Now,  estimating  back  injuries  or  head 
injuries  is  a very  difficult  problem,  because 
we  have  not  the  comparative  basis  that  we 
have  with  the  extremities;  and,  secondly, 
there  is  such  a wide  variation  in  motion  and 
muscular  strength  in  a large  group  of  indi- 
viduaJs  that  we  find  it  difficult  to  decide  what 
is  normal. 

For  example,  you  see  here  a man  with  a 
fairly  good  range  of  motion  in  the  spine,  and 
here  you  see  a man  with  his  spine  in  sort  of  a 
high-diving  position.  Here  you  see  changes 
in  the  spine  or  limitation  of  motion  in  the 
spine  due  to  arthritic  or  hypertrophic  changes. 
In  a large  group  of  individuals  it  is  almost 
impossible  to  arrive  at  any  norm.  In  the 
beginning,  we  found  the  problem  so  difficult 
that  we  simply  left  it  to  a referee  for  estima- 
tion, because  our  guesses,  or  so-called  esti- 
mate was  no  better  than  that  of  the  referee. 

opened,  however,  a workshop,  where  men 
with  injuries  other  than  of  the  extremities 
would  come  for  a period  of  observation,  where 


we  could  observe  them  doing  and  performing 
manual  work.  The  shop  consisted  of  a car- 
penter shop,  printing  shop,  show-card  writ- 
ing shop,  loom-making,  and  a few  other  items. 

Here  we  can  start  the  individual  and  watch  _ 
the  process,  letting  him  cut  out  toys  with  a | 
coping  saw.  We  graduate  him  up  till  he  is 
able  to  perform  what  we  call  standard  tasks,  ■ 
using  hammers,  saws,  and  files,  until  finally  I 
he  is  doing  heavy  carpentry  work,  climbing 
ladders,  lifting,  and  various  other  sorts  of 
work.  We  have  classified  the  three  grades  of 
work  into  three  kinds,  and  ascribe  a value  in  , 
accordance  with  the  amount  of  work  a man  j 
can  do.  Persons  with  head  injuries,  back  in-  [ 
juries,  injuries  to  the  kidney,  chest  injuries, 
or  abdominal  injuries  are  kept  under  close  1 
scrutiny  and  observation  so  we  can  actually  I 
determine  to  just  what  exact  extent  of  the  'j, 
man’s  capacity  for  work  has  been  impaired.  ^ 
It  is  a laboratory  for  estimating  and  deter-  f 
mining  the  man’s  working  capacity.  Fortu-  | 
nately  a man  comes  in  with  a serious  disa-  v 
bility  such  as  a fractured  spine  and  finds,  to  i 
his  own  astonishment,  that  he  can  perform  ' 
a larger  degree  of  work  than  he  expected.  We 
had  one  man  who  had  a fractured  skull  and  j 
a fractured  hip.  Following  his  fractured 
skull  he  developed  convulsive  seizures  that 
required  hospitalization  in  an  institution  for 
epileptics  for  a period  of  six  years.  Gradually 
the  convulsions  subsided  with  the  use  of 
sedatives,  and  were  reduced  to  one  every  two 
weeks.  This  man  was  brought  to  our  curative 
work  shop  to  determine  just  what  working- 
capacity  he  had.  He  had  already  received  an 
award  of  100%  total  permanent  disability. 
He  was  in  the  shop  for  a period  of  several 
months.  During  that  time  he  gradually 
ac(]uainted  himself  with  the  different  work 
operations  in  the  shop,  and,  after  a period  of 
eight  months,  we  were  able  to  place  him  as  a 
telephone  operator  temporarily  in  a chemical 
plant,  making  $25  a week,  and  later  got  a 
job  for  him  as  cashier  in  a restaurant. 

We  had  another  case  of  a man  who  sus- 
tained a severe  head  injury  and  had  a de- 
compression operation,  and  for  eleven  years 
was  unable  to  work,  because  of  a severe 
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ataxia.  We  brought  him  into  this  shop  and 
placed  him  at  a seated  task,  and  finally  were 
able  to  keep  him  standing  for  six  hours  a day 
doing  all  sorts  of  heavy  carpentry.  The  man 
at  one  time  was  a musician,  and  hence  had  a 
desire  to  go  back  into  musical  work.  We 
later  secured  a position  for  him  as  assistant 
instructor  in  one  of  the  local  schools  for  crip- 
pled children.  That  is  only  one  example.  We 
have  any  number  of  cases  that  started  with 
severe  disability,  and  after  a period  in  the 
work  shop  decided  for  themselves  that  they 
could  work,  and  that  they  had  a reasonable 
degree  of  working  capacity. 

Now,  psychoneuroses  are  so  benefitted  by 


this  treatment  that  a man  who  looks  to  be 
lOO'.r  disabled  when  he  first  comes  in,  finds 
himself  to  be  completely  able  to  work  after 
varying  periods  of  time.  My  experience  with 
the  psychoneurotic  cases  leads  me  to  the  con- 
clusion that  the  large  majority  of  them  get 
well,  particularly  after  settlement.  As  to  the 
amount  of  the  settlement,  it  does  not  matter, 
as  long  as  the  litigation  is  definitely  disposed 
of.  However,  there  are  some  patients  who  do 
not  get  well  following  the  termination  of  the 
litigation.  I.ump  sum  payments  do  not  help 
them.  In  those  cases  something  else  exists 
which  is  responsible  for  the  symptoms. 

(1060  broad  Street.) 


A STUDY  OF  SADISM  * 


By  John  E.  Winter,  Ph.I). 

Head  Dept,  of  Psychology,  Tl'.  la.  University 
Morgantoicn,  IV.  Va. 


'^HERE  are  at  least  two  phases  of  medicine 
that  are  of  interest  to  the  psychologist, 
and  through  which  the  psychologist  can  make 
some  contribution  to  medicine,  law,  religion, 
and  education.  These  phases  are  neurology 
and  physiology. 

Hysteria  will  serve  as  an  example  of  a 
neurological  situation  induced  by  a psycho- 
logical factor.  In  many  cases  the  cure  of 
hysteria  has  been  brought  about  through 
psychological  means.  Hypnotism  wTlch  is 
closely  allied  to  hysteria  (at  least  according 
to  Charcot  and  Janet)  also  involves  both 
neurology  and  psychology. 

From  the  standpoint  of  physiology  I may 
call  attention  on  the  one  hand  to  the  re- 
searches of  the  late  Dr.  House,  of  Texas, 
with  his  “truth  serum,”  or  scopolamin,  by 
means  of  which  he  was  able  to  secure  true 
confessions  regarding  crimes  from  criminals 
who  in  their  normal  physiological  condition 
resisted  all  attempts  to  have  the  truth  ex- 
tracted from  them.  Contemporaneously  with 
the  work  of  Dr.  House  I may  cite  what  has 

* Read  before  the  Kanawha  Medical  Society,  at  Charleston,  on 
October  1 1.  1932. 


been  of  deeper  Interest  and  more  extended 
experimentation,  namely,  the  detection  of 
lying  in  the  giving  of  testimony  by  means  of 
significant  changes  in  the  blood  pressure  and 
breathing,  through  the  use  of  the  pneumo- 
graph and  sphygmograph.  Here  we  have  an 
interesting  combination  of  three  professions — 
a union  of  medicine  and  psychology  in  the 
solution  of  a problem  of  law. 

Another  field  often  involving  these  three 
professions  is  that  of  the  perversions,  such  as 
sadism,  masochism,  and  exhibitionism.  Sadism 
is  perhaps  the  most  common  among  these, 
and  there  are  many  notorious  examples  of  it 
such  as  the  Loeb-Leopold  case,  the  Harry  K. 
Thaw  case  (in  its  later  stages),  the  Hickman 
case,  and  the  Powers  case.  The  Powers  case 
is  of  unusual  interest  to  us  since  it  took  place 
within  our  own  state  and  was  of  such  virulence 
and  atrocity  as  to  challenge  human  expla- 
nation. 

We  have  called  this  type  of  behavior 
“sadism.”  But  when  we  give  a crime  a name 
and  classification  we  have  not  thereby  ex- 
plained it.  We  must  seek  further  for  the 
hidden  sources  of  the  overt  act, — the  motives 
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and  powerful  impulses  that  impel  or  compel 
the  abnormal  behavior. 

According  to  Kraft-Ebing,  a prominent 
authority  in  the  psychology  of  sex,  sadism  is 
the  impulse  to  cruel  and  violent  treatment  of 
the  opposite  sex,  and  the  coloring  of  the  idea 
of  such  acts  with  lustful  feeling.  This  cruelty 
may  take  the  form  of  a desire  to  humiliate, 
hurt  or  even  destroy  or  kill  others  in  order 
to  create  sexual  pleasure  for  the  perpetrator. 
Other  and  milder  forms  of  this  tendency  ap- 
pear in  the  tendency  to  bite,  pinch  and  fight 
the  victim.  At  times  the  punishment  may  be 
inflicted  by  the  perpetrator  upon  himself,  in 
which  case  the  behavior  is  called  masochism, 
but  in  the  latter  case,  as  in  the  former,  the 
perpetrator  is  supposed  to  experience  a pe- 
culiar sexual  pleasure.  Perversions  of  this 
type  are  not  of  recent  origin,  but  have  existed 
throughout  the  centuries.  For  example,  the 
Csesars — Nero  and  Tiberius — took  delight  in 
having  youths  and  maidens  slaughtered  be- 
fore their  eyes,  and  it  was  not  uncommon  for 
them  to  light  up  the  arena  at  night  by  means 
of  human  torches  made  by  soaking  live  human 
beings  in  tar  and  oil  and  setting  their  flaming 
bodies  up  on  posts.  The  shrieks  of  pain  on 
the  part  of  the  unhappy  victims  only  added 
to  the  lustful  pleasure  of  the  occasion. 

There  are  traces  of  sadism  in  various  re- 
ligious practices,  such  as  sacrificing  animals 
or  even  human  beings,  persecutions,  the  ex- 
cessive appeal  to  the  doctrine  of  hell  fire,  and 
the  ultra-puritanical  suppression  of  even 
harmless  pleasure.  Traces  of  masochism  are 
seen  in  self-mutilation,  excessive  penance, 
voluntary  martyrdom,  asceticism,  resignation, 
self-abnegation,  and  celibacy. 

A rehearsal  of  the  strange,  excessi\'e,  and 
revolting  form  of  behavior  such  as  was  mani- 
fested in  the  Powers  case  might  easily  lead 
one  to  the  conclusion  that  the  criminal  is  in 
a class  by  himself,  sharply  separated  from 
the  mass  of  normal  or  law-abiding  indi- 
viduals. But  with  such  a conclusion  the  facts 
do  not  agree.  The  instinctive  and  emotional 
tendencies  that  lie  at  the  root  of  these  exces- 
sive practices  are  the  common  heritage  of  all 


mankind.  The  difference  between  the  sadist 
and  the  normal  individual  is  one  of  degree, 
not  of  kind.  We  may  differentiate  roughly 
three  degrees  of  development  of  any  ten- 
dency, and  call  them  hypo,  normal,  and  hyper 
development.  In  normal  life  each  sex  de- 
velops certain  tendencies  and  attitudes.  What 
men  are  impelled  to  give,  women  are  im- 
pelled to  receive.  Display  of  physical  force, 
for  example,  is  characteristic  of  one  sex,  and 
submission  to  it  characteristic  of  the  other. 
Even  the  struggle  against  force  on  the  part 
of  the  normal  female  is  but  an  attempt  to 
heighten  the  pleasure  of  submission  a moment 
later.  In  certain  cases  submission  is  abject 
and  complete  and  tends  in  the  direction  of 
the  abnormal.  Not  long  ago  a university  stu- 
dent, an  estimable  young  woman,  who  was 
deeply  in  love  with  another  student  but  who 
had  not  yet  succeeded  in  winning  for  herself 
his  admiration,  stated  that  if  she  could  only 
have  the  affection  of  this  young  man  she 
would  just  enjoy  having  him  trample  on  her 
prostrate  body.  From  apparently  reliable 
sources  we  also  have  the  interesting  informa- 
tion that  the  women  in  the  interior  districts 
of  Russia  still  enjoy  being  whipped  by  their 
husbands.  Their  love  and  admiration  for  their 
husbands  seem  to  thrive  on  rough  and  cruel 
treatment. 

Brill  gives  us  another  interesting  sidelight 
on  the  relation  of  the  normal  to  the  abnor- 
mal. To  quote — “It  is  well  known  that  chil- 
dren, unlike  normal  adults,  like  to  show 
themselves  naked.  This  performance  is  tech- 
nically called  exhibition.  Shame  is  a matter 
of  education  and  must  be  taught.  Cruelty  is 
also  common  in  childhood.  It  is  self-evident 
that  these  two  practices  are  closely  connected 
with  sex.  When  these  impulses  are  properly 
inhibited  and  developed  the\'  lead  to  the  de- 
velopment of  modesty  and  sy  mpathy.  But  it 
is  seldom  that  these  impulses  are  completely 
inhibited.  They  are  apt  to  manifest  them- 
selves indirectly.  Thus,  persons  inclined  to 
obscene  joking  usually  conceal  a desire  to 
exhibit,  and  persons  with  sadistic  or  cruel 
components  in  their  sexuality  are  most  suc- 
cessful in  wit.” 
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Abnormal  behavior  is  then  simply  excessive 
development  of  normal  impulses.  The  love- 
bite  is  an  instance  that  indicates  that  even 
the  most  terrible  and  repugnant  sexual  per- 
versions are  still  demonstrably  linked  on  the 
phenomena  that  are  fundamentally  normal. 
Sexual  murder,  Including  strangling,  is  but 
an  exaggerated  aspect  of  physical  seizure, 
domination  and  forcible  embrace  of  the  vic- 
tim, which  is  one  of  the  primitive  elements 
of  courtship. 

In  what  we  have  said  thus  far  we  have 
rather  tacitly  assumed  that  the  sexual  im- 
pulse lay  at  the  basis  of  the  particular  crimes 
cited,  and  of  sadism  and  masochism  in  gen- 
eral. It  must  not  be  assumed,  however,  that 
this  view'  is  necessarily  the  authentic  expla- 
nation of  these  forms  of  abnormal  behav'ior. 
Not  all  sadistic  crimes  are  heterosexual.  But 
even  if  w'e  w'ere  to  confine  our  discussion  to 
heterosexual  cases  it  does  not  necessarily  fol- 
low that  because  one  sex  attacks  another  a 
sexual  crime  has  been  committed.  The  mo- 
tive and  the  act  both  may  be  only  remotely 
related  to  sex  or  not  related  at  all.  It  was 
Freud  who  first  interpreted  all  abnormal  con- 
duct, as  w'ell  as  all  normal  conduct,  in  terms 
of  sex,  and  who  inspired  the  authors  quoted 
in  the  earlier  part  of  this  paper. 

Freud  believes  that  sex  manifestations  ap- 
pear in  infancy,  that  at  the  age  of  about  four, 
this  impulse,  or  libido,  becomes  repressed 
among  normal  children  through  cultural  in- 
fluences, and  that  at  the  age  of  puberty  it 
reappears.  In  neurotics  the  repression  of  in- 
fantile sexuality  has  not  been  successful,  and 
abnormal  symptoms  appear  which  form  the 
basis  for  perversions.  Freud’s  conclusion  is 
then  that  perversions  are  of  course  sexual  in 
origin. 

Adler  and  Jung  differ  radically  with  Freud 
in  their  interpretation  of  the  “libido”  which 
Freud  identified  with  sex  energy. 

For  Jung  libido  is  the  urge  of  life  which 
drives  the  individual  on  to  find  adaptation 
and  satisfaction  in  his  surroundings.  Con- 
flicts and  perversions  do  not  depend  so  much 
upon  imperfect  impressions  of  the  sex  im- 
pulse in  childhood  as  in  present  conflicting- 


influences  of  the  various  tendencies  within  the 
individual.  Some  of  these  influences  may  be 
sexual,  but  they  need  not  be. 

Adler’s  conception  of  the  libido  is  that  it  is 
the  energy  by  w'hich  each  individual  is  led 
through  devious  paths  tow'ard  the  goal  of 
complete  mastery  or  masculinity.  Sex  is  rather 
an  incidental  or  accidental  complication  in 
this  process  which  may  color  the  ambitions  of 
the  individual,  but  has  no  dynamic  influence 
in  shaping  his  real  ends. 

I'he  small  boy  who  pulls  wings  off  flies 
or  hangs  the  family  cat  is  not,  in  Adler’s 
opinion,  doing  anything  sexual,  but  in  later 
life  when  sex  function  has  developed  it  may 
become  complicated  by  this  childish  tendency 
to  cruelty  to  such  an  extent  that  a sadistic 
perversion  arises. 


FOREIGN  BODIES 

“f  ishing  in  Food  and  Air  Passages”  is  the  duty 
of  the  doctor  who  is  confronted  by  a patient  suffer- 
ing from  a foreign  body  accident  in  the  throat. 
Many  a strange  haul  is  made  w-hen  the  physician 
angles  for  foreign  bodies.  Safety-pins,  common 
pins,  coins,  jewelry,  hardware,  foods,  bones,  cake- 
candle  holders  and  ev'en  a cap  from  a catsup  bottle 
have  been  among  the  items  in  the  physician’s  catch. 

Drs.  Chevalier  Jackson  and  Chevalier  L.  Jack- 
son  in  the  January  Hygeia  emphasize  the  point  that 
children  get  foreign  bodies  into  their  throats  through 
imitating  older  persons.  It  is  only  natural  for  chil- 
dren to  put  coins  in  betw'een  their  teeth  if  mother 
does  so  or  to  keep  safety-pins  in  their  mouths  while 
dressing  dolls  if  mother  dresses  the  children  in 
like  manner. 

When  the  child  is  sleeping,  dozing,  running, 
jumping,  laughing,  crying  or  sobbing,  it  is  extremely 
dangerous  to  have  in  the  mouth  any  substance  that 
may  be  swallowed  or  inhaled.  Carelessness  in  ac- 
tivities of  this  kind  has  caused  many  foreign  body 
accidents. 

In  older  persons,  hasty  eating  with  little  masti- 
cation produces  many  foreign  body  accidents.  Even 
though  the  butcher  is  careless  in  breaking  a bone 
and  the  housewife  is  careless  in  preparing  food,  no 
one  should  swallow  food  so  rapidly  that  the  object  is 
not  detected  in  the  mouth. 
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MARITAL  MALADJUSTMENTS  AS  THEY  AFFECT 
THE  PHYSICIAN  * 


By  James  S.  Klumpp,  M.D.,  F.A.C.S. 
Huntington,  IV.  Va. 


FAR  as  I am  aware,  no  discussion  relating 
to  this  subject  has  ever  been  presented 
before  this  society.  We  have  been  sated  with 
the  pros  and  cons  of  medical  and  surgical 
treatment  of  peptic  ulcer,  gall  bladder  disease, 
syphilis,  tuberculosis,  and  other  factors  in  the 
super-structure  of  medicine,  but  nothing  is 
said  of  the  fundamentals  which  underlie  all 
human  activities.  Someone  has  very  well 
said  that  of  all  vital  questions,  there  is  none 
more  important  than  an  understanding  of  the 
acts  and  processes  that  insure  the  perpetua- 
tion of  the  human  race.  There  is  no  topic 
whose  interest  is  at  once  more  humanly  uni- 
versal and  more  acutely  personal,  and  at  the 
same  time,  none  of  which  wise  advice  is  more 
needed,  especially  in  view  of  the  appalling 
blunders  and  follies  man  has  committed  in 
all  times  and  lands  under  the  pitiless  sway  of 
blind,  wanton  impulse. 

During  the  four  years  past  I have  had  a 
certain  definite  interest  in  the  various  factors 
in  the  sexual  side  of  marriage.  This  study 
has  included  the  records  of  my  own  practice, 
those  of  other  interested  physicians  and 
clinics,  and  also  data  secured  from  diflFerent 
welfare  agencies  and  members  of  the  legal 
profession,  who  are  in  actual  contact  with 
the  end-product  obtained  from  the  improper 
treatment  of  these  problems. 

I am  firmly  convinced  that  a large  portion 
of  the  lilame  for  such  circumstances  may  well 
be  placed  at  the  doorstep  of  our  profession. 
You  may  (]uestion  the  propriety  of  such  a 
belief,  or  accusation,  if  you  prefer,  and  ask 
what  connection  exists  between  such  problems 
and  the  practice  of  medicine,  "^'our  answer 
can  easily  be  obtained  by  a mental  review  of 
the  responsibilities  which  the  conscientious 
physician  assumes  toward  the  laity.  There 
are  two  primary  factors  in  the  human  make- 

* Ke.id  before  the  Medical  Review  Society.  Huntington,  December 
1.  1932. 


up  which  govern  every  activity  of  our  lives; 
they  are  self-preservation  and  procreation.  If 
the  physician,  through  his  professional  obli- 
gation, must  use  every  possible  measure  to 
preserve  life,  why  should  he  not  be  equally 
obligated  to  assume  the  role  of  mentor  and 
advisor  in  problems  relating  to  procreation? 
The  subject  has  a sociologic,  economic,  and 
physiologic  aspect,  so  we  must  be  part-time 
sociologists,  economists,  and  physiologists  in 
dealing  with  the  problems  of  preservation  and 
procreation;  one  of  which  preserves  the  in- 
dividual, and  the  other  the  race.  Racial 
preservation  is  more  urgent  than  individual 
survival,  therefore  the  urge  of  sex  is  stronger 
than  hunger  or  fear.  In  civilization  we  may 
daily  observe  that  human  beings  expose  them- 
selves to  all  possible  dangers  and  difficulties 
in  order  to  satisfy  this  imperious  urge  even 
to  the  sacrifice  of  life  itself.  If  we,  as  phy- 
sicians, both  in  the  past  and  during  the  pres- 
ent, have  qualified  ourselves  as  competent 
advisors  in  the  preservation  of  life,  why  are 
we  not  as  fully  obligated  to  familiarize  our- 
selves with  the  proper  means  for  keeping  the 
other  primary  instinct  on  a rational  basis,  for 
ourselves,  as  well  as  the  patient?  However, 
we  can  not  teach  that  with  which  we  are  un- 
familiar, and  God  knows  that  if  our  knowl- 
edge of  general  medicine  and  therapeutics 
were  as  scanty  as  our  knowledge  of  sex  and 
its  problems,  our  fiatients  would  be  placed  and 
kept  in  a very  precarious  position.  We  have 
been  consulted  on  several  occasions  by  phy- 
sicians and  their  wives  regarding  their  indi- 
vidual problems.  This,  together  with  knowl- 
edge gained  from  many  other  sources,  is  cer- 
tain proof  of  the  need  for  awakening  our- 
selves to  the  rather  appalling  conditions  in 
which  a large  percentage  of  men  and  women 
attempt  to  live  a happy  and  normal  married 
life. 
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In  \’an  dc  \’dde’s  excellent  treatise  on 
Ideal  Marriage,  we  read  that  marriage  is  in- 
dispensable to  the  social  order  and  absolutely 
necessary  in  the  interests  of  children.  It  offers 
the  only  security  for  the  woman,  and  pro- 
vides the  best  background  for  usefulness  and 
efficiency  for  man,  through  his  recognition  of 
the  responsibilities.  Its  greatest  peril  is 
satiet)’,  weariness  and  ennui,  and  the  resulting 
alienation  through  which  the  woman  suffers 
more  acutely  than  her  partner,  who  can  seek 
refuge  in  his  work,  whereas,  her  nature,  more 
exclusively  emotional,  is  dependent  on  per- 
sonal relationships.  The  loneliness  of  mind 
and  heart  to  which  a man  can  condemn  his 
wife  is  much  more  painful  and  imperious 
than  tyranny  or  brutality,  which  public 
opinion  so  decisively  reprobates.  Woman 
stands  far  better  any  regrettable  ph\'sical 
maltreatment  than  she  does  absolute  neglect. 
A most  effective  defense  against  ennui,  out- 
side the  sexual  sphere,  is  a strong  mutual 
interest  in  some  object  that  appeals  to  both 
with  equal  force,  whether  it  be  the  playing  of 
bridge,  the  cultivation  of  flowers,  collection  of 
stamps,  or  whatever  you  will. 

If  we  accept  this  premise,  we  must,  at  the 
same  time,  decide  whether  we  should  also 
condone,  by  our  neglect,  the  unhappiness  and 
misery  which  result  from  ignorance  of  the 
fundamentals  of  marital  science,  or  whether 
we  shall,  by  giving  of  constructive  advice, 
help  in  rebuilding  these  shattered  lives,  and 
also  act  as  media  of  proper  advice  for  the 
young  people  who  are  making  a start  in  mar- 
riage. They  do  not  realize  the  swirling  cur- 
rents of  despair,  or  the  reefs  of  regret  and 
self-pity  which  await  the  unw'ary  pilot,  and 
only  too  often  make  of  marriage  a broken 
wreck. 

Marriage  both  concedes  and  demands,  and 
no  matter  how  long  the  courtship,  there  must 
be  a certain  period  of  adjustment,  covering 
the  first  one  or  two  years,  in  which  the  man 
and  wife  really  obtain  an  intimate  knowledge 
of  each  other’s  real  character,  and  reaction 
to  changing  conditions.  It  is  during  this  pe- 
riod that  they  must  learn  to  give  and  take, 
conceding  different  customs  or  habits  and  ac- 


quiring others,  so  that  the  ultimate  state  will 
be  pleasant  and  satisfactory  to  both.  If  the 
marriage  can  survive  this  initial  phase,  the 
chances  for  a life-time  success  are  immeas- 
urably increased.  I feel  that  there  should  be 
no  sought-for  pregnancy  during  the  first  year 
of  marriage,  because  the  addition  of  a third 
member  to  the  family  often  complicates  the 
procedure  of  adjustment  and  might  be  the 
means  of  holding  people  together  for  a life 
time  of  abuse  and  miser\',  who  would  be  bet- 
ter oft  if  freed  from  their  shackles  and  allowed 
to  seek  more  congenial  marital  conditions. 
The  adjustment  of  wife  to  husband,  and  hus- 
band to  wife,  is  a serious  condition  in  itself 
and  should  not  be  complicated  by  the  conces- 
sions necessary  to  childbirth.  It  is  during  the 
early  months  of  marriage  that  sins  of  omis- 
sion or  commission  are  first  planted,  which,  if 
not  promptly  weeded  out,  insidiously  replace 
the  normal  activities  of  marriage  with  mal- 
practices in  thought  and  action,  which  can 
only  end  in  unhappiness  and  dissatisfaction. 

There  must  be  constant  thought  of  the 
other  partner.  The  man  and  wife  who  treat 
each  other  with  consideration  and  courtesy, 
blended  together  by  common  sense,  need  not 
fear  marriage. 

However,  the  strongest  mental  link  in  nor- 
mal married  life  is  the  mutual  interest,  love 
and  care  for  the  children  they  have  them- 
selves produced.  The  gynecologist  has  fre- 
quent occasion  to  meet  the  frustrated  woman 
for  whom  barrenness  means  a shattered  hap- 
piness. He  also  knows  how  many  marriages 
are  wrecked  entirely,  and  only,  because  of  the 
fear  of  unwanted  pregnancies.  Sex  is  the 
foundation  of  normal  marriage,  yet  most  of 
us  do  not  understand  its  A B C’c.  How,  then, 
can  we  act  as  advisors  to  the  laity,  wTen 
through  a misguided  sense  of  reticence  and 
prudishness,  we  fail  either  to  know  or  to  act. 
The  layman  has  no  realization  of  his  de- 
ficiency. The  average  man,  of  average 
potency,  who  performs  his  conjugal  duties  at 
regular  intervals,  and  with  physiologic  satis- 
faction to  himself,  imagines  he  has  met  all 
the  requirements  a wife  can  make.  And  if 
she  is  not  satisfied,  and  remains  in  a constant 
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state  of  suspended  gratification,  the  husband, 
either  with  regret  or  indignation,  puts  her 
down  as  a sexually  frigid  type,  and  sooner  or 
later  drifts  away  from  his  own  bedside  into 
other  apparently  greener  pastures.  And  this 
phenomenon  occurs  in  far  too  many  instances 
in  our  supposed  era  of  civilization  and  en- 
lightenment! Only  too  often  the  supposedly 
beautiful  sacrament  of  marriage  is  but  a form 
of  legalized  prostitution,  with  one  exception, 
— the  street-walker  has  an  unlimited  clientele, 
and  collects  the  cash  in  advance. 

Then  we  have  another  too  common  state 
of  affairs, — if  the  man  has  been  fortunate 
enough  to  wed  a woman  of  more  spontaneous 
temperament  who  is  obviously  not  indifferent 
to  the  marital  rites,  and  if  those  rites  occur 
in  a monotonous  schedule  with  no  varieties 
of  local  or  general  stimulation — satiety  is 
bound  to  intrude  into  the  consciousness  of 
both  within  a very  few  years.  Inasmuch  as 
variety  is  the  only  relief  for  monotony,  the 
sexually  illiterate  male  or  female  seeks  the 
variation  by  means  of  another  individual 
rather  than  in  a change  of  tactics  with  the 
marital  partner.  The  so-called  normal  male 
fails  to  realize  that  there  are  numberless  deli- 
cate modifications  of  the  sexual  act  lying 
strictly  within  the  bounds  of  normality  with 
which  to  vary  the  monotonous  routine,  which 
may  well  be  expressed  by  the  old  saying, — 
“On  again,  oflF  again,  Finnegan.”  Or  if  he 
guesses  the  truth,  his  ignorance  leads  him  to 
class  there  variations  as  evidences  of  de- 
generacy or  debauchery,  for  he  fails  to  re- 
alize that  what  is  physiologically  sound  is 
also  ethically  sound.  He  thinks  his  wife  is 
far  above  that  sort  of  thing,  leaves  her  more 
and  more  to  herself,  seeks  the  diversity  of 
stimulation  outside  the  home,  and  only  too 
often  ends  in  real  debauchery  as  a conse(]uence. 

With  a very  small  amount  of  thought,  we 
can  all  realize  the  presence  of  the  conditions 
above  noted  which  occur  in  the  married  life  of 
people  from  all  stages  of  life.  The  crimi- 
nality of  our  profession,  however,  lies  more 
in  the  fact  that  we  neglect  to  lift  a helping- 
hand  to  these  unfortunates,  who  in  a majority 
of  instances,  are  only  too  glad  to  be  led  out 


of  their  ignorant  state.  We  can  not  help  but 
realize  that  two  things  alone  are  the  cause 
of  most  of  the  marital  unhappiness  which  is 
filling  our  divorce  courts, — they  are  ignorance 
and  false  modesty.  These  people  are  com- 
pletely ignorant  of  the  essential  facts  of 
marital  science,  and  their  false  sense  of 
modesty  and  pride  often  keep  them  from 
seeking  help,  although  the  breaking  down  of 
this  wall  of  reserve  by  the  diplomatic  phy- 
sician will  develop  a feeling  of  confidence  on 
the  patient’s  part  and  a cooperativ^e  spirit  in 
correcting  the  condition. 

Let  me  discuss  briefly  the  ways  and  means 
at  our  command  to  combat  this  insidious 
menace.  The  plan  of  battle  here  is  identical 
to  that  used  in  our  battle  against  cancer.  It 
consists  of  two  objectives:  (1)  The  correction 
of  existing  conditions  as  individual  cases  pre- 
sent themselves,  and  (2)  prevention  of 
further  abuse  by  educational  means.  The 
profession  first  and  secondly  the  laity,  must 
be  made  definitely  aware  of  the  fact  that 
marital  happiness  and  success  is  based  upon 
one  factor,  the  proper  understanding  of  the 
physiology  of  sex,  and  that  all  other  factors 
are  purely  secondary.  The  physiologic  proc- 
esses involved  are  well  known  by  us  who 
are  physicians;  it  is  only  in  their  application 
that  we  sin  by  omission,  in  failing  to  recog- 
nize the  symptoms,  whether  gross  or  poorly 
defined,  of  sexual  incompatibility  in  those 
patients. 

I have  in  my  possession  the  complete 
records  of  sixty-eight  women  who  hav^e  been 
referred  during  the  past  fi\'e  months  from 
welfare  workers  for  contraceptiv'e  advice. 
They  are  mostly  all  individuals  who,  before 
our  present  economic  upheaval,  had  incomes 
sufficient  for  the  necessities  and  a few  luxuries 
of  life.  These  incomes  ranged  from  $100 
to  $255  per  month.  The  ages  of  the  patients 
ranged  from  twenty-four  to  forty-sev'en,  with 
an  average  age  of  thirty-six.  Sixty-one  of  the 
sixty-eight  cases  had  unmistakable  evidence 
of  birth  injuries  varying  from  a moderjte 
perineal  relaxation  to  partial  uterine  prolapse, 
with  all  the  intermediary  conditions  such  as 
rectocele,  cystocele,  uterine  displacement,  etc. 
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Of  the  sixty-one  cases,  only  two  or  three  per 
cent  have  had  even  an  occasional  sense  of 
gratirication  with  the  sexual  act,  since  receiv- 
ing the  birth  trauma.  In  sixteen  cases,  or  thirty 
per  cent,  the  patient  felt  that  she  could  be  nor- 
mal in  spite  of  the  physical  conditions,  if  it 
were  not  for  the  fear  of  repeated  pregnancy. 
We  found  that  in  these  sixteen  cases  the  lacer- 
ations or  displacement  was  less  severe  than  in 
the  remaining  forty-three  cases.  Although 
this  is  a comparatively  small  series,  I think 
there  is  definite  evidence  of  the  direct  relation 
of  unrepaired  birth  injuries  to  proper  fulhll- 
' ment  of  the  sexual  act.  In  the  remaining 
se\'en  cases  where  there  was  no  pelvic  pa- 
thology, sexual  satisfaction  was  evidenced  at 
frequent  intervals  in  four  cases  and  only 
infrequently  during  the  week  following  the 
menses  in  the  other  three.  It  is  interesting  to 
note  that  the  average  number  of  years  of 
marriage  in  the  sixty-one  cases,  was  seventeen, 
and  the  average  of  children  born  was  seven 


and  one-half  during  the  seventeen  years.  In 
the  smaller  series  of  more  normal  married 
life,  the  average  duration  of  married  life  was 
eleven  years  and  the  number  of  children  born 
was  three  and  one-fourth  per  marriage.  I 
think  these  figures  will  at  least  make  us  think 
of  the  probable  direct  relation  of  frequent 
pregnancies  and  birth  trauma  to  a diminution 
in  sexual  Impulse.  One  could  go  on  ad  in- 
finitum with  a discussion  of  ways  and  means 
of  helping  these  unfortunate  couples  from  a 
psychologic  and  eugenic  standpoint,  but  a pro- 
longed discussion  would  only  increase  the 
feeling  of  our  responsibility.  Let  me  close 
with  one  thought, — if  men  would  give  to  their 
married  life  one-tenth  of  the  trouble  and 
thought  they  giv'e  to  their  business  or  pro- 
fession, and  if  women  would  give  one-tenth 
of  the  energy  and  thought  expended  in  their 
religious,  social  and  civic  activities,  to  their 
responsibilities  as  wivxs,  the  majority  of  mar- 
riages would  be  happy. 


ANTE-PARTLM  HEMORRHAGE  * 


By  Louis  Harriman  Douglass,  M.D.,  F.A.C.S. 
Professor  of  Clinical  Obstetrics,  University  of  Maryland 
Baltimore,  Md. 


'^HERE  is  nothing  more  alarming  to  both 
the  patient  and  the  physician  than  bleed- 
ing during  pregnancy.  The  woman  usually 
recognizes  that  it  is  a sign  of  gravx  import, 
and  will  almost  always  cooperate  with  her 
physician  and  follow  his  instructions  to  notifv' 
him  at  once  should  she  begin  to  bleed.  Many 
physicians  instruct  their  patients  to  go  to  bed 
immediately  and  to  hav'e  some  one  else  call. 
This  is  an  excellent  idea  and  one  which  all 
of  us  should  adopt. 

From  the  standpoint  of  the  physician, 
bleeding  should  always  be  considered  seriously 
and  must  never  be  disregarded.  The  patient 
requires  careful  attention,  the  cause  must  be 
sought  and  found,  and  the  proper  treatment 
promptly  Instituted. 

* Read  before  the  Eastern  Panhandle  Medical  Society.  September 
14.  1932. 


There  are  sev'eral  causes  of  ante-partum 
hemorrhage,  but  time  permits  that  we  con- 
sider only  a few  of  the  more  frequent  and 
severe.  If,  for  the  purpose  of  convenience,  we 
classify  these  according  to  the  duration  of 
pregnancy  we  find,  first,  bleeding  because  of: 

Abortion. — liere  we  may  hav’e  to  deal  with 
a threatened,  an  inevitable  or  an  incomplete 
abortion.  In  any  one  of  these  three  types  we 
may  hav'e  a serious  and  vxry  rarely  a fatal 
hemorrhage.  I must  disagree  with  the  state- 
ment of  many  obstetricians  and  gynecologists 
that  women  do  not  bleed  to  death  from  abor- 
tions, for  I have  seen  an  instance  in  which 
this  did  happen. 

At  this  point  it  seems  wise  to  remind  you 
that  in  a rupture  of  an  ectopic  pregnancy,  the 
pain  precedes  the  bleeding,  while  in  abortions 
of  uterine  pregnancies  the  revxrse  is  true  and 
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we  have  bleeding  first  and  following  it,  pain. 
This  is  a simple  point  to  remember  and  an 
important  one  from  a diagnostic  view. 

In  the  threatened  abortion,  the  bleeding  is 
usually  mild  and  requires  no  active  treat- 
ment; indeed,  all  of  our  efforts  at  this  time 
should  be  directed  toward  quieting  the  pa- 
tient. In  many,  if  not  the  majority  of  the 
cases  of  threatened  abortion,  treatment  is  of 
no  avail  and  the  condition  passes  over  to  one 
of  inevitable  abortion.  The  bleeding  now  is 
more  severe  and  there  are  many  cases  in 
which  we  feel  compelled  to  interfere  because 
of  this  very  thing,  marked  bleeding.  Should 
such  a condition  arise,  one  should  not  hesi- 
tate, but  should  empty  the  uterus  with  the 
fingers  promptly  and  under  the  most  careful 
aseptic  technique  possible.  Instrumentation 
is  inadvisable  because  of  the  danger  of  per- 
foration of  the  uterus. 

Unless  the  bleeding  is  severe,  however, 
better  results  are  obtained  by  waiting  for  na- 
ture to  complete  the  abortion.  In  the  incom- 
plete abortions,  one  sees  at  times  cases  which 
are  bleeding  severely  and  a manual  removal 
of  the  uterine  contents  is  indicated,  but  again, 
unless  hemorrhage  compels  it,  interference 
should  not  be  attempted  because  of  the 
marked  risk  of  infection.  Sometimes  it  is 
necessary  to  wait  several  days  for  the  uterus 
to  empty  itself,  but  we  are  always  justified 
in  waiting,  and  especially  is  this  true  in  the 
presence  of  an  existing  infection. 

In  f remature  separation  of  the  placenta, 
the  amount  of  bleeding  and  likewise  the 
treatment  depends  largely  on  the  amount  of 
separation.  We  not  infreciuently  see  patients 
who  are  in  labor  and  progressing  normally 
who  have  a small  area  of  placental  separation 
with  a slight  trickle  of  blood.  Here  no  active 
treatment  is  necessary  and  a policy  of  watch- 
ful waiting  should  be  adopted.  I'hey  will, 
almost  without  exception,  deliver  themselves 
spontaneously,  the  placenta  may  be  easily  ex- 
pressed  and  neither  the  mother  or  child  will 
present  any  difficulties. 

Hut  these  are  not  the  real  causes  of  prema- 
ture sejxiration  of  the  placenta,  and  the 
majority  of  the  writers  when  they  mention 


this  subject  have  reference  to  those  unfortu- 
nate individuals  who  have  either  a complete 
or  almost  complete  placental  separation.  This 
is  always  a most  serious  condition,  the  mater- 
nal mortality  being  about  60%  and  the  fetal 
95%.  It  is  extremely  important  that  an  early 
and  correct  diagnosis  be  made  and  the  proper 
treatment  promptly  Instituted. 

The  diagnosis  should  offer  no  great  diffi- 
culty. A woman  in  the  latter  part  of  her 
pregnancy  has  severe  shock  and  prostration 
with  or  without  external  bleeding  and  severe 
pain  in  her  abdomen,  more  or  less  constant. 
Examination  reveals  a tender,  tetanically  con- 
tracted uterus  (sometimes  larger  than  it 
should  be,  if  there  is  concealed  hemorrhage) 
and  absence  of  fetal  heart  sounds.  A ruptured 
uterus  might  give  a somewhat  similar  picture 
hut  with  a little  care  the  differentiation  should 
be  easily  made.  Treatment  consists  of  empty- 
ing the  uterus  in  the  most  conservative  man- 
ner and  as  quickly  as  possible,  conserving 
blood  loss  and  combatting  shock.  One  should 
be  alert  for  post-partum  hemorrhage  and 
should  treat  it  promptly  and  vigorously. 

Conditions  surrounding  the  patient,  the 
amount  of  cervical  obliteration  and  dilatation, 
the  duration  of  pregnancy  and  the  apparent 
separation  are  all  factors  which  decide  the 
method  to  be  employed  in  emptying  the 
uterus.  In  recent  years  the  trend  has  been 
more  and  more  toward  cesarean  sections  and 
published  reports  of  this  method  are  very 
encouraging.  The  maternal  mortality  has 
been  greatly  reduced  by  this  method  of  treat- 
ment and  there  is  much  less  traumatism  as 
well. 

In  placenta  premia  it  is  of  the  greatest  im- 
portance to  remember  that  the  hemorrhage 
is  always  recurrent  and  eventually  fatal  if 
not  treated  promptly  and  properly.  The  first 
hemorrhage  is  usually  slight  and  almost 
always  ceases  in  a short  time.  There  may  be 
several  minor  hemorrhages,  but  it  is  perfectly 
possible  and  frequently  happens  that  the  sec- 
ond hemorrhage  is  the  fatal  one.  There  is  1 
no  reason  for  delaying  treatment  in  placenta 
previa  and  every  reason  for  instituting  it 
promptly.  The  diagnosis  is  one  of  the  simplest 
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in  the  realms  of  obstetrics  and  can  in  practi- 
cally every  instance  be  made  on  the  one 
symptom  of  painless,  causeless  bleeding  in  the 
last  trimester  of  pregnancy.  An  examination 
in  these  cases  is  fraught  with  the  dangers  of 
infection  and  hemorrhage  and  should  not  be 
undertaken  without  the  most  scrupulous  tech- 
nique and  all  preparations  made  for  imme- 
diate delivery  should  bleeding  occur. 

The  treatment  is  again  the  emptying  of  the 
uterus  and  this  should  be  done  as  soon  as 
possible  after  the  Initial  hemorrhage.  Let  me 
repeat,  there  is  nothing  to  be  gained  by  wait- 
ing in  these  cases,  and  everything  to  be  lost. 
Here,  as  in  premature  separation,  the  modern 
trend  is  more  anci  more  toward  cesarean  sec- 
tion and,  without  doubt,  the  results  for  both 
mother  and  child  fully  justify  this  method  of 


treatment.  Many  clinics  are  now  reporting 
fairly  large  numbers  of  cases  treated  by 
cesarean  section  with  an  almost  unbelievable 
low  maternal  and  fetal  mortality,  much  lower 
than  could  possibly  be  obtained  by  any  other 
method  of  treatment.  These  results,  how- 
ev'er,  would  not  be  possible  without  the  early 
recognition  of  the  condition  and  the  prompt 
emptying  of  the  uterus. 

In  all  cases  of  hemorrhage,  one  should  lend 
every  effort  to  controlling  the  hemorrhage, 
to  replacing  the  lost  blood  with  either  blood 
or  some  other  suitable  fluid  and  to  the  gen- 
eral systemic  treatment  of  the  patient.  Blood 
transfusions  are  becoming  more  and  more 
simple  every  day  and  frequently  make  for  a 
much  smoother  convalescence  even  if  they  do 
not  actually  save  life. 


TRANS-URETHRAI.  RESECTION  OF  THE 
PROSTATE  GLAND  * 


By  W.  D.  Goodman,  M.I). 
Ronce-vcrie,  R . Va. 


'^HE  writer  of  this  paper  will  not  attempt 
to  go  into  the  details  of  this  operation  of 
trans-urethral  resection,  but  will  confine  his 
remarks  to  the  subject  in  a general  way.  As 
an  introductory  remark,  may  I bring  to  your 
attention  the  fact  that  urologists  have  persist- 
ently, since  the  time  of  Mercier  over  a cen- 
tury ago,  tried  to  devise  some  way  of  escape 
from  the  much  dreaded  radical  two-stage 
prostectomy. 

It  is  interesting  and  only  just  to  bring  be- 
fore you  in  a chronological  order  the  names 
of  the  various  men  who  hav-e  from  time  to 
time  contributed  to  the  development  of  this 
newdy  accepted  electrical  operation  for  pros- 
tatic obstruction,  and  due  credit  is  to  be  given 
each  man  for  its  present  perfection. 

First,  I would  like  to  mention  Bottine,  who 
in  1874  originated  the  idea  of  removing  pros- 
tatic obstruction  through  the  urethera  with 
the  aid  of  the  old  galvanic  current.  This 

* Read  before  the  Greenbrier  Valley  Medical  Society,  at  Ronceverte. 
September  9.  1932. 


process  was  not  successful  because  it  did  not 
cut  the  obstruction  away  but  burned  the 
tissues  instead  and,  as  the  results  were  dis- 
astrous, the  method  soon  fell  into  disrepute 
and  disuse. 

Fifteen  years  later,  1889,  Chetwood  de- 
vised the  operation  of  exposing  the  bladder 
neck  through  the  perineum  and  excising  the 
obstructing  bar  with  the  use  of  galvano- 
cautery.  This  was  a slight  advance  over  Bot- 
tine’s  idea,  but  the  operation  did  not  prove 
successful  and  was  discarded.  Twenty  years 
later,  Hugh  Young,  of  Baltimore,  introduced 
a punch  instrument,  adding  in  1911  an  elec- 
trical cautery  attachment  for  the  control  of 
hemorrhage.  This  combination  was  a definite 
step  forward  in  the  right  direction.  But  it 
also  failed  to  make  any  marked  success  chiefly 
because  of  its  blindness  in  operation.  In  1920, 
Caulk,  of  St.  Louis,  provided  us  with  his 
cautery  punch  apparatus  which  was  identical 
with  Young’s  idea  except  that  Caulk  added 
visualization  during  the  operation. 
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We  were  now  getting  to  realize  that  this 
mode  of  approach  to  relieve  prostatic  obstruc- 
tion was  taking  a definite  place  in  urology. 
In  1926  the  greatest  advance  came  when 
Stern,  of  New  York,  presented  an  instrument 
which  employed  the  new  cutting  current — a 
so-called  “undamped”  oscillating  current 
which,  when  properly  applied,  would  actually 
cut  the  tissue  under  water  without  charring. 
The  visualization  in  this  instrument  was  so 
perfected  that  each  step  could  be  followed. 
But  since  this  cutting  current  did  not  provide 
for  the  control  of  hemorrhage,  there  was  still 
a big  gap  to  fill.  Then  a year  later,  in  1927, 
T.  M.  Davis,  of  Charlotte,  North  Carolina, 
presented  an  improvement  over  the  Stern 
instrument  by  adding  the  use  of  the  coagu- 
lating current.  Thus  we  had  in  one  instru- 
ment both  the  cutting  and  the  coagulating 
currents  which  could  be  controlled  by  a two- 
way  switch. 

Now  we  have  an  instrument  which  can 
both  cut  and  control  hemorrhage  under  water 
combined  with  perfect  visualization.  This  in- 
strument has  been  named  the  resectoscope.  In 
1931  the  resourceful  Joseph  McCarthy,  of 
New  York,  using  the  ideas  of  Stern  and  Davis, 
perfected  a resectoscope,  using  a semi-loop 
electrode  with  both  direct  and  indirect  vision. 
This  instrument  has  many  definite  advantages 
over  the  Stern-Davis  resectoscope.  I will 
demonstrate  the  use  of  the  McCarthy  instru- 
ment later  on.  Now,  as  has  been  shown  from 
the  above  history  of  the  development  of  this 
electrical  operation,  a great  step  has  been 
made  in  the  relief  of  prostatic  obstruction 
from  a non-surgical  standpoint. 

Permit  me  to  pause  for  a few  minutes  as 
a pleasant  digression  to  remind  you  that 
romance  in  medicine  and  its  specialties  is  not 
dead.  The  progress  of  our  noble  profession 
marches  on  and  with  each  decade  newer  and 
better  methods  are  presented  to  relieve  the 
sufferings  of  humanity.  Who  can  say  that  we 
have  no  Pasteurs,  no  Krhlichs,  no  Listers  in 
our  present  generation?  Mark  the  introduc- 
tion of  liver  extract  for  pernicious  anemia, 
insulin  for  diabetes,  and  many  other  dis- 


coveries too  numerous  to  mention,  all  occur- 
ring within  our  own  span  of  life. 

Electricity  has  opened  up  many  avenues 
for  experimentation  in  the  practice  of  medi- 
cine and  every  branch  of  the  profession  is 
finding  more  use  for  it  as  time  goes  on. 
Diathermy  is  having  its  proper  application. 
The  cutting  current  is  replacing  the  knife, 
and  in  neuro-surgery  as  in  urology,  it  has 
taken  a permanent  place. 

Now  I come  back  to  the  real  subject  of  this 
paper  and  call  your  attention  to  the  following 
advantages  of  trans-urethral  prostatotomy 
over  the  old  radical  two-stage  operation: 

First. — The  mortality  has  been  reduced  to 
practically  nil  and  the  morbidity  decreased  to 
a minimum. 

Second. — The  average  stay  in  the  hospital 
has  been  reduced  to  days  instead  of  months. 

Third. — The  case  which  formerly  would 
not  submit  to  a radical  operation  is  now  gladly 
accepting  this  minor  procedure. 

Fourth. — The  permanence  of  relief  ap- 
pears to  be  comparable  to  that  of  radical 
prostatectomy  and  the  procedure  is  particu- 
larly valuable  in  cases  of  inoperable  carci- 
noma of  the  prostate  gland  and,  in  my 
opinion,  this  includes  all  cases  of  diagnos- 
ticable  prostatic  malignancy. 

Fifth. — It  may  be  conservatively  estimated 
that  eighty  to  ninety  per  cent  of  cases  suffer- 
ing from  prostatism  may  be  completely  re- 
lieved by  this  mode  of  operation. 

Sixth. — Even  in  cases  of  extremely  large 
hypertrophied  prostates  when  two  or  more 
sittings  are  necessary,  resection  does  not  have 
the  discomfort  and  the  comparative  surgical 
hazard  of  the  old  two-stage  prostatectomy. 

Seventh. — The  same  preliminary  study  and 
preparation  as  is  made  before  doing  a radical 
prostatectomy  is  done  before  doing  a trans- 
urethral prostatic  resection. 

Eighth. — Only  men  trained  in  cystoscopy 
and  urologic  surgery  should  attempt  this 
operation. 

In  conclusion,  let  me  say  that  this  newly 
accepted  procedure  which  is  designated  trans- 
urethral prostatotomy  bids  fair  to  exceed  the 
fondest  hopes  of  its  sponsors. 
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The  three  cases  reported  are  typical  of  a 
series  of  twenty-six  performed  to  date. 

Case  Reports. — Case  No.  1 : White  male, 
age  69  years.  Has  been  bothered  for  the  past 
six  or  seven  years  with  nocturia,  and  has  been 
voiding  six  to  seven  times  a night.  This 
frequency  has  been  on  the  increase  for  the 
past  two  years.  There  has  been  no  complete 
stoppage  of  urine.  Patient  has  a sense  of 
weight  in  pelvis  and  perineal  region.  For  the 
past  year  has  had  difficulty  in  starting  to  void. 

Examination  reveals  an  enlarged  median 
bar  of  prostate.  Cystoscope  passes  easily,  no 
strictures,  no  stones.  There  is  some  trabeculi- 
zation  of  the  bladder.  No  evidence  of  tumor. 
Residual  urine,  67  c.c. 

l^atlent  admitted  to  hospital  four  days  be- 
fore operation  and  retention  cather  put  into 
bladder  for  decompression.  Urinalysis  shows 
no  albumin  and  no  casts.  Renal  function 
(P.S.P.)  averaging  55%  output  in  two  hours. 
Patient  operated  four  days  after  admission. 
Following  operation  there  was  no  shock  and 
no  hemorrhage.  Patient  discharged  from 
hospital  seven  days  after  operation.  At  dis- 
charge there  was  no  residual  urine. 

Since  discharge  patient  has  been  checked 
several  times.  He  is  at  present  feeling  fine, 
has  no  nocturia,  no  dribbling,  and  no  residual 
urine. 

Case  No.  2:  White  male,  age  74.  Has 
been  having  dribbling,  nocturia,  and  difficulty 
in  starting  flow  for  about  six  years.  During 
the  past  two  months  this  has  been  becoming 
worse.  At  time  of  admission  patient  had  not 
voided  for  about  sixty  hours  and  family 
physician  could  not  pass  catheter.  Under 
spinal  anesthesia  cystoscope  was  passed.  Ex- 
amination revealed  a markedly  enlarged 
median  bar  of  the  prostate  and  general  en- 
largement. 

Urinalysis  reveals  a heavy  trace  of  albumin 
and  many  hyaline  casts.  Renal  functions 
(P.  S.  P.)  33%.  Patient  was  decompressed 
for  twenty  days  with  no  change  in  the  status 
of  the  kidney  condition. 

Discharged  from  the  hospital  nine  days 
after  operation.  At  time  of  discharge  there 
w'as  no  residual  urine  and  no  discomfort.  Has 


been  checked  twice  since  operation.  On  both 
occasions  patient  was  feeling  well,  and  there 
w'as  no  residual  urine.  Had  complete  control 
of  urinary  flow. 

Case  No.  3:  White  male,  age  76  years. 
H as  had  nocturia,  dysurla,  and  dribbling  for 
four  years.  Five  weeks  prior  to  admission 
there  had  been  a complete  stoppage  of  the 
urinary  flow.  At  that  time  the  patient  was 
admitted  to  a hospital  near  his  home.  There 
a supra-pubic  drainage  was  done,  and  the 
patient  told  that  he  had  an  inoperable  carci- 
noma of  the  prostate. 

On  admission  to  our  hospital  the  patient 
was  well  decompressed.  The  prostate  was 
generally  enlarged  and  nodular.  After  ex- 
amination we  too  thought  that  the  patient 
had  a carcinoma.  It  was  impossible  to  pass 
even  an  infant  catheter  and  it  was  thought 
that  it  would  probably  be  impossible  to  pass 
the  resectoscope.  However,  with  difficulty  a 
ureteral  catheter  was  threaded  into  the  blad- 
der to  act  as  a guide. 

After  operation  patient  had  no  shock  and 
felt  well  after  the  first  few  days.  On  dis- 
charge from  the  hospital,  two  weeks  after 
operation,  the  supra-pubic  wound  had  healed. 
Patient  had  some  dribbling  but  on  the  whole 
W'as  able  to  control  spincter  action  very  well. 
Micro-section  of  the  gland  show'^ed  adeno- 
carcinoma. 

At  the  present  time  this  patient  is  feeling 
fairly  well.  In  this  case  the  operation  was 
performed  to  afford  the  patient  comfort. 


PERNICIOUS  ANEMIA 

Richard  H.  Young,  New  York,  presents  an 
analysis  of  the  neurologic  aspects  in  patients  with 
pernicious  anemia  who  have  been  admitted  to  the 
Peter  Bent  Brigham  Hospital  from  its  opening  in 
1913  to  January,  1931.  In  this  series  of  515 
cases  there  were  103,  or  20  per  cent,  of  the  cases 
with  well  defined  cord  changes  marked  by  reflex 
changes  and  ataxia.  The  incidence  would  have 
been  much  higher  if  lesser  changes  of  the  nervous 
system  had  been  included.  From  this  observatidit 
the  author  concludes  that  the  associated  lesions  of 
the  central  nervous  system  in  pernicious  anemia  may 
present  a variegated  symptomatology  and  may  be 
disseminated  in  location. — Journal  A.M.A. 
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SOME  BENIGN  PATHOLOGICAL  FINDINGS  IN  FOSSAE  OF 
ROSENMULLER:  TREATMENT  AND  SEQUEL  * 


B\  C.  E.  Park,  M.D. 
Parkersburg,  W.  Va. 


' Jl^ 'he  persistence  of  adhesions  found  in 
RosenmuJIer’s  fossse  in  adult  life,  the 
painful  symptoms  accompanying  this  condi- 
tion found  in  nearly  two  hundred  cases,  and 
the  simple  treatment  has  prompted  me  to 
suggest  to  you  more  careful  study  of  these 
important  recesses  and  their  susceptibility  to 
physical  changes  by  contiguity  of  recurring 
inflamed  organs  or  tissues.  Inasmuch  as  the 
mucous  membrane  of  the  posterior  pillars  of 
the  tonsils  is  contiguous  membrane,  W'e  get 
pressure  from  the  tonsils  when  enlarged  and 
inflamed.  From  the  contact,  membraneous 
bands  are  formed,  which  interfere  with  the 
potency  of  the  eustachian  orifice.  From  this 
form,  plastic  adhesions  in  the  tube  proper, 
producing  a type  of  pressure  deafness  of  vary- 
ing degrees  of  insanity,  many  are  only  slightly 
involved,  but  some  cases  show  extreme  deaf- 
ness. Nearly  all  are  relieved  by  the  simple 
manipulation  to  be  given  you.  However,  it 
is  not  only  the  deaf  cases  to  be  relieved,  but 
those  coming  to  you  with  painful  pressure 
symptoms  in  the  deep  portions  of  the  ex- 
ternal ear,  radiating  down  in  the  muscles  of 
the  neck  of  the  side  involved.  This  is  usually 
suggested  by  the  patient  pressing  a finger 
under  the  pinna  of  ear  upward  and  inward, 
usually  bilateral,  but  often  on  only  one  side, 
atid  always  the  sound  conducting  mechanism 
is  involved. 

As  you  know,  the  fossa;  of  Rosenmuller  are 
depressions  on  either  side  of  the  orifice  of 
the  eustachian  tube,  in  the  lateral  wall  of 
naso-pharynx.  In  health  they  are  found  free 
of  debris  and  lined  with  mucous  membrane 
as  is  the  naso-pharynx  and  tube.  As  the  in- 
tention of  this  discourse  is  to  show  you  the 
abnormal  condition  and  its  relation  to  the  ear 
and  its  sound  conducting  apparatus,  I must 
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briefly  describe  the  auditory  or  eustachian  tube 
which  opens  in  the  lateral  wall  of  the  naso- 
pharynx. Its  course  is  upward  and  outward 
with  a slight  lateral  curve.  It  is  about  twenty- 
five  millimeters  long,  and  ends  in  the  anterior 
wall  of  the  tympanic  cavity.  The  inner  two- 
thirds  is  cartilage,  and  outer  one-third  bone. 
At  the  junction  of  these  two  parts  is  a normal 
constriction  known  as  the  isthmus,  the  only 
narrow  part  of  the  tube. 

The  pharyngeal  opening  in  most  persons 
shows  a wide  flaring  of  the  upper  posterior 
lip  known  as  the  torus  tubarius  and  the  wall 
of  the  tube  is  in  a great  part  formed  by  a 
triangular  plate  of  cartilage,  w'hich  is  folded 
upon  itself  so  as  to  protect  the  tube  on  its 
upper  medial  aspect.  A dense  fibrous  tissue 
connects  the  cartilage  below  and  laterally, 
and  completes  the  w'all  of  the  canal  at  the 
naso-pharyngeal  opening.  From  the  bony 
portion  of  the  tube  pneumatic  cells  sometimes 
exist,  forming  what  are  known  as  the  cellulas 
tubera,  a condition  which  in  middle  ear  in- 
fections may  account  for  the  persistent  dis- 
charge from  the  tube  so  often  seen. 

This  discharge,  purulent  or  muco-purulent 
in  character,  which  is  being  emptied  constantly 
in  the  naso-pharynx,  produces  granulations 
which  I believe  to  be  the  beginning  of  the 
adhesive  process.  This  is  repeatedly  made 
worse  by  any  kind  of  local  infection  of  the 
sinuses,  nose,  or  throat,  especially  when  the 
posterior  ethmoid  cells  are  involved. 

The  pharyngeal  orifice  lies  on  a plane  with 
the  lower  part  of  the  choana,  and  on  a level 
with  the  posterior  end  of  the  inferior  tur- 
binated bone.  A fold  of  mucous  membrane, 
known  as  the  “salpingo-pharyngeal  fold,” 
descends  upon  the  side  walls  of  the  pharynx 
from  the  posterior  lip  of  the  auditory  tube, 
and  gradually  disappears.  In  the  natural  state 
there  is  a deep  recess  found  behind  the  pos- 
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tcrior  lipi  of  the  auditory  tube,  usually  known 
as  the  piharyngeal  recess,  but  now  suggested 
as  a piart  of  Rosenmuller’s  fossx*.  It  being 
the  fossa,  we  first  lodge  our  eustachian 
catheter  in  before  drawing  forward,  ciown- 
j ward,  and  inwarci  over  the  pirominence,  and 
j then  upiwarci  and  outward  to  enter  the 
I eustachian  orifice. 

As  we  find  resistance  or  obstruction  in  our 
I attempit  to  introciuce  the  catheter  in  many 
' cases,  1 have  made  it  a routine  piractice  to 
make  a digital  examination  of  this  area,  and 
have  been  rewarded  by  having  my  anticipia- 
tion  fulfilled  by  finding  the  obstruction  and 
immediately  removing  it.  After  allowing  a 
few  eJays  to  pass,  I am  able  to  insert  the 
catheter  without  resistance.  However,  in 
some  instanci|s  apparent  thickening  of  the 
orifice  is  present,  and  no  adhesions  are  found. 

As  the  primary  thought  in  p^repiaring  this 
paper  was  to  call  your  attention  to  the  cases 
we  daily  overlook  that  can  be  relieved  by  the 
simple  method  I am  going  to  suggest  under 
treatment,  and  to  suggest  further,  that  while 
the  great  majority  of  these  cases  are  not 
operated  upon  as  to  tonsils  and  adenoids,  I 
find  many  cases  that  were  operated  on  during 
childhood  that  also  at  a mature  age  present 
large  masses  of  adhesions.  In  two  of  these 
cases  the  mass  was  so  large  as  to  cause  me  to 
fear  I had  broken  into  a malignancy.  How- 
ever, upon  second  examination  of  the  patients, 
I found  the  fossa  clear  three  weeks  later  and 
no  bleeding  from  the  manipulations. 

These  cases  come  in  our  daily  work,  and 
are  selected  for  this  contact  examination  after 
thorough  examination  of  mouth,  teeth,  exter- 
nal ear  and  canal,  and  tympanic  membrane, 
as  to  the  retraction,  color,  light  reflex,  cica- 
trices, deposits  of  lime  salts,  perforations,  etc. 
Other  causes  are  excluded,  such  as  impacted 
third  molars  or  eruption  of  same,  loose  liga- 
ments of  mandibular  joint,  deep-seated  fur- 
unculosis of  external  canal,  or  eczema.  We 
eliminate  systemic  diseases  during  our  first 
examination,  such  as  cardio-vascular,  pul- 
monary, diabetic,  anemias,  blood  pressure, 
very  high  or  very  low,  or  syphilis,  and  pre- 
senting some  of  the  following  symptoms; 


Objective. — Kyes  bright,  but  face  showing 
anxiety  with  furrowed  frown,  and  showing  an 
intense  desire  to  be  relieved — many  present- 
ing infected  tonsils,  and  deeply  congested 
pillars,  with  an  abundance  of  mucous  secre- 
tion bathing  the  posterior  pharyngeal  wall  in 
epipharynx. 

Subjectively. — A fullness  of  one  or  both 
ears,  deep-seated;  itching  of  canals;  pain  of 
varying  degrees  and  types;  tinnitus  of  every 
form,  as  locusts  buzzing,  crickets  chirping, 
steam  hissing,  pulsations,  especially  when 
lying  on  the  side  involved;  and  a desire  to 
withdraw  mucous  from  posterior  nares,  hack- 
ing and  spitting  a constantly  increasing 
amount  of  mucous  and  saliva. 

Treatment. — Place  the  patient  in  a semi- 
recumbent  position,  paint  surface  of  epi- 
pharynx with  a I0^,x  solution  of  cocaine,  or 
4/c  butyn,  or  2^  nupercaine.  The  best  re- 
sults are  obtained  by  using  bent  applicators 
through  the  mouth,  then  using  a sterile  re- 
inforced gum  finger  cot  on  each  index  finger, 
lubricated  with  KY  jelly  or  white  vaseline, 
standing  at  right  side  of  the  patient  for  right 
side  adhesions,  and  left  for  opposite  side. 

The  finger  is  inserted  in  naso-pharynx,  and 
quickly  but  gently  the  cavity  is  exposed.  If 
adhesions  are  found,  break  them  up  imme- 
diately by  one  or  two  see-sawing  movements. 
This  should  be  done  quickly,  and  the  hand 
removed  from  the  mouth,  inasmuch  as  some 
patients  bleed  quite  freely.  All  will  bleed 
some,  but  occasionally  some  bleed  profusely. 
This  is  easily  controlled  by  slight  pressure  or 
by  using  thormboplastin,  fibrogen,  or  other 
hemostatics.  Right  and  left  should  be  done 
separately  and  followed  by  a spray  of  some 
mild  antiseptic  oil  or  solution.  The  patient 
readily  forgives  you  for  the  apparent  rough 
treatment  and  returns  to  you  for  a second  ex- 
amination two  or  three  weeks  later,  enabling 
you  to  prove  your  work. 

This  treatment  is  given  all  operated  cases, 
either  local  or  general,  and  to  all  unoperated 
cases  coming  with  any  or  all  of  the  symptoms 
mentioned  above,  regardless  of  age  or  sex, 
when  we  are  permitted  to  do  so. 

Sequel. — In  only  one  instance  have  I had 
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any  disagreeable  symptoms  follow,  and  this 
was  an  aggravation  of  an  acute  ear,  which  led 
to  a myringotomy  two  days  later.  It  entirely 
cleared  up  in  a few  days  and  gave  the  patient 
much  relief  from  pressure  and  an  improve- 
ment in  hearing. 

From  the  list  of  about  two  hundred  cases 
I have  operated  upon  in  this  manner,  im- 
provement has  been  noted  in  at  least  90%, 
and  of  these  cases,  hearing  has  been  improved 
in  about  all,  head  noises  in  about  60%,  and 
pressure  symptoms  in  and  about  ears  in  prac- 
tically all  of  them.  No  swelling  of  tissues 
or  glands  follows  manipulation.  Hemorrhages 
are  infrequent  and  small,  and  general  im- 
provement of  the  patient  follows.  There  is 
improvement  in  patient’s  phonation,  and 
there  are  fewer  attacks  of  pharyngitis,  granu- 
lar and  sicca.  The  improvement  in  hearing 
has  been  for  the  whispered  and  spoken  voice. 

Tuning  fork  reports  are  not  available  on 
account  of  the  time  taken  to  get  them  and 
unsatisfactory  end  results  obtained  by  the 
various  forks  used.  However,  they  were  used 
frequently  and  often  enough  to  exclude  nerve 


deafness  and  prove  obstructive  or  pressure 
deafness  as  found  in  most  cases  of  O.M.C.C. 
or  the  residual  type  of  O.M.P.C.,  and 
medium  grade  cases  of  otosclerosis  wherein 
we  find  a raising  of  the  lower  tone  limit 
and  a reduction  of  the  higher  tone  limits,  an 
increase  over  the  normal  of  bone  conduction. 
The  Rlnne  is  negative.  The  Weber  may,  or 
may  not,  be  latherallzed.  Senile  deafness  can 
be  improved  when  the  eustachian  tube  is 
patent. 

REFERENCES 

Jackson  and  Coates.  Philadelphia,  by  Chevalier  Jackson, 
M.  D.,  F.A.C.S.  and  George  M.  Coates,  M.D.,  F.A.C.S. — 
The  Nose.  Throat  and  Ear  and  Their  Diseases. 

Thompson,  Sir  St.  Clair.  M.D.,  F.R.C.P. — Disease  of 
the  Nose  and  Throat,  London,  3rd  edition. 

Ballenger,  W.  L.,  M.D..  Chicago — Diseases  of  the  Nose, 
Throat  and  Ear,  5th  edition,  1925. 

Turner,  A.  Logan,  M.D.,  F.R.C.S.,  Edinburgh — Dis- 
eases of  the  Nose,  Throat  and  Ear.  1924. 

Hays,  Harold.  M.A.,  M.D.,  F.A.C.S.,  New  York  City 
— Diseases  of  the  Ear,  Nose  and  Throat,  1930. 

Moore.  Irwin.  M.D.,  C M.,  Edinburgh — The  Ton-sils 
and  Adenoids  and  Their  Diseases,  1929. 

Rehberger,  Geo.  E.,  M.D. — Lippincott’s  Medicine  and 
Surgery,  7th  edition,  revised,  1930. 

Keeler,  Joseph  C.,  M.D.,  F.A.C.S.,  Philadelphia — 
Modern  Otology.  1930. 

Kerrison,  Phillip  D.,  M.D.,  New  York  City — Diseases 
of  the  Ear,  1 930. 


KPIDURAL  INJECTION  AS  A TREATMENT  FOR  SCIATIC  PAIN  * 


By  O.  H.  Fulcher,  M.D. 
Grace  Hospial,  Welch,  IV.  V a. 


pAiN  along  the  distribution  of  the  sciatic 
nerve  constitutes  one  of  the  most  frequent 
symptoms  that  a surgeon  has  to  consider  if  he 
is  practicing  in  an  industrial  community.  Dur- 
ing the  past  two  years  it  has  been  Increasingly 
difficult  to  have  laborers  return  to  work  who 
have  received  injuries  while  employed.  This 
is  due,  presumably,  to  the  relatively  greater 
compensation  which  they  enjoy  while  inca- 
pacitated. “Lumbago”  and  “sciatica”  have 
been  two  of  the  most  common  symptoms  that 
have  kept  men  from  their  jobs.  Pain  along 
the  distribution  of  the  sciatic  nerve  has  been 
treated  by  numerous  methods  without  due 
regard  to  its  etiology.  Rosenbeck  and  Finkel- 
stein  classified  “sciatica”  into  three  large 

* RcjJ  before  the  McDowell  County  Medical  Society.  June  8,  1932. 


groups:  symptomatic,  orthopedic,  and  that 
due  to  a neuritis.  They  thought  that  the 
symptomatic  group  responded  well  to  epi- 
dural and  perineural  injections.  Beck  suc- 
cessfully treated  an  obstinate  case  of  “sciatica” 
by  placing  the  thigh  in  a flexed  position  with 
the  knee  extended  and  maintaining  this  posi- 
tion for  an  Increased  duration  of  time  dally 
until  anesthesia  over  the  dorsum  of  the  foot 
appeared.  The  value  of  this  treatment  was 
due  to  gradual  stretching  of  the  nerve.  He 
stated  that  he  had  formerly  exposed  the  nerve 
and  had  stretched  it  by  placing  the  finger 
beneath  it  and  pulling  upward  with  a force 
of  about  fifteen  pounds.  Occasionally  the  lat- 
ter procedure  produced  temporary  paralysis 
of  the  extremity.  Rogers  thought  that  there 
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was  no  such  condition  as  “idiopathic  sciatica”; 
he  attributed  such  symptoms  to  a pathological 
condition  about  the  origin  of  the  nerve,  which 
condition  existed  in  a greater  number  of  cases 
in  the  bone  or  the  articulations.  Jansen  pointed 
out  that  the  symptom  of  “sciatica”  may  re- 
sult from  neuritis  of  the  sciatic  nerve,  pressure 
upon  the  nerve  as  that  resulting  from  preg- 
nancy, tumors,  abscesses,  callus;  or  from  flat 
feet,  overworked  muscles,  deformans  coxae, 
and  spondylitis.  He  emphasized  the  relation 
of  lumbago  to  “sciatica.”  Hertzler  defined 
“sciatica”  as  a painful  affection  of  the  sciatic 
nerve.  He  reported  fair  success  resulting 
from  intra  and  perineural  Injections  of  15-20 
cc.  of  a one  per  cent  solution  of  quinine  and 
urea.  Marbury  stated  that  Cathelin  and 
Sicard  introduced  epidural  injections  of  co- 
caine and  saline  as  treatment  for  sciatica  as 
early  as  1901.  He  used  epidural  injection  of 
novocalne  and  saline  which  benefitted  65  per 
cent  of  his  patients.  Vener  reported  good  re- 
sults by  the  use  of  epidural  injections  on  pa- 
tients who  were  suffering  with  intractible 
sciatica.  He  thought  that  “idiopathic  scia- 
tica” probably  resulted  from  an  inflammatory 
condition  of  the  structures  within  the  inter- 
vertebral foramina,  including  the  nerve  roots. 
He  thought  that  epidural  injections  had  their 
value  in  relieving  congestion  in  these  regions. 

When  a patient  presents  himself  with  the 
symptom  of  pain  along  the  distribution  of  the 
sciatic  nerve,  the  surgeon  must  first  consider 
the  etiology.  In  an  industrial  community  the 
diagnosis  is  frequently  very  simple  as  the 
patient  often  gives  a history  of  backstraln, 
lumbago,  exposure,  or  of  previous  attacks. 
However,  roentgenologic  studies  of  the  lum- 
bar spine  and  pelvis  should  be  made  to  exclude 
bony  or  joint  conditions  that  could  cause  pres- 
sure on  the  nerve  or  transferred  pain  resulting 
from  ligamentous  or  muscular  strain.  If  the 
distribution  of  pain  along  the  sciatic  nerve  is 
bilateral,  a cord  tumor  or  a lesion  within  the 
bony  canal  must  be  excluded.  To  exclude 
such  a condition  requires  a neurological  ex- 
amination, spinal  puncture,  and  perhaps 
roentgenologic  studies.  Sometimes  it  is  neces- 
sary to  inject  lipiodol  into  the  cisterna  magna 


while  the  patient  remains  in  an  upright  posi- 
tion and  to  carry  out  studies  under  the  fluoro- 
scope.  The  llpiodal  gravitates  downward  and 
thus  if  a block  exists,  it  can  be  visualized.  If 
a patient  shows  the  loss  of  the  Achilles  reflex, 
muscular  atrophy,  and  anesthesia  on  the 
dorsum  of  the  foot,  the  diagnosis  of  a sciatic 
neuritis  can  be  made  and  an  epidural  Injection 
promises  no  relief. 

In  an  industrial  community  one  will  dis- 
cover that  the  greater  number  of  patients 
show  nothing  objectively  to  account  for  the 
distribution  of  pain  and,  therefore,  this  group 
represents  individuals  suitable  for  epidural 
injection.  As  a rule,  the  more  acute  the  con- 
dition is,  the  better  is  the  chance  for  relief  by 
this  type  of  treatment. 

Technic  for  Epidural  Injection.  — One 
places  the  patient  on  his  abdomen  and  ele- 
vates the  buttocks  by  placing  pillows  beneath 
the  pubis.  The  sacral  hiatus  is  discovered  at 
the  junction  of  the  sacrum  and  coccyx  and  a 
wheal  is  made  in  the  skin  just  overlaying  it 
with  one  per  cent  novocain.  About  5 cc.  of 
this  novocain  solution  are  injected  about  the 
hiatus.  Then  a sacral  needle  is  Inserted  into 
the  sacral  canal  for  a distance  of  6 cms. ; 5 
per  cent  novocain  solution  is  injected  just 
ahead  of  the  needle  during  the  introduction. 
Aspiration  is  attempted  at  various  levels  to  be 
sure  that  the  needle  has  not  entered  a blood 
vessel  or  the  subarachnoid  space.  Then,  30 
cc.  of  one-half  per  cent  novocain  is  rapidly 
Introduced.  There  is  then  an  exacerbation  of 
the  old  symptoms  if  the  procedure  will  pro- 
duce any  curative  results.  The  needle  is 
withdrawn  and  the  patient  is  allowed  to  leave 
after  lying  on  the  table  for  thirty  minutes. 
The  first  treatment  will  always  give  much 
relief  if  any  results  are  to  be  expected.  If  it 
fails  to  give  any  relief,  the  procedure  should 
not  be  repeated.  The  maximum  benefit  can 
usually  be  obtained  by  three  injections  ad- 
ministered at  intervals  of  five  days.  This 
therapy  should  be  supported  by  physio- 
therapy, rest,  and  a removal  of  foci  of  infec- 
tion, if  possible.  However,  my  fellow  sur- 
geons realize  what  a difficult  task  it  is  to  deal 
with  foci  of  infection  in  miners. 
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In  my  experience,  pain  along  the  distribu- 
tion of  the  sciatic  nerve  constitutes  a most 
common  complaint  in  industrial  communities. 
Epidural  injection  has  in  my  experience  given 
the  best  results  in  the  symptomatic  group  of 
any  therapy  yet  practiced,  which  results  ap- 
pear to  be  as  permanent  as  a spontaneous  cure. 
The  removal  of  foci  of  infection  and  the  em- 
ployment of  physiotherapy  are  valuable  ad- 
juncts and  should  be  carried  out  if  possible. 
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THE  IMPORTANCE  OF  ORAL  HYGIENE  IN  THE  HOSPITAL  * 


'Ey  Edward  C.  Ar.mbrecht,  D.D.S. 
Chairman  of  the  Oral  Hygiene  Committee 
West  Virginia  State  Dental  Society 
W heeling,  IV.  V a. 


'^HE  HOSPITAL  may  be  said  to  be  a highly 
specialized  institution  in  which  the  phy- 
sician and  surgeon  direct  the  medical  treat- 
ment of  the  patient.  The  proper  care  of  the 
teeth  and  mouth,  as  well  as  their  preservation, 
is  what  we  feel  constitutes  the  held  of  oral 
hygiene.  There  is  no  doubt  that,  since 
Hunter  of  England  pointed  out  the  vital  and 
essential  part  oral  sepsis  plays  as  a causative 
factor  in  systemic  disease,  the  medical  pro- 
fession has  gradually  given  this  subject  its 
rightful  recognition,  not  only  within  its  pro- 
fessional ranks  but  also  in  practically  all  the 
Cl  ass  A hospitals  throughout  the  country. 
Observation  has  proven  that  oral  sepsis  may 
exist  in  any  one  of  its  many  phases  and  if 
elimination  is  indicated,  it  does  follow  that 
the  hospital  should  be  equipped  with  an 
efficient  oral  hygiene  personnel  and  the 
necessary  armamentarium  to  carry  out  this 
vital  phase  of  medical  treatment.  The  object 
of  this  short  paper  is  to  call  your  attention 
to  the  importance  of  oral  hygiene  in  the  hos- 
pital and  in  addition,  to  outline  a plan  which 
may  be  utilized  in  the  organization  of  this 

• Read  before  the  Hoipital  Aiiocijtion  of  West  Virginia.  September 
] . M 3 2.  at  Likins. 


type  of  a service  in  any  of  the  hospitals  which 
you  may  represent.  The  speaker  having  had 
personal  contact  in  the  development  of  the 
Sara  Whitaker  Glass  Dental  Clinic  of  the 
Ohio  Valley  General  Hospital  and  the  Hulli- 
hen  Oral  Clinic  of  the  Wheeling  Hospital 
(sponsored  by  the  Associated  Charities  of  this 
city)  offers  the  following  brief  outline,  which 
should  be  of  some  practical  value  to  any  hos- 
pital board  contemplating  the  addition  of  an 
oral  hygiene  service. 

The  oral  service  may  consist  of  staff  mem- 
bers who  are  practitioners  of  dentistry  in  good 
ethical  standing.  If  any  elected  specialize  in 
their  private  practices  then  their  specialty  may 
help  to  classify  the'  staff  members.  In  the 
two  hospitals  in  Wheeling,  an  oral  surgical 
service  as  well  as  a dental  service  receives 
recognition  and  the  members  of  the  staff 
(dentists)  are  classified  as  such.  The  former 
receives  cases  with  cleft  palates,  fractures  of 
the  jaw,  and  impacted  teeth,  while  the  latter 
are  available  for  consultations  and  to  do  any 
reparative  work  that  may  come  up.  In  both 
these  hospitals  a modern  up-to-date  equipped 
oral  and  dental  clinic  is  in  operation.  This 
is  available  for  two  general  purposes;  first. 
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for  the  use  of  private  and  ward  patients  in 
rendering  any  type  of  dental  work  indicated 
for  the  patients.  No  fee  is  exacted  for  the 
use  of  this  room,  although  nitrous-oxide  and 
ox\'gen,  or  any  other  materials  used,  are 
charged  at  the  regular  rates  of  the  hospital. 
A consultation  form  is  available  on  the  floors 
so  that  a word  picture  may  be  made  for  the 
permanment  (Fig.)  record  on  the  patient’s 
chart,  as  well  as  being  of  value  to  the  ph\’sician 
in  charge  of  the  case,  who  has  requested  an 
opinion  of  the  mouth  condition.  Secondly, 
the  Out  Patient  Oral  and  Dental  Clinic  oper- 
ates twice  each  week  for  a period  of  two  hours 
each.  These  sessions  are  for  the  benefit  of 
the  indigent  case  and  serve  to  cooperate  with 
the  other  fields  represented  in  the  Out  Pa- 
tient Department.  An  effort  has  been  made 
to  make  these  self-sustaining  clinics  and  at 
least  offset  the  cost  of  some  materials.  A 
social  investigation  is  made  of  all  cases  seek- 
ing treatment  and  in  this  manner  we  try  not 
to  create  any  hardship  on  anyone  presenting 
themselves  for  mouth  care.  A regular  form 
history  card  is  used  for  all  patients  and  this 
record  of  diagnosis  (Fig.)  and  treatment  is 
kept  and  filed  by  the  hospital.  In  these  clinics 
the  work  done  is  limited  to  the  elimination 
of  painful  and  infected  teeth.  The  cost  of 
the  materials  for  the  reparative  work  would 
be  too  great  to  warrant  instituting  this  addi- 
tional service,  besides  we  do  not  feel  that  such 
work  is  indicated  out  of  the  private  office,  at 
least  only  in  the  exceptional  case  and  then  it 
is  handled  accordingly. 

The  value  of  this  service  to  the  student 
nurse  may  be  summed  up  as: 

1.  Each  nurse  receives  an  oral  examination 
as  part  of  her  entrance  requirements  and  is 
advised  as  to  any  necessary  treatment. 

2.  Lectures,  by  one  of  the  oral  staff  mem- 
bers, covering  the  subjects  of  anatomy, 
pathology,  preventive  methods  and  history 
of  the  oral  cavity  should  be  given  the  nurse. 
An  effort  should  be  made  to  make  these  lec- 
tures interesting  and  practical  as  well  as  ap- 
plicable to  her  work  as  a student  nurse  or  to 
her  after  she  enters  upon  her  duties  as  a 
graduate  nurse  whether  it  be  in  public  health. 


public  school,  or  private  duty.  Besides  this, 
she  spends  approximately  six  weeks  assisting 
in  the  oral  and  dental  out-patient  clinic.  Oral 
surgical  cases  require  tedious  nursing  care  and 
every  graduate  nurse  should  have  some  expe- 
rience with  them  before  she  leaves  the  train- 
ing period. 

In  any  medical  practice  the  physician  ob- 
viously has  considerable  use  for  the  oral  and 
dental  consultant  whether  it  be  for  his  private 
cases  or  those  he  is  called  upon  to  treat  while 
on  a house  service  of  his  respective  field.  The 
oral  hygiene  service  is  of  marked  benefit  in 
those  particular  bone,  heart,  or  accident  cases. 
In  that  case  in  which  cultures  are  desired  the 
environment  is  ideal  for  the  consummation  of 
this  work.  Close  association  enables  the  den- 
tist and  physician  to  speak  a common  language, 
which  is  mutually  beneficial. 

From  the  patient’s  standpoint  it  is  of  no 
less  importance,  for  it  enables  him  to  receive 
efficient  oral  and  dental  services  while  he  is 
a patient  or  during  the  period  he  is  convalesc- 
ing. He  may  have  his  own  dentist  come  in 
and  do  the  work  for  him  if  he  should  so  de- 
sire. Then,  too,  the  importance  of  his  mouth 
condition  is  brought  to  his  attention  for  cor- 
rection without  the  least  possible  delay.  In 
the  past,  the  medical  interne  has  not  had  much 
training  relative  to  the  oral  and  dental  sur- 
gical work  and  so  this  service  may  give  him 
a unique  opportunity  not  only  to  observe  but 
to  get  direct  training,  which  might  aid  him 
later  if  he  should  enter  upon  a practice  in 
which  he  would  be  called  upon  to  eliminate 
a toothache,  stop  the  hemorrhage  from  a 
tooth  socket,  treat  the  fractured  jaw,  etc. 

In  the  monthly  medical  staff  meetings  the 
members  of  the  oral  and  dental  staff  should 
be  governed  and  accepted  on  the  same  basis 
as  other  members  of  the  medical  staff.  They 
should  be  expected  to  take  part  in  the  discus- 
sions and  from  time  to  time  present  cases  that 
are  of  general  interest.  Recognition  of  this 
field  will  add  another  link  in  the  chain  of 
efficient  service  rendered  to  the  cause  of  hu- 
man sickness.  The  elimination  of  oral  sepsis 
in  all  house  cases  might  have  a definite  bear- 
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ing  on  the  length  of  their  stay,  it  might  even 
be  the  direct  means  of  quicker  evacuation  of 
this  costly  patient.  Out  of  this  attention  to 
oral  hygiene  will  come  a certain  reward 
whether  it  be  in  the  form  of  new  patients, 
reduced  overhead,  or  increased  efficiency  of 
the  service  rendered. 

Two  incidents  relative  to  this  subject  seem 
to  stand  out  at  this  time: 

1.  That  Dr.  Newquist,  a representative  of 
the  American  College  of  Surgeons,  is  con- 
ducting a survey  of  the  hospitals  throughout 
our  state  during  next  month.  It  will  be  of 
interest  to  note  whether  oral  hygiene  holds  a 
significant  place  in  our  hospitals.  The  results 
of  this  survey  will  enable  the  State  Dental 


Society  to  profit  from  the  data  collected  by 
him  relative  to  this  subject. 

2.  At  the  last  meeting  of  the  West  Vir- 
ginia State  Dental  Society  it  was  voted  to 
make  a strong  effort  to  get  oral  hygiene 
recognized  in  a manner  which  will  benefit  the 
professions  at  large  and  not  any  one  individual 
or  group  of  members.  Our  program  for  this 
year  is  to  get  hospital  recognition  as  well  as 
to  get  each  component  society  of  the  state 
organization  to  make  some  definite  oral 
hygiene  objective  and  set  out  to  obtain  it. 
It  has  been  a pleasure,  indeed,  to  come  be- 
fore your  association  as  it  makes  one  feel  the 
better  for  having  had  the  contact  of  its  officers 
and  members. 


SOME  PHASES  OF  CONTRACT  PRACTICE  * 

AN  OUTLINE  OF  SOME  IMPORTANT  QUESTIONS  WHICH  DESERVE 
IMMEDIATE  CONSIDERATION 


By  R.  G.  Leland,  M.D. 
Director,  Bureau  of  Medical  Econoynics, 
American  Medical  Association 


Tt  IS  undeniable  that  the  medical  profession 
is  now  profoundly  affected  by  general 
economic  conditions  over  which  it  can  exercise 
little,  if  any,  control.  However,  certain  ten- 
dencies in  medical  practice  deserve  serious 
consideration  at  this  time  if  the  medical  pro- 
fession is  to  preserve  that  type  of  administra- 
tion of  medical  care  which  has  for  centuries 
been  governed  by  the  best  interests  of  both 
the  public  and  the  physician. 

Unlike  commerce,  business  and  industry, 
which  have  developed  large  organizations, 
combinations  and  selling  agencies  for  mass 
jiroduction  and  marketing,  the  practice  of 
medicine  has  always  been  individualistic  and 
has  never  recognized  any  need  for  inter- 
mediate agents  through  which  to  bring  to- 
gether the  patient  and  the  physician. 

Although  the  profession,  as  a whole,  has 
steadfastly  held  to  the  principle  of  free  choice 
of  individual  physician  as  essential  to  the  best 
interests  of  both  the  public  and  the  physician, 

• I'fom  the  hulli’tin  of  the  Americ.in  Mcdic^tl  Ai^socijtion. 


numerous  types  of  medical  practice  have  been 
recently  developed  to  defeat  this  principle. 

These  newer  types  of  medical  practice  not 
only  limit  free  choice  of  physician  but  also 
create  groups,  cliques  and  dangerous  dissen- 
sions within  medical  organizations.  Contract 
bargaining,  solicitation,  misrepresentation  and 
underbidding  have  resulted  in  unfair  com- 
petition among  the  physicians  in  some  sections. 
Moreover,  some  of  these  schemes  hav’e  been 
organized  and  are  being  operated  in  direct 
opposition  to  and  defiance  of  the  established 
principles  of  ethics  of  the  American  Medical 
Association. 

Although  there  is  little  or  no  evidence  to 
Indicate  that  the  majority  of  the  members  of 
the  profession  are  in  accord  with  these  newer 
schemes  for  administering  medical  care,  state 
and  county  medical  societies  have,  for  the 
most  part,  made  little  progress  in  checking  or 
modifying  these  dangerous  tendencies. 

The  Judicial  Council  has  made  some  care- 
ful analyses  of  contract  practice  and  other 
types  of  medical  practice  inimical  to  both 
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medical  practice  and  organization.  It  seems, 
however,  that  the  present  general  situation  in 
medicine  requires  a more  detailed  pronounce- 
ment on  matters  of  medical  economics  than 
can  be  found,  at  present,  in  either  the  Prin- 
ciples of  Medical  Ethics  or  the  proceedings 
of  the  Judicial  Council. 

As  a preface  to  a discussion  of  these  current 
dangerous  tendencies,  a description  of  several 
types  of  medical  practice,  which  are  for  the 
most  part  strikingly  opposed  to  the  individual 
independent  practice  of  medicine,  is  giv'en 
below. 

Description  and  Analysis  of  Cert.ain 
T\  ■PES  OF  CONTR.ACT  AND  INSURANCE  PlANS: 
I.  Mutual  Benevolent  Hospital  Associations. 
— The  Mutual  Benevolent  Hospital  Associa- 
tion represents  one  of  the  earliest  types  of 
contract  practice,  having  originated  in  1851 
in  California.  This  type  of  organization  was 
philanthropic  in  character,  had  liberal  endow- 
ments and  extensive  hospital  properties.  The 
hospital  staffs  were  composed  of  high  grade, 
reputable  physicians,  and  the  entire  organiza- 
tion was  maintained  for  the  membership  only. 
In  a recent  report  to  the  California  Medical 
Association,  it  was  stated  that  one  of  the 
largest  of  these  associations  furnished  hospital 
care  of  high  quality  to  its  members  at  a nomi- 
nal cost  of  $22.61  annually.  However,  this 
amount  took  no  account  of  the  income  from 
endowments,  did  not  cover  medical  fees  and 
overlooked  the  fact  that  the  profits  from  pay 
patients  were  used  to  defray  the  hospital  over- 
head expenses. 

Criticism. — Such  organizations  offer  free 
choice  of  physician  only  to  the  extent  of  the 
number  which  comprises  the  hospital  staff; 
the  majority  of  the  profession  is  excluded 
from  participation  in  the  plan;  the  rates 
charged  the  members  for  medical  and  hospital 
care  have  been  shown  to  be  inadequate,  and 
the  plan  is  open  only  to  specified  groups  of 
the  population. 

2.  Workmen^ s Compensation.  — Because 
workmen’s  compensation  is  itself  in  the  na- 
ture of  a compulsory  health  insurance  scheme 
limited  to  accidents  and  sometimes  to  diseases 
incurred  in  the  course  of  employment,  it  has 


become  the  natural  nucleus  around  which 
have  formed  an  almost  endless  variety  of 
contract  schemes. 

When  it  is  remembered  that  present  com- 
pensation laws  cover  approximately  20,000,- 
000  employees,  it  will  be  seen  that  methods 
of  medical  practice  are  greatly  affected  by 
the  operations  of  these  systems. 

In  some  states  like  Washington  and  Ore- 
gon, and  to  a lesser  extent  in  New  Mexico, 
Idaho,  Colorado,  Montana,  Arizona,  and 
Nevada,  where  the  compensation  laws  specifi- 
cally provide  for  some  sort  of  contract  prac- 
tice which  has,  in  the  first  two  states  men- 
tioned, extended  far  beyond  compensation 
work,  it  is  evident  that  the  practice  of  medi- 
cine in  these  states  may  coir\e  to  be  largely 
dominated  by  such  contracts.  In  Oregon, 
the  state  fund  which  carries  about  90  per  cent 
of  the  compensation  insurance,  now  enters 
into  such  contracts  directly.  As  a result,  the 
annoying  and  undesirable  features  of  contract 
practice  have  become  intensified  by  the  state 
entering  the  field  as  a competitive  agent. 

Quoting  from  the  statement  of  H.  J. 
Davidson,  chairman  of  the  Committee  on 
Public  and  Industrial  Relations  of  the  King 
County  Medical  Society  (Washington),  con- 
tract physicians 

hire  laymen  to  solicit  the  contracts,  therefore  divert- 
ing a considerable  portion  of  the  fund  to  channels 
of  commercialism  and,  as  a corollary  to  the  medical 
aid  law  contracts,  contract  doctors  are  canning  on 
a wild  cat  health  insurance  business.  They  are 
known  to  have  paid  up  to  20  per  cent  of  the  gross 
revenue  derived  from  the  contract  and  up  to  $600 
a month  to  lay  agents,  through  w’hom  the  contracts 
were  secured.  Through  the  use  of  hired  lay  agents 
they  secure  contracts  remote  from  their  home  towns, 
then  sublet  to  local  doctors  for  25  per  cent  of  the 
total  revenue,  their  sole  service  being  to  secure  and 
to  sublet  the  contract,  or  they  hire  the  cheapest 
available  doctor  to  render  service  under  the  remote 
contracts  and  often  require  him  to  pay  them  50  per 
cent  of  the  gross  revenue  derived  from  all  private 
practice  developed  while  in  their  employ. 

Most  of  these  compensation  laws  with  di- 
rect contract  provisions  provide  that  an  em- 
ployer may  levy  an  assessment  on  his  em- 
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ployees  for  medical  services,  varying  from 
less  than  $1  per  month  to  about  20  cents  per 
day.  Similar  conditions  have  grown  up  and 
have  been  complained  of  by  organized  medi- 
cine in  Alabama,  Texas,  West  Virginia,  Cali- 
fornia, and  New  York,  and  in  a number  of 
other  states.  In  practically  all  of  these  states 
there  is  complaint  in  recent  years  of  an  exten- 
sion of  the  contract  system.  All  of  these 
schemes  have  a restricted  choice  of  physicians 
and  in  nearly  all  there  are  continuous  com- 
plaints as  to  the  character  of  the  work  done 
and  of  unfair  competition  of  contract  phy- 
sicians and  physicians  outside  of  the  scheme. 

The  compensation  law  has  also  had  a great 
share  in  developing  plant  medical  systems 
which  usually  begin  with  the  care  of  accidents 
within  the  plant  but  which  rapidly  expand  to 
continuous  care  during  the  time  of  the  acci- 
dent and  then  to  the  general  health  care  of 
the  employee  and  in  many  cases  to  complete 
health  care  of  the  families  of  the  employees. 
It  is  this  tendency  to  continuous,  and  in  recent 
years,  very  rapid,  expansion  of  contract  prac- 
tice which  makes  this  tendency  in  medical 
practice  significant. 

Criticism. — It  is  this  fact,  that  the  situation 
in  the  state  of  Washington  is  apparently  but 
an  advanced  stage  of  development  which  is 
occurring  in  many  other  states,  that  makes  it 
worthy  of  further  emphasis.  The  conditions 
under  which  medical  insurance  is  extended  to 
noncompensation  disabilities  is  thus  described 
in  the  report  previously  quoted: 

'I'hu  groups  of  workmen  inclmied  under  the 
medic:d  ;iid  law  contracts  comprise  convenient 
groups  to  bring  into  the  wildcat  health  insurance 
activities.  For  from  seventy-five  cents  to  one  dollar 
and  fifty  cents  a month  contract  doctors  agree  to 
render  all  jirofessional  services  and  pay  all  costs 
incident  to  the  care  of  accidents  not  included  under 
the  medical  aid  law  and  all  sickness  with  specific 
limited  exceptions.  'J'his  contract  is  a limited  health 
and  accident  insurance  policy  with  all  the  evil  pos- 
sibilities of  wildcat  insurance,  to-wit: 

1.  'I'he  contract  doctor  is  the  insurer. 

2.  ’File  insurer  is  unsupervised  as  to  financial 
resources,  ;md  as  to  performance  under  his  contract. 

3.  He  determines  the  rates,  administers  the  in- 


surance fund,  determines  what  services  shall  be 
rendered,  renders  that  service  personally  or  through 
agents  in  his  hire,  and  retains  the  unexpended 
portion. 

So  far  from  the  state  compensation  au- 
thorities seeking  to  check  this  tendency,  they 
are  urging  its  extension.  In  a special  circular 
sent  to  employees  it  is  stated  that  “a  group 
sickness  and  non-occupational  accident  policy 
should  be  carried.”  The  reason  given  for  this 
is  that  it  will  reduce  the  amount  of  compen- 
sation by  inducing  the  employee  to  trust  to 
his  general  sickness  insurance  rather  than  to 
the  compensational  system. 

While  the  defects  of  contract  systems  in 
connection  with  compensation  vary  as  widely 
as  their  diverse  character,  they  may  be  sum- 
marized as  follows:  (1)  they  afford  no  choice 
of  physician;  (2)  they  maintain  no  personal 
relations  between  patient  and  physician;  (3) 
financial  considerations  constantly  influence 
treatment;  (4-)  organized  medicine  has  no 
voice  in  controlling  such  practices;  ( 5)  outside 
physician  sare  subjected  to  unfair  competition, 
and  (6)  professional  reputation  is  not  earned 
through  open  and  free  competition  in  service. 

3.  Ilosfital  Associations. — Hospital  asso- 
ciations are  misnamed.  In  most  instances  they 
are  merely  the  business  offices  of  groups  hav- 
ing medical  contracts  for  sale.  These  “associa- 
tions” usually  have  a few  “staff  physicians” 
on  salary,  but  most  of  the  physicians  who  care 
for  the  contract  cases  are  paid  on  a “picee 
work”  basis.  Not  infrequently,  these  phy- 
sicians have  no  little  difficulty  in  securing  pay- 
ment for  services  rendered  at  the  amount 
allowed  by  some  lay  business  manager  whose 
business  it  is  to  deal  with  the  profession  as  well 
as  with  the  employers  and  the  employees.  It 
is  not  uncommon  for  these  czarlstic  adjusters 
to  dictate  to  physicians  the  extent  to  which 
their  services  shall  go  in  an  individual  case. 

Criticism. — Hospital  associations  have  em- 
bodied in  their  schemes  the  objectionable  fea- 
tures of  solicitation,  underbidding,  misrepre- 
sentation and  inade(]uate  fees  to  physicians. 
Medical  and  hospital  services  are  in  many  in- 
stances inferior  to  those  found  in  individual 
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independent  practice.  The  rates  charged  are 
inadequate,  and  there  appears  to  be  fre(]uent 
if  not  general  disregard  for  professional  ethics. 
There  is  no  free  choice  of  physician. 

4.  Contract  Practice  of  Trulividuals  and 
Croups. — Individual  physicians  and  meciical 
groups  have  endeavored  to"  compete  with  hos- 
pital associations  and  with, each  other  on  terms 
similar  to  those  just  described  for  hospital 
associations.  All  the  disadvantages  and  unde- 
sirable features  found  in  the  operation  of 
hospital  associations  can  be  found  in  most  of 
the  individual  and  group  contract  practices. 

5.  County  Contracts  for  Care  of  the  In- 
digent Sick. — This  f)lan  originated  in  Iowa 
and  has  been  adopted  by  county  medical 
societies  in  a number  of  other  states.  The 
essential  feature  of  the  plan  is  a contract  made 
by  the  county  medical  societies  with  the  county 
officials  responsible  for  the  care  of  the  indi- 
gent sick.  The  contract  usually  covers  the 
inmates  of  county  charitable  and  penal  insti- 
tutions and  accepts  as  a standard  of  Indigency 
outside  such  institutions  that  the  patient  is  in 
receipt  of  poor  relief. 

In  the  beginning  the  societies  incorporated, 
but  on  legal  advice  it  was  later  decided,  be- 
cause of  court  decisions  pertaining  to  the  prac- 
tice of  medicine  by  corporations,  that  incorpo- 
ration is  inadvisable  and  that  a contract  can 
be  made  “not  by  the  society  but  severally  by 
individual  physicians.”  There  is  free  choice 
of  physician. 

While  drugs  and  minor  medical  supplies 
are  provided  for  in  the  contract,  exceptional 
appliances — sera,  antitoxins,  etc. — are  usually 
exempt  and  must  be  paid  for  in  addition  by 
the  county. 

Some  contracts  provide  that  the  members 
of  the  society  shall  act  as  expert  witnesses  for 
the  county  attorney  in  any  criminal  investi- 
gation, usually  with  the  provision  that  “any 
physician  so  testifying  shall  be  entitled  to  col- 
lect and  receive  the  witness  fees  provided  by 
law.” 

Since  the  sums  received  are  usually  com- 
paratively small  in  proportion  to  the  member- 
ship of  the  society  they  are  usually  applied 
to  membership  dues  and  other  society  ex- 


penses. In  a few  cases  there  is  a clause  pro- 
viding for  other  division  of  sums  received  by 
the  society  under  such  contracts  according  to 
any  plan  that  may  be  decided  on  by  the  society. 

Criticism. — This  plan  has  some  features 
that  may  deser\’e  wider  application.  At  pres- 
ent its  limitations  to  the  care  of  indigents  so 
restricts  its  operation  as  to  cause  it  to  have 
little  bearing  on  wider  medical  problems.  It 
does,  of  course,  provide  for  complete  control 
of  medical  care  for  indigents  by  organized 
medicine  and  proves  that  It  is  possible  for 
county  medical  societies  to  become  an  active 
force,  within  this  limited  field,  at  least,  in 
the  solution  of  medical  problems. 

6.  Contract  Practice  by  County  Medical 
Societies. — In  an  effort  to  meet  the  growing 
competition  of  hospital  associations,  contract 
individuals  and  medical  groups,  several 
county  medical  societies  have  devised  plans 
to  take  contracts  as  units  of  organized  medi- 
cine. These  societies  were  motivated  by  the 
desire  to  furnish  to  the  low  income  group  a 
medical  service  at  a small  cost,  to  render  the 
same  quality  of  service  as  that  given  to  regular 
fee  patients,  to  offer  free  choice  of  physician 
and  to  eliminate  unfair  competition  among 
the  physicians  in  the  community. 

Criticism. — It  was  found  impossible  in  sev- 
eral instances  to  enlist  the  support  of  the 
entire  county  medical  society  membership  in 
this  project.  In  attempting  to  solve  the  prob- 
lem, at  least  one  county  society  was  drawn 
into  using  some  of  the  same  methods  of  con- 
tract getting  used  by  other  contract  groups, 
viz.,  the  business  manager  or  solicitor.  The 
county  societies  have  with  difficulty,  at  times, 
prevented  a serious  division  of  its  membership 
over  the  principles  Involved  in  contract  work. 

7.  Dr.  Walter  B.  Coffey,  State  Medical 
Society  Plan. — In  September,  1929,  Dr. 
Walter  B.  Coffey  of  San  Francisco  outlined 
to  the  California  Medical  Association  council 
a plan  for  medical  service  to  wage  earners 
with  incomes  less  than  $2,500  per  annum. 

This  plan  proposed  to  set  up  within  the 
California  Medical  Association  a non-profit 
corporation,  to  be  known  as  Associated  Mem- 
bers, from  the  membership  of  the  state  medi- 
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cal  association.  The  plan  of  organization  was 
somewhat  complicated  and  provided,  among 
other  things,  that  a stock  certificate  of  mem- 
bership be  issued  to  each  associate  member 
after  payment  had  been  made  at  an  unstated 
par  value. 

Rates  for  services  to  beneficiaries  of  the 
plan  varied  from  $1  per  month  for  those 
earning  less  than  $1,200  per  year,  to  $2.50 
per  month  for  single  persons  earning  more 
than  $1,800  and  less  than  $2,500  per  year. 

Pronouncements  were  made  against  sales- 
manship, soliciting  and  advertising,  and  pro- 
vision was  made  for  the  directors  to  recall 
certificates  of  memberships  issued  to  associate 
members  found  guilty  of  unethical  conduct 
or  infraction  of  the  corporation  rules. 

Criticism. — One  of  the  chief  objections  to 
such  a plan  is  that  it  sets  up  within  already 
existing  and  recognized  medical  organizations 
a select,  limited  and  presumably  privileged 
group,  and  thereby  almost  surely  creates  a 
division  of  opinion,  standing  and  loyalty  to 
accepted  principles  of  ethics.  The  strength 
and  influence  of  the  American  Medical  Asso- 
ciation is  not  likely  to  be  increased  by  a mul- 
tiplicity of  new  medical  organizations  created 
within  its  membership,  especially  when  such 
organizations  are  at  least  partially  commer- 
cial in  nature.  Unless  all  members  of  the 
state  association  should  become  associate 
members,  unfair  competition  would  arise  be- 
tween members  of  the  same  medical  society. 
I'Veedom  of  choice  of  physician  becomes  mis- 
leading, if  not  fraudulent  misrepresentation, 
when  the  patient  is  not  given  a choice  from 
among  all  the  physicians. 

8.  Los  Angeles  Record  Health  Service. — 
This  is  an  example  of  a commercial  journal- 
istic and  advertising  agency  aittempting  to 
enter  the  practice  of  medicine  . The  news- 
paper made  arrangements  for  medical  care, 
of  those  who  elect  the  offer,  with  previously 
existing  contract  groups.  The  main  function 
of  the  newspaper  was  to  advertise  the  medical 
service  as  a part  of  a subscription  campaign. 

'I'he  scheme  was  open  only  to  subscribers 
of  the  paper.  The  service  was  of  two  types. 
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the  first  requiring  only  an  annual  subscription 
to  the  paper  and  a registration  fee  of  $ 1 . The 
service  was  then  supposed  to  be  given  “by 
competent  physicians,  surgeons  and  specialists 
— at  a fixed  scale  of  fees  arranged  and  ap- 
proved by  the  Los  Angeles  Record  Health 
Service  League.  These  fees  are  approxi- 
mately one-half  of  the  fees  regularly  paid  by 
the  suffering  public.”  Service  No.  2 was  “a 
complete  medical  service  at  low  cost.  For 
$1.35  paid  monthly  in  advance  to  the  Pacific 
Life  Extension  and  Hospital  Service  System, 
registered  Los  Angeles  Record  Subscribers 
are  assured  Medical,  Surgical  and  Hospital 
care  for  ailments  and  accidents  without  fur- 
ther charge.” 

Criticism. — Naturally  there  are  a number 
of  restrictions  on  the  character  of  the  service 
which  are  usually  not  noticed  by  the  sub- 
scriber, and  it  is  clearly  evident  that  such  a 
service  can  not  combine  proper  medical  care 
with  adequate  payment  to  the  physicians. 
Some  of  the  more  obvious  additional  objec- 
tions are: 

(fl)  Sensational  and  misleading  advertising. 

(^)  Lack  of  clear  understanding  on  the  part 
of  the  insured  as  to  the  extent  of  the  medical  service 
to  which  he  is  entitled. 

(c)  No  professional  control  whatever. 

(d)  Unfair  competition  with  outside  physicians. 

(e)  The  lowering  of  all  standards  of  medical 
ethics  showing  that  development  of  mass  medical 
care  on  the  insurance  principle,  unrestricted  by  pro- 
fessional control,  inevitably  results  in  continuous 
and  fairly  rapid  degeneration  of  all  its  features. 

(/)  The  newspaper  undertook  to  select  and  en- 
dorse a group  of  physicians  in  the  community  not 
all  of  whom  are  necessarily  members  of  the  county 
medical  society. 

9.  Baylor  University  Hospital  Insurance 
Plan. — The  Baylor  University'  hospital  plan 
may  be  taken  as  an  example  of  another  type 
of  hospital  association  with  the  benefits 
limited  to  hospital  service.  This  plan  pro- 
vides for  a monthly  fee  of  $0.75,  which 
covers  hospital,  operating  room,  anesthetic. 
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laboratory  fees,  floor  nursing,  ordinary  medi- 
' cine  and  dressing  over  a period  of  twenty-one 
days  per  year,  and  a 50  per  cent  discount  on 
x-ray  work,  but  does  not  include  the  phy- 
sician’s fees.  Tuberculosis,  chronic  mental, 
, venereal  and  contagious  diseases  are  ex- 
I empted. 

The  members  must  be  gainfully  employed. 
The  scheme  was  first  applied  to  teachers  in 
Dallas  County,  Texas,  of  whom  there  were 
about  1,500.  It  w'as  claimed  that  this  was  not 
profitable  because  many  of  the  teachers,  find- 
ing themselves  exhausted  at  the  end  of  the 
term,  used  the  hospital  as  a convalescent 
home  as  well  as  for  the  care  of  any  disease 
i that  might  have  developed  during  the  year. 

When  the  plan  was  later  extended  to  in- 
dustrial and  office  groups  it  yielded  an  ap- 
proximate profit  of  $14,000  per  year.  The 
superintendent  of  the  hospital  has  charge  of 
the  soliciting  but  no  definite  information  is 
available  as  to  the  methods  used. 

Elizabeth,  N.  J.,  is  now  considering  the 
adoption  of  the  Baylor  University  plan  to 
cover  at  least  three  hospitals.  Similar  plans 
are  in  operation  with  slight  variations 
throughout  the  country. 

Criticism. — The  merits  of  such  a plan  are: 

(rt)  It  is  confined  to  hospital  care  which  is  more 
subject  to  actuarial  calculations  than  general 
sickness. 

(b)  It  affords  a steady  support  to  hospitals, 
something  that  in  time  of  depression  has  a very 
strong  appeal. 

(c)  If  hospital  standards  are  maintained,  a fairly 
high  grade  of  care  is  assured. 

Its  defects  are: 

(a)  If  such  hospitals  are  “closed”  it  creates  a 
division  within  the  profession. 

(b)  There  is  no  provision  for  control  by  county 
medical  societies,  as  a whole. 

(c)  It  tends  to  extend  hospital  care  beyond  its 
natural  scope.  Patients  who  would  ordinarily  be 
cared  for  by  the  family  physician  at  home,  under 
such  a scheme  will  almost  certainly  be  urged  to  go 
to  the  hospital. 


10.  Proposed  Texas  Aledical  Association 
Contract  Organization. — Late  in  1929,  ten- 
tative plans  were  prepared  for  the  creation 
of  a medical  association  in  Texas,  to  provide 
medical  services  required  by  carriers  under 
the  workmen’s  compensation  act. 

It  was  planned  that  a body  composed  of 
the  most  honored  and  respected  physicians  in 
the  state  should  apply  for  the  charter  of  an 
association  formed  primarily  to  guarantee 
adequate  medical  service  to  corporations,  to 
the  state  or  to  society  when  and  where  it  is 
practicable  or  impossible  to  secure,  by  indi- 
vidual contracts  with  physicians,  cooperative 
and  responsible  service.  The  association  was 
to  be  empowered  to  charge  for  its  services 
and  to  possess  property;  to  publish  a monthly 
medical  magazine  devoted  to  industrial  sur- 
gery as  a scientific  study'  and  to  industry  as 
it  is  mutually  related  to  law,  medicine  and 
industrial  medical  organization.  It  was  to  be 
empowered  to  rent,  to  build  and  to  conduct 
a scientific  industrial  laboratory  and  to  rent 
or  build  a hospital  ward  in  which  the  scien- 
tific treatment  and  study  of  industrial  diseases 
and  injuries  could  be  carried  on.  It  was  to 
have  the  power  to  establish,  either  separately 
or  in  association  with  medical  colleges,  a 
course  of  medical  instruction  in  laboratory, 
or  practical,  industrial  medicine  and  surgery. 

The  immediate  purpose  of  the  association 
was  to  offer  its  services  to  carriers  to  take 
over  their  entire  medical  problem.  It  was  to 
offer  carriers  the  opportunity  to  make  a single 
binding  contract  for  medical  service  through- 
out the  state  to  replace  the  present  method 
of  making  individual  contracts  for  service 
with  thousands  of  physicians,  none  of  whom 
are  bound  and  none  of  whom  can  be  held  re- 
sponsible and  accountable. 

This  plan  embodies  all  the  undesirable 
features  of  a commercial  medical  association 
superimposed  on  the  already  existing  and 
recognized  medical  societies  as  was  provided 
for  in  the  Dr.  Walter  B.  Coffey  suggestion 
(section  No.  7)  and  is  subject  to  the  same 
criticism. 

( Continued  in  the  March  Issue) 
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TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Poverty  and  tuberculosis  go  hand  in  hand; 
so  runs  the  doctrine  preached  for  a score  of 
years.  Some  even  regard  the  tuberculosis 
death  rate  as  a rough  barometer  reflecting  the 
fluctuations  in  the  economic  state  of  the 
people.  For  more  than  three  years  hard  times 
have  blighted  the  country;  few  have  escaped 
its  evil  effects.  Yet  the  tuberculosis  mortality 
rate  continues  to  decline.  How  can  this  para- 
dox be  explained?  No  authoritative  answer 
is  available  and  none  would  be  so  rash  as  to 
predict  a continuation  of  the  downward  trend. 
But  a consideration  of  some  of  the  influences 
that  undoubtedly  play  a part  in  this  phenome- 
non may  suggest  what  steps  in  the  future  must 
be  taken  to  sustain  the  present  favorable  trend. 

EFFECT  OF  DEPRESSION  ON 
TUBERCULOSIS 

The  tuberculosis  death  rate  for  1930  in  the 
United  States  reached  the  low  point  of  71.5  per 
hundred  thousand  population.  Unofficial  but  reliable 
estimates  for  1 93 1 show  a rate  of  approximately 
67  per  hundred  thousand.  The  Metropolitan  Life 
Insurance  Company  calculated  that  at  the  end  of 
the  third  quarter  of  1932,  the  tuberculosis  death 
rate  had  declined  6.9  per  cent  as  compared  with  the 
like  period  of  1931. 

Deaths  from  tuberculosis  come  mostly  from  that 
group  who  have  had  the  disease  for  some  time. 
Among  the  tuberculous  population  at  any  given  time 
there  are  always  some  whose  fate  hangs  precari- 
ously in  the  balance.  A slight  downward  push  on 
the  scale  such  as  hunger  or  worry,  is  likely  to  bring 
the  struggle  to  a premature  end.  Apparently  there 
are  not  enough  such  “critical”  cases  of  tuberculosis 
among  the  “new-poor”  to  affect  appreciably  the 
mortality  rate. 

We  arc  not  certain,  however,  that  times  arc 
not  increasing  the  morbidity  of  the  disease.  Assuming 
the  average  expectancy  of  the  consumptive  to  be 
five  years,  the  present  effects  of  deprivation,  even 
though  temporary,  may  shorten  that  expectancy. 
Furthermore,  our  present  understanding  of  the 


manner  in  which  tuberculosis  begins  and  develops, 
justifies  us  in  assuming  that  environment  influences 
often  determine  whether  or  not  a child  with  early 
lesions  will  later  develop  the  destructive  adult  type. 
And  many  children  now  heavily  infected  but  not 
yet  labeled  “tuberculous”  are  suffering  deprivation. 
Thus  the  toll  of  the  enemy  may  be  so  “absorbed”  in 
the  years  to  come  as  to  show  no  definite  “hump”  in 
the  mortality  curve. 

Aside  from  these  probabilities  why  has  the  mor- 
tality rate  not  yet  reflected  the  effect  of  poverty? 
While  poverty  and  tuberculosis  are  closely  related, 
there  is  nothing  about  poverty  of  itself  that  favors 
the  disease.  The  sole,  direct  cause  of  tuberculosis 
is  the  tubercle  bacillus.  Without  infection  by  that 
specific  germ,  even  Job’s  turkey  could  not  possibly 
develop  phthisis.  But  the  by-products  of  poverty  are 
the  active  allies  of  the  enemy. 

One  such  by-product  is  faulty  nutrition.  \Ve 
have  not  thus  far  permitted  this  by-product  to  over- 
whelm us.  Luxuries,  comforts,  and  even  self-respect 
may  have  to  be  sacrificed  by  many  people,  but  old- 
fashioned  starvation  for  the  sheer  want  of  bread  is 
a disgrace  we  are  determined  not  to  suffer.  Nor  is 
the  nutritional  quality  of  food  being  sacrificed  to  any 
great  extent.  During  the  war,  the  hunger  of  Euro- 
pean peoples  was  appeased  by  filling  their  bellies  with 
food  substitutes  of  poor  nutritional  value.  Not  so 
in  the  present  crisis.  True,  the  consumption  of 
milk  has  decreased  somewhat,  hut  on  the  other 
hand,  the  cheap  price  of  butter  has  enlarged  sales 
of  that  article  at  the  expense  of  butter  substitutes. 
Meats,  vegetables,  and  fruits  have  dropped  to  a 
price  level  that  discourages  the  competition  of  foods 
of  lesser  nutritional  value.  Allowing  for  the  con- 
cessions many  families  are  making,  we  still  may 
safely  assume  that  no  widespread  harm  has  as  yet 
been  wrought  because  of  poor  nutrition. 

Another  hy-product  of  poverty  is  the  crowding 
together  of  families,  which  in  turn  favors  the  ready 
transfer  of  the  tubercle  bacillus  from  the  sick  to 
the  well.  Domiciliary  crowding  has  not  yet  been 
severe.  The  inhuman  huddling  of  several  families 
in  quarters  designed  for  one,  as  was  so  common 
during  the  war,  has  been  mitigated  by  lowered 
rentals.  Incidentally,  the  experience  in  German 
cities  in  the  post-war  period  indicates  that  food 
shortage  rather  than  crowding  is  the  significant 
factor  in  causing  an  increase  of  the  rate.  During 
the  blockade  when  food  supplies  were  cut  off,  the 
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tuberculosis  death  rate  rose  to  unprecedented  heights. 
\Vhen  the  blockade  was  lifted  this  rate  declined  pre- 
cipitately to  its  former  level,  though  the  housing 
shortage  continued  as  before. 

A third  by-product  of  poverty  is  shattered  family 
morale.  “W’^hat’s  the  use!”  is  the  attitude  of  the 
discouraged  family.  Slovenly  habits  creep  in.  W'hy 
wash  the  dishes  carefully?  Whv  not  spit  on  the 
floor?  Why  keep  the  appointment  with  the  doctor? 
Cheerlessness  and  numbness  subtract  their  toll  from 
one’s  capital  of  resistance.  Deplorable  situations 
are  evident,  but  in  the  aggregate  we  have  kept  our 
courage  to  the  sticking  point,  and  the  pessimism  that 
now  presides  in  many  households  has  not  vet  be- 
come chronic. 

Momentum  of  the  Movement. — .An  important 
factor  responsible  for  the  continued  decline  of 
tuberculosis  deaths  is  the  cumulative  effect  of  the 
tuberculosis  movement.  P'or  a score  of  years,  edu- 
cational propaganda  has  been  slackened  only 
slightly  by  the  present  pot  holes  in  the  highway  of 
progress.  Knowledge  acquired  in  the  past  has  not 
lost  its  power;  our  respect  for  tuberculosis  has  not 
lessened;  habits  and  practices  acquired  in  the  good 
days  continue  to  function  in  the  bad. 

But  perhaps  the  most  pertinent  answer  to  the 
question  as  to  why  the  death  rate  has  not  taken  an 
upward  turn  is  to  be  found  in  the  tuberculosis 
fighting  machinery  that  is  now  functioning.  It  is, 
of  course,  inadequate,  but  in  no  previous  depression 
have  we  been  so  well  equipped.  Some  eighty  thou- 
sand patients  are  at  the  moment  occupying  sana- 
troium  beds,  which  means  not  only  that  eighty 
thousand  persons  are  being  given  their  chance,  but 
also  that  as  many  potential  foci  of  infection  are 
rem.oved  from  the  susceptible  community.  Vlore 
thousands,  graduates  from  tuberculosis  institutions, 
are  exerting  their  wholesome  influence  wherever 
they  may  be.  The  sanatorium  is  doing  “business 
as  usual,”  in  fact,  almost  1,000  new  beds  have 
been  added  (in  the  U.  S.  A.)  during  the  past  year. 
Nor  has  there  been  an  appreciable  lessening  of  clinic 
and  medical  activities.  Greater  skill  and  precision 
in  diagnosis  and  treatment  are  practiced  by  the 
doctor  than  ever  before.  Health  department  bud- 
gets in  several  places  have  been  curtailed,  but  with- 
out seriously  lessening  the  efficiency  of  the  service 
rendered.  Public  health  nurses’  salaries  have 
suffered  reduction  but  not  the  quality  of  their  work. 
Tuberculosis  associations  have  trimmed  their  sails. 


but  the  educational  and  publicity  work  goes  on  un- 
abated. Research  has  not  stopped,  and  demonstra- 
tions gaily  carry  on. 

Cotitrol  Machinery  Works. — The  machinery  has 
clicked  on  despite  the  depression.  The  fact  that 
this  “variable”  has  not  changed  (except  for  the 
better),  whereas  the  other  traditional  variable, 
namely,  the  economic  factor,  has  changed,  and 
that,  in  the  face  of  this,  the  tuberculosis  rate  has  not 
increased,  is  indirect  but  persuasive  proof  of  the 
efficacy  of  our  present  method  of  attacking  tuber- 
culosis. 

Epidemiology  teaches  that  human  skill  apparently 
avails  little  during  the  height  of  an  epidemic.  But 
when  the  foci  of  infection  begin  to  decrease  in 
number,  organized  effort  bears  fruit  and  accelerates 
the  decline.  When  the  disease  foci  are  finally  re- 
duced to  a minimum  number,  the  epidemic  is 
“under  control.”  Has  the  age-old  epidemic  of 
tuberculosis  reached  the  point  where  the  active  cases 
are  so  few  that  the  disease  may  be  “controlled” 
regardless  of  unfavorable  circumstances? 

Whatever  the  answer, — the  danger  of  over- 
confidence  must  be  avoided.  Human  nature, 
notoriously  fitful  and  fickle,  must  be  reckoned  with. 
Experience  shows  that  a populace  plagued  by  a 
disease  enemy  may  be  roused  to  such  a pitch  as  to 
depress  the  danger  to  a vanishing  point.  When 
the  threat  lessens,  interest  lags,  vigilance  relaxes, 
and  then  the  enemy  sweeps  once  more  into  the 
unprotected  ranks.  For  this  reason  the  history  of 
small-pox  since  Jenner’s  time  is  one  of  sporadic  re- 
currences alternating  with  periods  of  quiescence,  but 
never  of  complete  conquest. 

The  anti-tuberculosis  crusade  spirit  of  bygone 
days  drew  its  power  chiefly  from  deep  emotion.  As 
the  stimulating  reminders  of  the  disease  have  grown 
fewer,  interest  has  lessened.  It  is  necessary  in 
these  days  to  replace  the  old  fire  with  a persistence 
born  of  intellectual  understanding.  For  this,  lead- 
ership of  the  medical  profession  is  essential.  The 
fact  that  the  traditional  and  powerful  contributing 
causes  of  tuberclosis  may  now  be,  and  are  pre- 
sumably being,  “neutralized”  by  medical  skill  in 
diagnosis  and  treatment,  is  a tribute  to  scientific 
medicine  and  its  practitioners. 
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T^HE  care  and  treatment  of  the  insane  is  very  properly  considered  an  obligation  of 
the  state.  This  obligation  should  be  fulfilled  in  such  a thorough,  humane  and 
scientific  manner  that  the  relatives  of  a patient  committed  to  a state  institution  could 
have  the  satisfaction  of  knowing  that  all  reasonable  measures  for  physical  and  mental 
treatment  are  available  to  that  patient. 

Our  state  provides  four  hospitals  for  the  care  of  mental  diseases.  As  custodial  institu- 
tions they  afford  quite  comfortable  and  satisfactory  accommodations  for  about  3300 
patients.  At  the  present  time  this  capacity  is  slightly  inadequate,  but  the  problem  of 
over-crowding  is  not  serious. 

During  the  past  two  years  there  have  been  several  important  additions  to  the  physical 
equipment  of  these  institutions.  Provision  has  been  made  for  x-ray  study,  clinical 
laboratory  examinations,  dental  and  surgical  treatment.  As  yet  these  facilities  have 
not  been  utilized  to  any  great  extent. 

Physiotherapy,  hydrotherapy  and  occupational  therapy  have  received  scant  attention. 
These  measures  are  of  such  vital  importance  in  the  treatment  of  the  mentally  ill  that 
they  should  have  a prominent  place  in  any  program  for  improvement. 

The  relation  of  mental  illness  to  physical  impairments  and  bodily  disease  is  too  well 
recognized  to  require  comment.  For  this  reason  every  mental  case  should  have  a 
thorough  physical  as  well  as  psychiatric  examination,  not  only  on  admission  to  an 
institutions  but  also  at  regular  intervals  thereafter.  Systematic  and  complete  records  of 
such  examinations  should  be  kept  for  each  patient.  The  recent  survey  of  the  Ameri- 
can College  of  Surgeons  indicates  that  there  is  a striking  paucity  of  records  to  show 
that  any  such  examinations  have  been  carried  out  in  previous  years. 

So  far  as  this  writer  is  aware  there  have  been  only  meager  efforts  to  make  use  of 
special  therapeutic  measures  which  are  applicable  to  certain  cases.  Without  the  services 
of  dietitians  it  is  almost  impossbile  to  carry  out  the  Ketogenic  routine  for  epileptics. 
Malarial  therapy  or  other  forms  of  hyperpyrexia  for  paresis  and  intensive  antileutic 
treatment  including  the  Swift-Ellis  and  other  modifications  are  not  generally  available. 

In  order  to  provide  adequate  diagnostic  and  therapeutic  attention  for  our  mentally 
afflicted  we  must  first  make  available  the  services  of  specially  trained  psychiatrists.  It 
would  probably  be  advantageous  to  reserve  one  well  equipped  and  adequately  staffed 
institution  as  a clearing  house  for  the  admission  of  new  patients,  and  the  treatment  of 
those  whose  examination  indicates  that  they  might  be  benefited  by  definite  therapeutic 
measures.  The  other  institutions  could  be  utilized  for  the  custody  of  those  cases  which 
offer  no  prospect  of  improvement  or  for  whom  no  special  treatment  is  indicated.  I he 
business  administration  should  remain  with  the  Board  of  Control,  where  it  is  now,  but 
the  medical  supervision  of  all  of  the  state  medical  institutions  should  be  vested  in  a 
non-f artisan  State  Public  Health  Council. 
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GOVERNOR  CONLEY’S  ATTACK 
In  his  message  to  the  1933  legislature,  now 
in  session,  Governor  Conley  had  the  follow- 
ing to  say  in  regard  to  the  Association’s  pro- 
gram of  medical  supervision  of  the  state 
institutions  caring  for  the  sick: 

“A  few  uninformed  persons,  evidently  working 
in  the  interests  of  themselves,  are  giving  out  mis- 
information derogatory  to  the  work  being  done  in 
the  state  hospitals,  and  particularly  the  four  hos- 
pitals for  the  mentally  ill.  These  propagandists 
little  care  about  the  injury  they  do  to  the  reputa- 
tion of  their  state,  to  the  character  of  the  splendid 
professional  men  who  are  superintendents  of  the 
institutions  and  their  competent  staffs,  or  the  un- 
easiness and  mental  agony  they  cause  to  the  mothers 
and  fathers  and  other  loved  ones  of  the  patients  in 
these  hospitals.  Their  criticism  applies  to  the  past, 
not  to  the  present. 

“Their  conduct  indicates  that  the  propagandists 
are  interested  only  in  getting  control  of  these  well 
equipped  and  up-to-date  hospitals  belonging  to  the 
state,  and  will  be  satisfied  if  they  can,  by  any  means, 
get  them  placed  in  their  charge.  But  this  group  of 
selfish  men  have  not  succeeded  under  this  adminis- 
tration. I have  preferred  to  keep  the  institutions  in 
the  control  of  more  competent  men. 

“The  four  hospitals  for  the  treatment  and  care 
of  patients  mentally  afflicted  have  been  within  the 
last  three  years  well  equipped  for  treatment  of  such 
patients  and  the  latest  improved  treatments  are 
given  and  many  cures  affected.  These  hospitals 
are  equipped  with  splendid  operating  rooms,  labora- 
tories, diathermic  apparatus  and  diagnostic  and  other 
up-to-date  facilities.  The  superintendents  were  ap- 
pointed after  careful  investigation  into  their  stand- 


ing in  their  profession  and  because  of  the  qualifica- 
tions for  the  position  for  which  they  were  chosen. 

“These  institutions  are  not  run  by  laymen,  as  is 
claimed,  but  as  a matter  of  fact,  the  professional 
side  of  the  institutions  is  run  by  men  educated  and 
trained  specially  in  their  work  and  who  have  had 
many  years  experience.” 

Reviewing  this  astounding  statement  by 
the  Governor  of  our  state,  we  point  out  the 
following  statements:  “But  this  group  of 
selfish  men  (meaning  the  membership  of  the 
West  Virginia  State  Medical  Association) 
have  not  succeeded  under  this  administration.” 
And  again,  “Their  critlci«tti  applies  to  the 
past,  not  to  the  present.”  And  again,  “The 
professional  side  of  the  institutions  is  run  by 
men  educated  and  trained  especially  in  their 
work  and  who  have  had  many  years  expe- 
rience.” 

Well,  we’ll  look  over  our  alleged  selfish- 
ness. That  probably  comes  as  a result  of  our 
refusal  to  accept  present  conditions  as  they 
exist  now,  under  Governor  Conley’s  admini- 
stration. Many  other  groups  have  found 
favor  from  the  Conley  regime  and  we  could 
have  found  the  same  favor  had  we  cared  to 
offer  praise  instead  of  criticism.  And,  of 
course,  when  Governor  Conley  states  that  we 
have  been  criticising  the  past,  not  the  present, 
he  is  simply  talking  to  the  galleries.  We  are 
extremely  dissatisfied  with  present  conditions, 
as  well  as  with  past  conditions,  and  that’s  that. 

But  when  all  is  said  and  done,  we  feel  that 
our  Governor  has  done  our  Association  a real 
service.  We  are  not  accustomed  to  receiving 
such  attention  and  recognition  from  the 
executive  mansion.  Hence  this  tirade,  with 
its  resulting  publicity,  is  quite  welcome. 

For  Governor  Conley’s  benefit  we  will  say 
quite  frankly  that  conditions  have  improved 
in  all  of  the  insane  hospitals  under  his  admin- 
istration. To  be  sure  the  improvement  has 
been  slight,  but  there  has  been  a decided  trend 
toward  better  care  and  attention  for  the  state’s 
insane  patients.  This  improvement  was  not 
noticeable  until  the  West  Virginia  Medical 
Association  began  to  point  out  the  deplorable 
conditions  that  existed  up  until  one  year  ago. 
We  believe  that  due  credit  should  be  given  to 
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Governor  Conley  and  to  the  State  Board  of 
Control  for  bettering  these  conditions. 

But  if  Governor  Conley  thinks  we  are  go- 
ing to  cease  our  efforts  just  when  something 
is  beginning  to  be  accomplished,  he  is  entirely 
mistaken.  The  slight  improvement  under  his 
administration  stjU  leaves  much  to  be  desired. 
We  have  no  hesitancy  in  criticising  existing 
conditions.  We  should  redouble  our  efforts 
to  insure  continued  and  permanent  improve- 
ment for  the  unfortunate  patients  that  we 
ourselves  are  forced  to.. place  in  the  care  of 
the  state.  ,»<?■ 


MEMBERSHIP  AND  DUES 

At  the  close  of  the  year  1932,  the  West 
\hrginia  St^te  Medical  Association  had  more 
members  in  good  standing  and  fewer  de- 
linquent members  than  at  any  other  time 
within  the  past  decade.  Considering  the 
economic  depression,  we  feel  that  this  record 
is  unusual.  It  indicates,  probably  better  than 
anything  else,  the  strength  and  influence  of 
organized  medicine  in  this  state. 

Among  the  county  societies  with  member- 
ship 100  per  cent  in  good  standing  were 
Barbour  - Randolph  - Tucker,  Doddridge, 
Grant,  Hampshire,  Hardy,  Mineral,  Green- 
brier Valley,  Marshall,  Mingo,  Monongalia, 
Parkersburg  Academy,  and  Summers.  Sev- 
eral of  the  larger,  societies,  such  as  Raleigh, 
McDowell,  Marion,  and  Logan,  had  two  or 
less  delimjuent  members.  No  society  had 
more  than  seven  delinquent  members. 

The  question  is  often  asked,  “Where  does 
our  money  go.  . . 1 low  is  it  used?”  Ten  dol- 
lars of  the  dues  of  each  member  is  paid  in  to 
the  State  Association.  Of  this  amount^  one 
dollar  goes  into  the  medical  defense  fund, 
one  dollar  into  the  indigent  fund,  two  dollars 
for  the  West  Virginia  Medical  Journal, 
and  the  balance  of  six  dollars  is  used  for 
general  operating  expense  of  the  head(]uar- 
tcrs  office.  It  goes  to  pay  for  salaries,  office 
rent,  telephone,  library,  legislative  expense, 
legal  expense,  stamps  and  stationery,  and 


many  other  miscellaneous  items  incident  to 
the  management  of  a business  office. 

During  the  past  five  years  the  Association 
has  been  able  to  set  aside  approximately 
$3,000  a year  into  a reserve  fund.  Some  day 
this  will  in  all  probability  be  used  toward  the 
building  of  a permanent  home  for  the  West 
Virginia  State  Medical  Association.  Most  of 
this  cash  reserve  has  been  built  up  through 
advertising  profit  of  the  Journal. 

The  payment  of  one  dollar  into  the  medical 
defense  fund  for  the  Association  is  optional 
with  each  member.  The  chief  purpose  of  the 
defense  fund  is  to  provide  expert  witnesses, 
and  occasionally  a portion  of  the  legal  fees, 
in  malpractice  suits  brought  against  contribu- 
tors to  the  fund.  As  the  total  income  of  the 
defense  fund  is  less  than  one  thousand  dol- 
lars a year,  it  readily  becomes  apparent  that 
regular  malpractice  protection  can  not  be 
furnished.  Members  who  desire  malpractice 
protection  should  not  depend  upon  the  As- 
sociation’s defense  fund,  but  should  carry 
commercial  insurance. 

If  the  defense  fund  does  not  furnish  ade- 
quate protection  to  the  individual  participants, 
what  then  is  the  purpose  of  having  such  a 
fund?  This  is  a very  sensible  and  logical 
question.  The  answer  is  that  the  fund  pro- 
vides adequate  protection  for  the  membership 
as  a whole  even  though  very  little  protection 
for  the  Individual.  The  fund  is  used  to  pay 
for  the  competent  legal  talent  in  cases  that 
involve  some  point  of  law  of  vital  interest  to 
the  practice  of  medicine,  h'or  example,  at 
the  present  time  this  fund  is  backing  a West 
Virginia  case  before  the  supreme  court  that 
we  hope  will  enable  the  state  to  restrain  un- 
licensed practitioners  by  injunction. 

More  and  more,  the  doctors  in  West  \ ir- 
ginia  are  coming  to  realize  that  their  small 
iiu’estment  in  their  county  and  state  societies 
is  one  of  the  best  investments  they  have. 
During  this  unsettled  period  the  doctors  have 
pulled  together  in  a splendid  spirit  of  cooper- 
ation. It  is  hoped,  and  believed,  that  we  will 
continue  to  stand  shoulder  to  shoulder  for  all 
time  to  come. 
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COUNTY  SOCIETY  NEWS 


RALKIGH  COUNTY 

An  interesting  ami  instructive  meeting  of  the 
Raleigh  County  doctors  was  held  at  the  Ruther- 
ford Sanitarium,  Hecklev,  on  the  morning  and 
afternoon  of  January  24,  1933.  I he  morning 
session  w'as  a thoracoplasty  operation  performed  by 
Dr,  R.  H.  W alker,  Charleston,  and  Dr.  A.  R. 
I'ieche,  Heckley.  I'his  was  followed  by  an  inspec- 
tion of  the  institution,  and  lunch  was  served  at  noon. 

Dr.  G.  H.  Harksdale,  Charleston,  opened  the 
afternoon  program  at  1 o’clock  with  a paper  on 
“Pleural  Effusions,”  which  was  discussed  bv  Dr. 
Albert  Hoge,  Bluefield,  and  Dr.  \\'alter  E.  \'est. 
Charleston.  'Ehis  was  followed  with  a paper  on 
“Compensation  and  Tuberculosis,”  bv  Dr.  Russel 
Kessel,  Charleston.  Dr.  Kessel’s  paper  was  dis- 
cussed by  Dr.  ^^^^lker  and  Dr.  Tieche. 

Dr.  T.  R.  Boling  then  gave  a paper  on  “Tuber- 
culosis Laryngitis,”  which  was  discussed  bv  Dr.  A. 
H.  Grigg,  Beckley.  The  program  was  concluded 
by  Dr.  George  E.  Grisinger,  Superintendent,  with 
a paper  on  “Collapse  Therapy  and  Recent  Advances 
in  Tuberculosis.”  A general  discussion  followed. 


FAYETTE  COUNTY 

Dr.  W^illiam  Price  Bittinger  of  Summerlee, 
former  secretary-treasurer  of  the  Favette  Countv 
Medical  Society,  was  elected  as  president  for  1933 
at  the  regular  monthly  meeting  held  at  Oak  Hill 
on  the  evening  of  Januarv  10.  Dr.  F.  S.  Harkle- 
road,  Harvey,  was  chosen  first  vice-president;  Dr. 
E.  E.  Jones,  Mount  Hope,  second  vice-president; 
and  Dr.  Gilbert  Daniel,  Beards  Fork,  secretary- 
treasurer.  The  retiring  president  was  Dr.  C.  W’. 
Stallard  of  Montgomery. 

The  scientific  program  was  presented  bv  Dr. 
and  Mrs.  W^.  V.  W^ilkerson  of  Montgomery  with 
a paper  on  “Typhoid  Fever.”  Mrs.  \Vilkerson 
gave  the  dietary  treatment  and  displaved  plates  ex- 
actly as  fed  to  typhoid  patients  in  hospitals.  Dr. 
Claude  Frazier  was  selected  as  the  speaker  for  the 
February  meeting. 

The  January  meeting  at  Oak  Hill  was  an  ad- 
journed session  of  the  December  meeting,  at  which 
time  a quorum  was  not  present,  due  to  inclement 
weather. 


PARKERSBURG  ACADE.MY 

'I  he  .Academy  of  .Medicine  of  Parkersburg 
started  the  new  year  with  a splendid  meeting  at 
the  Chancellor  Hotel  on  the  evening  of  January  5 
with  an  excellent  attendance.  .A  turkey  dinner 
preceded  the  scientific  session. 

'Fhe  .Acatlemy  was  honored  b}-  a visit  from  Dr. 
D.  .A.  .MacGregor,  \\'’heeling,  president  of  the 
State  .Association.  It  was  Dr.  MacGregor’s  first 
official  visit  after  taking  over  the  duties  of  his  office. 
His  subject,  “State  Aledicine,”  was  interesting  and 
timely.  He  went  into  this  important  question  from 
many  angles  and  with  a complete  knowledge  of  the 
subject.  Discussions  were  numerous  by  members 
of  the  Society. 

.A  very  interesting  surprise  awaited  the  members 
of  the  society  at  the  beginning  of  the  dinner.  A 
large  number  of  the  members  of  the  Auxiliary 
marched  into  the  banquet  hall  and  were  served 
along  with  members  of  the  .Academy.  'Fhey  were 
welcomed  by  Dr.  R.  H.  W^harton,  president  of  the 
-Academy,  and  Mrs.  S.  M.  Prunty,  .Auxiliary 
president,  responded  with  a very  masterful  address. 
The  entire  meeting  was  a delightful  affair. 

John  T.  Goff,  Secretary. 


SU.MMERS  COUNTA^ 

The  regular  meeting  of  the  Summers  County 
.Medical  Society  was  held  on  January  11  at  2:30 
o’clock,  P.M.,  in  the  parlor  of  the  McCreery  Hotel 
at  Hinton.  The  Society  went  on  record  as  oppos- 
ing the  continuation  of  the  state  miners’  hospitals 
and  authorized  a statement  to  that  effect. 

New  officers  for  1933  were  elected  at  this  meet- 
ing. Dr.  W.  L.  VanSant,  Hinton,  was  chosen 
as  president  to  succeed  Dr.  J.  T.  Johnson  of 
Meadow  Creek.  Dr.  .A.  P.  Hudgins,  Hinton,  was 
reelected  as  secretary-treasurer. 

Two  new  members  were  voted  into  the  Society 
at  the  January  1 1 meeting.  They  were  Dr.  E.  N, 
Pleasants  and  Dr.  F.  L.  McNeer,  both  of  Hinton. 

A.  P.  Hudgins,  Secretary. 

CENTRAL  WEST  VIRGINIA 
.A  fine  meeting  of  the  Central  West  Virginia 
Aledical  Society  was  held  in  the  Rotary  Club 
rooms,  Buckhannon,  on  the  evening  of  November 
30,  with  35  doctors  and  guests  in  attendance.  The 
high  school  orchestra  furnished  music  during  the 
dinner. 

Following  the  usual  order  of  business,  the  election 
of  officers  for  1933  was  held.  Dr.  J.  B.  Dodrill 
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of  Webster  Springs  was  elected  president  to  succeed 
Dr.  W.  H.  McCauley,  Sutton.  Dr.  L.  W.  Deeds, 
Buckhannon,  was  elected  vice-president,  and  Dr. 
C.  C.  Carson,  Gassaway,  was  elected  secretary- 
treasurer. 

The  January  28  meeting  of  the  Society  was  held 
at  Gassaway  with  an  excellent  scientific  program 
and  a good  attendance.  The  program  was  furnished 
by  Dr.  G.  H.  Barksdale,  Dr.  P.  A.  Tuckwiller, 
and  Dr.  E.  B.  Henson,  all  of  Charleston. 

The  papers  presented  were  as  follows:  Dr. 
Barksdale,  “Treatment  of  Pleural  Effusion”;  Dr. 
Tuckwiller,  “Duodenal  Ulcer”;  Dr.  Henson, 
“Treatment  of  Some  Congenital  Defects.” 

C.  C.  Carson,  Secretary. 

MARSHALL  COUNTY 

Dr.  Oliver  Perry  Wilson,  Moundsville,  was 
reelected  president  of  the  Marshall  County  Medical 
Society  at  its  meeting  held  on  the  afternoon  of 
January  10  at  the  Merry  Tavern.  Other  officers, 
all  of  whom  were  reelected,  are  Dr.  S.  F.  Yoho, 
f'ranks,  vice-president,  and  Dr.  J.  A.  Striebich, 
Moundsville,  secretary-treasurer.  Drs.  J.  C.  Peck, 
C.  G.  Morgan,  and  D.  B.  Ealy  compose  the  board 
of  censors. 

Dr.  W.  C.  McCuskey,  Wheeling,  presented  a 
comprehensive  paper  on  “Diseases  of  the  Kidneys,” 
with  lantern  slides.  His  paper  was  widely  discussed 
hy  the  members  present. 

A committee  was  appointed  to  study  and  report 
on  the  recent  report  of  the  Committee  on  the  Costs 
of  Medical  Care.  The  members  appointed  were 
Drs.  C.  G.  Morgan,  J.  A.  Striebich,  and  P.  D. 
Barlow.  'Ehe  entire  program  at  the  next  meeting 
of  the  Society  will  be  devoted  to  a discussion  of 
this  timely  subject. 

J.  A.  Striebich,  Secretary. 

KANAWHA  COUNTY 

'I'he  annual  baiKpiet  and  installation  of  officers 
featured  the  January  10  meeting  of  the  Kanawha 
Medical  Society  which  was  held  in  the  Kanawha 
Hotel,  Charleston.  Addresses  were  made  by  Dr. 
W.  P.  Black,  retiring  president,  and  Dr.  G.  G. 
Irwin,  incoming  jiresident  of  the  Society.  A talk 
was  also  made  by  Dr.  H.  L.  Robertson,  vice- 
president  and  program  committee  chairman. 

J he  principal  address  of  the  evening  was  made 
by  Mr.  Jyon  II.  Kelly,  Charleston  attorney,  on  the 
subject,  “'I'he  Legal  Profession  Views  the  Medico.” 
’Ellis  was  greatly  enjoyed  by  all  members  present. 

M.  F.  Petersen,  Secretary. 


LOGAN  COUNTY 

The  Logan  County  Medical  Society  held  its 
regular  January  meeting  on  Wednesday  evening, 
January  18,  at  8:00  P.M.,  at  the  Hatfield-Lawson 
Hospital,  Logan,  with  twenty  members  and  visitors 
present. 

Dr.  B.  L.  Hume  of  Mallory,  and  Dr.  J.  E. 
Whitehill  of  Earling  were  elected  to  membership  in 
the  Society. 

Following  the  discussion  of  some  business  mat- 
ters, Dr.  B.  D.  Smith  of  Omar,  our  new  president, 
gave  a brief  inaugural  address,  speaking  on  some 
of  the  problems  that  are  facing  the  medical  profes- 
sion, after  which  the  following  scientific  program 
was  rendered: — Dr.  Walter  N.  Rowley  of  Hunt- 
ington, addressed  the  Society  on  “The  Place  of 
Low  Cervical  Cesarean  Section  in  Pathological 
Labors,”  and  Dr.  John  C.  Matthews,  also  of 
Huntington,  addressed  the  Society  on  “Fallacies  in 
Urologic  Diagnosis.” 

Doctors  J.  W.  Lyon  of  Holden,  H.  C.  Jones 
and  Walter  E.  Brewer  of  Logan,  and  Fred  E. 
Brammer  of  Dehue  were  some  of  the  Logan  county 
physicians  attending  the  Central  Tri-State  Medical 
Society  meeting  at  Huntington,  on  Thursday, 
January  19. 

Fred  E.  Brammer,  Secretary. 


MONONGALIA  COUNTY 

An  interesting  meeting  of  the  Monongalia 
County  Medical  Society  was  held  in  the  Junior 
high  school  library,  Morgantown,  on  the  evening 
of  January  3 with  a fine  attendance.  The  speaker 
of  the  evening  was  Dr.  W.  M.  Sheppe  of  Wheeling 
whose  subject  was  “The  Treatment  of  Diabetes 
Mellitus,”  which  was  widely  discussed  by  the  mem- 
bers present.  G.  R.  Maxwell,  Secretary. 


OHIO  COUN’FY 

Dr.  Frederick  M.  .Allen  of  New  York  City  was 
the  scientific  essayist  at  the  January  6 meeting  of 
the  Ohio  County  Medical  Society  which  was  held 
in  the  solarium  of  the  Ohio  Valley  General  Hospital. 
His  subject  was  “’Fhe  Use  of  Insulin  in  the  Treat- 
ment of  'Fuberculosis.”  Discussion  w.as  opened  by 
Dr.  W.  M.  Sheppe  and  Dr.  .Andrew  Wilson,  both 
of  W’heeling. 


Ritssell  C.  Bond,  Secretary. 
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BARHOUR-RANDOLPH-TUCKER 
The  regular  meeting  of  the  Harbour-Ramlolph- 
'I'ucker  County  Medical  Society  was  held  at  Elkins 
on  the  evening  of  January  27  at  8 o’clock.  Dr. 
H.  H.  Bolton,  Jr.,  president,  presided.  'Ehe  meet- 
I ing  was  devoted  chiefly  to  business  matters  pending 
before  the  society. 

Russel  S.  Wolfe,  Secretary. 


CABELL  COUNTY 

I'he  regular  meeting  of  the  Cabell  County  Medi- 
cal Society  was  held  on  Thursday  evening,  Janu- 
ary 12,  at  the  Pritchard  Hotel,  Huntington.  This 
was  an  interesting  session,  devoted  mainly  to  the 
consideration  of  matters  of  business. 

W.  W.  Strange,  Secretary. 


MEETING  DATE  SET 

As  announced  on  the  outside  front  cover  of  this 
Journal,  the  meeting  date  for  the  1933  session  of 
the  Association  at  Charleston  will  be  held  on  May 
22-23-24,  1933,  with  headquarters  at  the  Daniel 
Boone  Hotel.  The  scientific  assemblies  will  be  held 
in  the  Shrine  Mosque,  directly  across  the  street  from 
the  hotel.  The  date  has  just  been  fixed  and  an- 
nounced by  the  Committee  on  Scientific  Work. 

The  program  for  the  Charleston  meeting  is 
already  under  way  and  a number  of  prominent 
out-of-state  essayists  have  accepted  program  invi- 
tations. Plans  are  also  being  made  to  have  a num- 
ber of  scientific  exhibits  in  the  convention  hall,  if 
this  can  be  arranged. 

The  original  date  fixed  for  the  1933  meeting  was 
May  8,  9 and  10,  but  this  was  changed  because  of 
a conflict  with  the  American  Congress  of  Physicians 
and  Surgeons  in  Washington  at  the  same  time.  It 
is  believed  that  there  will  be  no  conflict  of  any  kind 
with  the  later  date. 

The  chief  innovation  of  the  1933  session  will  be 
the  change  in  the  time  for  the  various  sectional 
meetings.  Heretofore  the  sectional  meetings  have 
either  been  held  on  the  last  afternoon  or  the  last 
morning  of  the  annual  meeting.  This  year  the 
sectional  meetings  will  be  held  on  Monday  after- 
noon, the  opening  afternoon  of  the  convention,  and 
the  convention  itself  will  close  with  the  banquet  and 
ball  on  Wednesday  evening.  There  will  be  no 
Thursday  morning  session.  The  Committee  feels 
that  this  new  arrangement  will  be  much  more  suc- 
cessful, as  it  will  eliminate  the  sparse  attendance 
that  invariably  prevails  at  the  Thursday  morning 
meeting. 


FROM  OTHER  JOURNALS 


EUTURE  HOSPITAL  PROGRAM 

One  of  the  greatest  assets  to  individual  hospitals 
and  to  local  and  state  associations  is  the  wisdom  and 
experience  of  the  American  Hospital  Association. 
Annually  the  best  minds  in  the  great  group  of 
progressive  hospital  people  of  the  United  States  and 
Canada  are  directed  not  only  to  current  problems 
and  difficulties,  but  also  to  efforts  to  look  into  the 
future  and  to  see  what  lies  ahead  for  the  field. 

A future  program  for  the  American  Hospital 
Association  was  presented  at  the  Detroit  session, 
thanks  to  the  thoughtfulness  of  the  president,  Paul 
Fesler,  and  to  his  choice  of  the  man  to  peer  into 
the  future.  Dr.  Goldwater.  Incidentally  it  might 
be  offered  as  further  proof  of  the  fact  that  even 
hospital  history  repeats  itself  to  mention  that  Dr. 
Goldwater  was  given  a similar  commission  26  years 
ago.  But  Dr.  Goldwater’s  program  for  the  de- 
velopment and  expansion  of  the  A.H.A.  is  not 
visionary,  nor  impractical.  It  is  based  on  long  ex- 
perience in  hospital  administration,  in  association 
affairs,  and  widespread  contact  with  hospitals,  and 
there  is  every  reason  to  believe  that  the  program 
can  be  carried  out  to  the  material  advantage  of  the 
field. 

But  in  the  end,  who  or  what  is  to  benefit  by 
such  a program?  The  association  and  its  members, 
as  such,  of  course,  but  no  less  effectively,  all  pro- 
gressive hospitals.  For  the  problems  and  plans  re- 
lating to  the  future  which  the  A.H.A.  report  men- 
tioned and  for  which  it  offered  various  suggestions 
are  not  abstract,  intangible  things,  of  only  academic 
value  and  importance.  The  things  spoken  of  affect 
every  hospital  and  every  hospital  executive  directly. 

Every  hospital  and  every  hospital  executive, 
therefore,  should  consider  the  things  which  the 
A.H.A.  suggests  as  important  and  necessary  to  do. 
Moreover,  every  hospital  and  every  hospital  execu- 
tive should  join  in  the  effort  to  do  these  things. 
In  the  case  of  local  and  state  associations,  many 
practical  opportunities  are  offered  for  carrying  out 
phases  of  this  future  program,  to  the  advantage  of 
each  and  every  hospital  in  the  area  of  the  group. 

An  idea  how  the  suggestions  of  the  A.H.A.  can 
be  carried  out  by  a local  or  state  group  is  shown 
in  the  program  for  the  Chicago  Hospital  Association 
that  now  is  under  consideration.  This  same  pro- 
gram is  possible  of  accomplishment  by  a number  of 
other  local  and  state  groups.  Action  is  necessary,  of 
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course.  As  Mr.  Lutes  says,  “Realization  of  our 
power  is  one  thing;  use  of  it  is  another.” — Hospital 
Management y November,  1932. 


THE  PANEL  SYSTEM 

Many  of  our  readers  are  at  a loss  to  interpret 
the  term  “Panel”  as  applied  to  medical  practice  in 
Great  Britain. 

Briefly,  every  qualified  practitioner  may  elect  to 
be  put  on  the  medical  list,  commonly  known  as 
“The  Panel.”  At  the  present  time,  some  17,000,- 
000  people  whose  incomes  do  not  exceed  250 
pounds  (nearly  $950)  annually,  come  within  the 
scope  of  the  National  Health  Insurance  Act.  The 
insurance  fund  is  supported  as  follows:  4/9  by  the 
employer,  3/9  by  the  insured,  and  2/9  by  the 
nation.  The  workers  register  with  an  insurance 
company  and  receive  identification  cards.  Such 
card  presented  to  the  phjsician  of  the  worker’s 
choice  places  that  worker  upon  the  physician’s  panel. 
No  panel  may  include  over  2,500  insured  persons. 

At  the  present  time,  the  doctors  are  receiving  a 
little  over  $1.50  per  patient  annually;  the  average 
amounts  to  $2,232.00  for  each  panel  physician.  Half 
of  the  country’s  general  practitioners  have  a panel. 

A physician  with  2,500  patients  in  his  panel  sees 
forty  to  fifty  daily.  Nearly  all  have  some  private 
practice  in  addition.  The  panel  seems  to  assist 
many  younger  physicians  while  establishing  them- 
selves. Many  poor  people  receive  better  care  than 
they  would  without  such  services  available.  How- 
ever, Americans  who  have  studied  the  situation 
failed  to  find  any  well-informed  British  physician 
who  feels  the  plan  would  be  applicable  to  the  United 
States. — Colorado  Medicine. 


MEDICAL  ECONOMICS 

In  spite  of  the  com|ilaints  that  the  laity  express 
regarding  the  lack  of  medical  attention  for  people 
in  rural  sections,  the  average  doctor  in  communities 
of  any  size  realizes  and  appreciates  fully  that  he 
could  do  more  than  he  is  doing,  and  that  the  number 
of  doctors  is  more  than  adequate  for  the  care  of 
the  sick,  except  possibly  in  sparsely  settled  rural  dis- 
tricts. In  the  larger  communities  the  supply  is  not 
only  adecpiate,  hut  there  is  an  over  abundance  of 
physicians  so  that  competition  becomes  keen,  and 
certain  practices  often  bordering  on  the  unethical 
arc  followed  by  these  doctors  not  in  organized  medi- 
cine in  order  that  the  |)hysician  may  at  least  make 
a living.  It  is  conceded  that  tlic  medical  profession 
is  over  crowded  in  many  places,  and  that  there  are 


too  many  physicians  in  most  communities.  However, 
our  situation  is  not  nearly  so  serious  as  it  is  among 
some  of  the  professions  allied  to  medicine.  Witness 
the  large  number  of  nurses  that  are  being  turned 
out  ever)  where  by  hospitals  throughout  the  country. 
Startling  revelation  of  conditions  is  given  by  a 
pamphlet  from  the  American^  Nurses  Association, 
which  shows  that  in  a group  of  42  cities  the  average 
nurse  will  have  no  more  than  149  days  of  employ- 
ment in  the  year.  In  some  cities  over  crowding 
certainly  is  giving  the  nursing  leaders  great  concern. 
In  one  state,  whereas  in  1900  there  was  one  trained 
nurse  for  something  over  every  5,000  population, 
in  1930  there  is  one  for  every  349.  The  phar- 
macists are  equally  over  abundant.  The  Committee 
on  the  Costs  of  Medical  Care  states  that  no  more 
than  10,000  pharmacists  will  be  required  to  fill  the 
165,000,000  physicians’  prescriptions  annually  com- 
pounded, whereas  actually  there  are  115,000  regis- 
tered pharmacists.  Fortunately,  the  pharmacist  is 
able  to  relegate  the  compounding  of  prescriptions 
to  a minor  role;  most  of  his  time  is  spent  in  retailing 
drugs,  toilet  articles,  and  whatever  it  is  that  drug 
stores  sell.  Only  approximately  one-quarter  of  the 
$715,000,000  spent  for  medicines  in  the  United 
States  is  prescribed  by  doctors. 

All  these  figures  and  these  data  excite  appre- 
hension. In  the  few  countries  where  the  medical 
profession  and  the  allied  branches  are  over  crowded 
the  practice  of  medicine  is  on  an  extremely  low 
plane.  If  the  United  States  continues  to  send  out 
doctors,  pharmacists,  and  nurses  each  year  by  the 
thousands,  the  future  of  the  neophyte  physician, 
pharmacist  or  nurse  does  not  seem  particularly 
bright.  — New  Orleans  Medical  and  Surgical 
Journal. 

VETERAN  RELIEF 

'I'here  has  been  a decided  recent  change  in  the 
attitude  of  the  public  towards  the  policies  of  the 
Veterans’  administration.  The  protest  of  the  medi- 
cal profession  when  free  hospital  care  of  veterans 
was  extended  to  non-service  connected  disabilities, 
met  deaf  ears.  Now  the  general  policy  of  handing 
out  not  only  hospital  care  but  millions  of  the  tax- 
payers’ money  to  individual  citizens  simply  because 
they  are  ex-soldiers,  has  made  such  a drain  on 
federal  resources  that  citizens  are  rightly  concerned 
about  the  future. 

d'he  radio  broadcast  on  October  26,  prepared 
by  General  Frank  'F.  Hines,  .Administrator  of  Vet- 
erans’ .Affairs,  brought  out  some  interesting  food 
for  thought.  'Fhe  Civil  War  veterans  have  cost 
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the  government  some  seven  and  a half  billions. 
Alreadv  the  ^^^)rlcl  W ar  veterans  have  received 
some  six  billions,  exclusive  of  government  insurance 
disbursements  and  loans  on  the  so-called  bonus. 
Monetary  benefits  are  being  paid  to  nearly  one  in 
five  of  those  who  served  in  the  World  W ar.  Gen- 
eral Hines  estimates  that  the  next  ten  years  will 
cost  an  additional  billion  dollars  “provided  further 
liberalization  of  our  veteran  relief  laws  is  not 
effected.”  He  recommended  a revision  of  the 
policies  of  the  Veterans’  Administration. 

Congressional  investigation  now  in  progress 
should  bring  out  the  imperative  need  for  such  a 
revision  for  financial  reasons  and  in  justice  to  all 
concerned.  This  revision  should  not  and  need  not 
affect  compensation  to  those  suffering  disabilitv  due 
to  service.  Non-service  expenditures  should,  how- 
ever, be  discontinued. 

The  National  Economy  League  is  doing  much  to 
crystallize  public  opinion  and  the  League  is  being 
backed  by  the  leaders  of  the  medical  profession.  Now 
is  no  time  for  the  profession  to  compromise  with 
this  evil  of  the  extension  of  the  government  into  the 
field  of  private  practice  which  has  been  such  an 
injustice  to  the  private  hospitals,  the  medical  pro- 
fession and  taxpavers. — Minnesota  Medicine. 


GOVERNMENT  ENCROACHMENT 

For  many  years  we  have  seen  the  gradual  en- 
croachment of  government — national,  state,  and 
local — on  private  enterprise.  It  seems  that  through- 
out the  land  as  soon  as  a new  undertaking  of  any 
kind  has  been  initiated  bv  the  government  those 
placed  in  charge  immediately  begin  to  make  plans 
for  “bigger  and  better”  things.  Every  bureau, 
department,  branch  and  twig  of  government  wants 
more  and  more  for  “bigger  and  better”  things. 
This  is  the  fundamental  cause  of  the  sad  plight  of 
government  todav  when  it  finds  itself  almost  hope- 
lessl)'  involved. 

Little  did  President  Coolidge  visualize  the  present 
enormous  hospital  expansion  of  the  Veterans’  Bu- 
reau when,  in  1926,  he  suggested  that  any  avail- 
able unoccupied  beds  in  the  then  Veterans’  hospitals 
might  be  used  for  veterans  suffering  from  certain 
specified  diseases  not  of  service  origin.  LTp  to  that 
time  it  was  taken  for  granted  by  all  that  the 
Veterans’  hospitals  were  solel)'  for  those  veterans 
suffering  from  diseases  and  injuries  acquired  in  line 
of  dutv.  Comparatively  few  beds  w'ere  available 
and  only  a small  number  of  veterans  fell  in  the 
specified  class.  But  that  formed  the  entering 


wedge  to  the  vastest  hospitalization  program  the 
world  has  ever  known.  Now  all  veterans  of  all  wars 
are  entitled  to  hospitalization  and  treatment  for  all 
diseases  and  injuries  regardless  of  their  origin  and 
regardless  of  the  ability  of  the  patient  to  pay  for 
such  services.  'Phis  is  unequal  compensation  for  the 
veterans  themselves  since,  in  order  to  receive  these 
benefits,  a veteran  must  be  sick  enough  to  reach  a 
Veterans’  hospital  and  not  too  sick  to  be  moved 
there.  1 hose  living  near  one  of  the  hospitals  re- 
cive  much  greater  benefits  than  those  at  a distance. 
The  veteran  taken  so  acutely  ill  that  he  can  not  be 
moved  to  a V'eterans’  hospital  receives  no  benefit 
regardless  of  how  deserving  he  may  be.  P'urther- 
more,  if  all  available  beds  are  taken  up  by  veterans 
able  to  pay  no  room  is  left  for  poor,  deserving  vet- 
erans unable  to  pay.  Some  modification  of  the 
present  plan  will  certainly  be  more  equitable  and 
at  the  same  time  save  an  enormous  sum  of  the  tax- 
payers’ monev. — Georgia  Medical  Journal. 


HARMONIOUS  COORDINATION 

Pleading  with  the  medical  profession  of  British 
Columbia  to  present  a united  front  for  impending 
battles  and  to  wield  a greater  influence  in  the  period 
of  readjustment  which  will  follow  the  present 
economic  crisis,  the  editor  of  the  Vancouver  Medical 
Bulletm  declares: 

“Our  weakness  as  a profession  has  always  been 
a lack  of  understanding  of  the  most  elementary 
principles  of  organization:  rules  are  all  right  for  the 
other  fellow,  but  do  not  apply  to  us  personally.  Till 
we  can  see  things  in  a different  light  to  this,  medical 
organization  is  bound  to  be  weak.  Our  battles  in 
the  past  have  been  lost  through  a lack  of  loyalty  to 
each  other  and  to  our  leaders.  Always,  just  at  the 
critical  point  in  the  fight,  our  enemy  has  been  able 
to  divide  us  and  so  conquer  us.  It  was  the  fault  of 
the  rank  and  file,  not  only  of  those  wha  were  trying 
to  lead.  As  individual  medical  men,  we  have  a 
right  to  run  our  own  affairs:  as  members  of  an 
organization  our  first  duty  is  loyalty  to  that  organi- 
zation, that  is,  to  each  other,  and  a willingness  to 
submerge  our  own  invid.Qatityi  -for  the  common 
good.”  '‘“r 

Vital  problems  which  now  exist  and  others  which 
assuredly  will  arise  can  not  be  solved  through  indi- 
vidual effort  on  the  part  of  physicians.  They  must 
be  met  bv  an  enlightened  profession  and  one  ade- 
quately organized.  Organization  machinery  has 
been  established  and  has  functioned  effectively  with 
but  few  exceptions.  However,  unless  the  rank  and 
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file  of  the  profession  continue  to  give  to  organized 
medicine  the  support  and  loyalty  which  they  have 
given  in  the  past,  results  will  be  disappointing  and 
may  be  disastrous.  The  great  majority  of  the  mem- 
bers of  the  medical  profession  individually  are  in 
accord  on  most  of  the  serious  problems  which  con- 
front the  profession.  To  crystalize  this  unanimity 
of  thought  into  concerted  action  sometimes  is  diffi- 
cult. However,  it  has  been  done  in  the  past  and 
can  be  in  the  future,  providing  each  physician  realizes 
that  he  has  a very  important  part  to  perform  in  the 
program  of  activities.  The  responsibility  of  medical 
organization — county,  state  and  national — is  to  in- 
spire and  stimulate  this  interest. — Ohio  State  Medi- 
cal Journal. 


CONTRACT  PRACTICE 

At  the  Annual  Conference  of  Secretaries  of  Con- 
stituent State  Medical  Associations  held  in  Chicago, 
November  18-19,  E.  H.  Cary,  president  of  the 
American  Medical  Association  decried  the  present 
tendency  toward  the  contract  practice  of  medicine. 
Dr.  Cary  was  emphatic  in  his  statement  that  the 
best  medical  care  has  never  been  achieved  under 
any  such  system,  governmental  or  otherwise.  In 
summarizing,  it  will  be  noted  seven  questions  were 
presented  which  the  speaker  stated  “are  the  back- 
ground of  our  distress.” 

d'he  “Iowa  plan  of  dealing  with  indigency”  is 
a practice  followed  by  medical  societies  in  Iowa  in 
making  a contract  with  the  governing  body  of  the 
county  to  render  medical  service  to  the  indigent 
for  a stated  amount.  More  than  20  Iowa  societies 
had  a contract  and  rendered  such  service  in  1931. 
Apparently,  the  plan  has  been  satisfactory  to  all  par- 
ties concerned.  Funds  received  may  be  used  to  pay 
dues,  the  expenses  of  guest  speakers  and  general 
operating  expenses  of  the  society.  If  any  funds 
remain  at  tht)  ii(f|*l(il  of  the  year,  they  may  be  pro- 
rated among  the  members  of  the  society.  At  least 
two  societies  in  this  state  have  used  such  a plan  in 
past  years  and  two  other  counties  at  the  present  time 
are  giving  consideration  to  the  plan. 

A discussion  of  the  budgeting  system  was  pre- 
sented in  the  columns  of  this  Journal  some  months 
ago.  Prior  to  the  time  the  address  was  published, 
one  county  medical  society  in  this  state  was  giving 
serious  consideration  to  the  adoption  of  such  a sys- 
tem; report  has  not  been  received  as  to  the  final 
.action.  At  a recent  meeting  of  the  Omaha- 
Douglas  (Nebraska)  County  Medical  Society,  a 
propose<l  plan  of  creating  a budgeting  system  for 


families  with  incomes  of  less  than  $2,700  was 
rejected. 

The  majority  report  of  the  Committee  on  the 
Costs  of  Medical  Care  recommends:  “the  costs  of 
medical  care  be  placed  on  a group  payment  basis, 
through  the  use  of  insurance,  through  the  use  of 
taxation,  or  through  the  use  of  both  these  methods. 
This  is  not  meant  to  preclude  the  continuation  of 
medical  service  provided  on  an  individual  fee  basis 
for  those  who  prefer  the  present  method.  Cash 
benefits,  i.e.,  compensation  for  wage-loss  due  to 
illness,  if  and  when  provided,  should  be  separate  and 
distinct  from  medical  services.”  The  minority  re- 
port, however,  contends:  “The  objections  to  com- 
pulsory health  insurance  are  almost  as  compelling 
to  this  minority  group  as  are  those  to  voluntary 
insurance.  Proof  of  the  evils  of  the  compulsory 
system  is  at  hand  in  our  own  experience  in  this 
country  with  the  only  compulsory  system  with  which 
we  have  yet  had  to  deal,  workmen’s  compensation 
insurance.  Under  workmen’s  compensation,  groups 
are  soliciting  contracts,  often  through  paid  lay  pro- 
moters; laymen  are  organizing  clinics  and  hiring 
doctors  to  do  the  work;  standards  of  practice  are 
being  lowered;  able  physicians  outside  the  groups 
are  being  pushed  to  the  wall ; the  patient  is  forced 
by  his  employer  to  go  to  a certain  clinic,  and  the 
physician  is  largely  under  the  control  of  the  insur- 
ance companies.  These  are  not  visionary  fears  of 
what  may  happen  but  a true  picture  of  widespread 
evils  attending  insurance  practice.  No  better  ex- 
ample should  be  needed  of  what  must  happen  to 
medical  care  if  compulsory  insurance  is  extended  to 
families.” 

The  last  pension  for  a widow  of  a soldier  in  the 
Revolutionary  War  was  paid  in  1910.  The  Con- 
gress of  1917  realized  the  difficulties  of  the  pension 
system  and  provided  life  insurance,  a maximum  of 
$10,000,  for  each  service  man  at  a reasonable  rate, 
payments  to  be  deducted  from  the  monthly  service 
pay.  Under  the  terms  of  the  law,  the  insurance 
could  be  continued  after  the  soldier  had  terminated 
his  army  service.  In  succeeding  years  legislation 
was  enacted  providing:  disability  compensation; 
vocational  training;  adjusted  compensation;  free 
hospitalization  for  all  veterans  regardless  of  the 
origin  of  the  disability;  retirement  p.ay  for  emer- 
gency officers  and  in  1931,  the  allowance  of  a fifty 
per  cent  loan  on  the  adjusted  compensation  cer- 
tificates. 

.According  to  the  report  of  the  V’etcrans’  Ad- 
ministration for  the  fiscal  year  ending  June  30, 
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1931,  of  the  total  admissions  to  veterans’  hospitals, 
82,850  or  76  per  cent  were  for  the  treatment  of 
non-service  connected  disabilities  as  compared  with 
13,243,  or  17  per  cent  in  1925,  the  year  following 
passage  of  the  law  providing  hospitalization  for  all 
veterans.  As  of  March  31,  1931,  there  were  53 
veterans’  hospitals  in  operation  with  a bed  capacity 
of  25,930.  The  medical  council  of  the  V'^eterans’ 
Bureau  estimated  the  maximum  number  of  beds 
required  would  approximate  130,000  on  the  basis 
I that  veterans  of  all  wars  would  be  given  the  privi- 
lege of  free  hospitalization.  The  development  of 
I such  a plan  would  require  the  construction  of  some 
103,000  beds,  at  an  average  cost  of  $5,000  per 
bed.  One  of  the  plans  advanced  (and  approved 
at  the  1931  meeting  of  the  .A.merican  IVledical 
.Association)  toward  the  reduction  of  governmental 
expense  in  connection  with  the  hospitalization  of  ex- 
service  men  was  that  of  H.  H.  Shoulders.  Briefly, 
the  Shoulders’  plan  was:  (1)  a weekly  cash  benefit 
payable  to  the  veteran  during  any  period  of  total 
disability,  and  (2)  the  payment  of  a liberal  hospital 
benefit  sufficient  to  cover  the  hospital  expenses  dur- 
ing any  period  of  hospitalization.  The  hospital 
benefit  is  in  addition  to  the  cash  benefit. 

The  opinion  has  long  prevailed  that  the  number 
of  new  medical  graduates  each  year,  is  in  excess  of 
the  demand.  There  is  also  the  opinion  there  is  an 
e.xcess  of  new  graduates  in  law,  dentistry  and  in 
other  professions.  Premedical  requirements  have 
been  increased  by  many  of  the  medical  schools,  but 
if  anything,  the  number  of  prospective  students 
making  application  for  enrollment  is  increasing.  No 
solution  has  yet  been  offered  to  meet  this  problem. 
The  field  of  immunization  and  preventive  medicine 
belong  to  the  private  practitioner.  Yet,  it  is  a well 
recognized  fact  in  the  absence  of  an  epidemic  or  an 
organized  program,  immunziation  and  vaccination 
are  neglected,  almost  ignored,  by  the  general  public. 

It  is  not  believed  that  organized  medicine  favors 
state  medicine.  Organized  medicine  is  vitally  in- 
terested n a workable  plan  that  will  best  safeguard 
the  interests  not  only  of  the  physician,  but  also  the 
patient.  The  county  medical  society  is  the  most 
important  unit  in  organizing  such  a plan. 

“The  medical  profession  sees  ahead  and  is  deeply 
interested  in  preventing  any  system  from  being 
adopted  which  threatens  the  steady  advancement 
of  scientific  knowledge  and  progressive  development 
in  the  art  of  healing.  Unfortunately,  medical  men 
themselves  are  not  aware  of  the  fact  that  experience 
shows  that  in  all  countries  in  which  medical  practice 


has  become  subservient  to  extraneous  control  pro- 
gressive scientific  medicine  and  the  best  medical  care 
are  utterly  incompatible  under  any  such  system, 
whether  it  be  governmental  or  not.” — Journal, 
Kansas  Medical  Society. 


NEW  RADIO  SERIES 

On  January  8 the  House  of  E.  R.  Squibb  and 
Sons  presented  the  first  of  a series  of  half-hour  radio 
programs  in  keeping  with  the  traditions  of  its 
founder. 

This  half  '"hour  of  entertainment  is  on  the  air 
every  Sunday  over  tlie  Tcd’  rretwork  -Hf  the  National 
Broadcasting  company  chain,  at  4:30  T.^.,  ‘New 
A'ork  time.  It  features  Frank  Black  and  'his 
orchestra,  the  Revelers,  and  as  the  high  spot  a 
dramatization  of  gripping  moments  from  the  history 
of  medicine. 

^I'hese  presentations  of  music  and  interesting 
dramatic  episodes  are  designed  to  appeal  to  almost 
every  type  of  radio  listener.  The  announcements 
emphasize  that  only  through  a sufficient  number  of 
properly  trained  physicians  can  a community  expect 
to  meet  its  responsibility  for  the  care  and  prevention 
of  illness  and  the  protection  of  health.  Impressive 
reasons  are  also  mentioned  as  to  why  the  use  of  the 
family  doctor  is  a good  way  to  keep  down  the  costs 
of  competent,  sympathetic  and  understanding  gen- 
eral medical  care. 


PHYSICAL  EXAMINATION 

The  successful  business  man  who  insists  on  his 
machines  being  regularly  inspected  and  overhauled 
and  thereby  evades  the  possibility  of  breakdown, 
needs  the  same  assurance  in  regard  to  his  own 
health.  “If  I Keep  My  Health,”  by  Dr.  W.  W. 
Bauer,  director  of  the  Bureau  of  Health  and  Public 
Instruction  of  the  American  Medical  Association,  is 
the  title  of  a story  in  Rygeia,  the  Health  Magazine, 
which  shows  that  a periodic  health  examination  is 
the  best  kind  of  life  insurance. 


SOUTHERN  SURGICAL  CONGRESS 

The  Southeastern  Surgical  Congress  has  just  an- 
nounced its  fourth  annual  assembly  to  be  held  at 
the  Atlanta  Biltmore  Hotel,  Atlanta,  Georgia,  on 
March  6-8,  1933.  Among  the  prominent  essay- 
ists will  be  Dr.  George  W.  Crile  of  Cleveland, 
Dr.  W.  D.  Haggard  of  Nashville,  Dr.  Hugh  Cabot 
of  Rochester,  Minnesota,  Dr.  Dean  Lewis  of  Bal- 
timore, Dr.  Carl  A.  Hedblom  of  Chicago,  and  Dr. 
Irvin  Abell  of  Louisville. 
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AMERICAN  BOARD  OF  OBSTETRICS 

The  American  Board  of  Obstetrics  and  Gynecol- 
ogy  proposes  to  hold  the  first  of  a series  of  annual 
dinners  for  diplomates  of  the  board  and  their  friends 
on  the  first  day  of  the  scientific  session  of  the 
American  Medical  Association  meeting  in  Mil- 
waukee. At  this  time  the  successful  candidates  from 
the  examination  of  the  day  before  will  be  introduced 
in  person,  one  or  more  addresses  will  be  made  by 
officers  of  the  board  and  a round  table  conference 
and  general  discussion  of  the  activities  of  the  board 
will  follow. 

Diplomates  expecting  to  be  in  attendance  at  the 
scientific  session  of  the  American  Medical  Associa- 
tion are  urged  to  make  reservation  for  this  sub- 
scription dinner  as  early  as  possible  through  the 
office  of  the  secretary  of  this  board.  Further  an- 
nouncements will  be  made  through  the  Journal  of 
the  American  Medical  Association  and  the  Ameri- 
can Journal  of  Obstetrics  and  Gynecology. 

The  next  written  examination  and  review  of  case 
histories  will  be  held  in  cities  throughout  this  country 
and  Canada,  where  there  are  diplomates  who  mav 
be  empowered  to  conduct  the  examination,  on 
April  I,  1933. 

The  next  general,  clinical  examination  is  to  be 
held  in  Milwaukee  on  Tuesday,  June  13,  1933, 
immediately  preceding  the  annual  session  of  the 
American  Medical  Association.  Reduced  railroad 
rates  will  apply. 

P'or  further  information  and  application  blanks, 
address  the  Secretary,  Dr.  Paul  Titus,  1015  High- 
land Building,  Pittsburgh,  Pennsylvania. 


DISTRIBUTION  OF  NURSES 

An  interesting  report  by  the  committee  on  the 
Grading  of  Nursing  Schools  has  just  been  released 
to  the  various  state  and  national  medical  journals 
under  the  title,  “Nurses  Production,  Education, 
Distribution,  and  Pay.”  Of  particular  concern  at 
the  present  time  is  a section  of  the  report  under  the 
heading,  “Too  .Many  Nurses.”  In  1900  there  was 
less  tlian  one  graduate  nurse  in  active  practice  to 
every  6,000  people.  'Today  there  is  more  than  one 
graduate  nurse  in  active  practice  to  every  six  hun- 
dred people. 

'The  reason  for  this  amazing  increase  is  tliat,  un- 
like any  other  professional  institutions  of  which  there 
is  a record,  hospitals  prefer  .student  service  to  gradu- 
ate service.  .More  than  25,000  new  graduates  are 
turned  out  each  year,  says  the  report. 


MONTHLY  MORBIDITY  REPORT 
for  December,  1932 


Barbour 3 4 1 1 6 2 70 

Berkeley 2 ...  7 ....  1 ....  _..  1558 

Boone 7 3 2 43  1600 

Braxton 1 ...'.  5 3 23 

Brooke 17  1 

Cabell 10  1 13  80  249 

Calhoun 1 1 

Clay 60 

Doddridge 6 14 

Fayette 2 25  3 4 6 39 

Gilmer 4 

Greenbrier 1 ....  1 1 

Hampshire 4 20 

Hancock 3 3 

Hardy 1 

Harrison 18  34  3 6 4 

Jefferson 2 5 ....  1 ....  1 ....  22 

Kanawha 17  12  5 ....  9 1 ....  80 

Lewis 114  1 9 

Lincoln 1 ....  2 11  ...  4 109 

Logan 8 1 2 ....  1 ....  2 445 

Marion 14  16  4 1 2 4 ....  82 

Marshall 6 6 2 ....  2 ....  15 

Mason 21  ..  2 2 ....  150 

Mercer 16  2 4 164 

Mineral 48  8 2 ....  5 7 12  33 

Mingo 1 ....  8 6 ....  86 

Monongalia 6 7 7 1 ....  5 1 210 

Monroe 1 1 154 

Morgan 1 ...  ....  2 

Nicholas 2 2 610 

Ohio 15  96  4 40  414  3 

Pendleton 1 

Preston 10  3 

Putnam 1 ....  1 1 

Raleigh 9 . 11  2 318 

Randolph 7 . . 5 

Ritchie 2 25 

Summers 1 2 8 40 

Tucker 4 1 

Tyler 4 1 2 ....  1 22 

Wayne 1 . 9 12  7 179 

Webster 1 1 

Wetzel 6 4 

Wood 11  4 7 1 4 9 


Totals 280  228  121  23  33  96  622  6379 
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THE  PRACTICAL  VALUE  OF  SPECTAI.  DIAGN'OSTIC  METHODS 
L\  THE  STUDY  OF  DIGESTIVE  DISEASES* 


'By  E.  B.  Eree.man,  M.  I). 
Baltimore^  Md. 


'^HERE  is  a growing  tendency  in  present- 
day  medicine  to  over-emphasize  labora- 
tory studies  and  other  diagnostic  procedures, 
and  to  pay  too  little  attention  to  the  clinical 
history  and  the  physical  examination. 

\’aluable  as  the  special  diagnostic  proce- 
dures are,  they  can  never  take  the  place  of  a 
well  correlated  history  and  a carefully  made 
physical  examination.  The  history  and  the 
physical  examination  are  the  foundation  upon 
which  all  diagnostic  methods  must  restj  the 
knowledge  thus  obtained  will  usually  give 
one  a definite  idea  as  to  which  special  diag- 
nostic procedures  should  be  used  in  complet- 
ing the  diagnosis.  No  one  for  a moment 
doubts  the  value  of  special  diagnostic  meth- 
ods j and  in  some  cases,  the  diagnosis  must 
rest  upon  one  or  more  special  procedures.  In 
no  branch  of  internal  medicine  is  this  more 
true  than  in  the  study  of  digestive  diseases. 

The  inaccessibility  of  most  of  the  digestive 
apparatus  makes  special  diagnostic  prodecures 
imperative.  I like  to  think  of  diseases  of  the 
digestive  tract  not  as  a definite  specialty,  but 
merely  as  a subdivision  of  internal  medicine; 
^ and  as  Dr.  Crohn  has  very  aptly  stated,  “Its 
excuse  for  existence  lies  in  the  fact  that  the 

■*  Read  before  the  West  Virginia  State  Medical  Association  at  Park- 
ersburg. on  June  22.  1 932. 


gastroenterologist  as  an  internist,  focuses  all 
of  his  attention  in  furthering  the  accumulation 
of  scientific  data  and  experience  relative  to 
the  digestive  apparatus.” 

To  be  a good  gastroenterologist,  one  must 
ha\  e a very  wide  working  knowledge  of  in- 
ternal medicine;  not  for  a moment  must  he 
lose  sight  of  its  relation  to  Internal  medicine 
as  a whole.  If  he  does,  the  early  digestive 
symptoms  of  such  diseases  as  pulmonary 
tuberculosis,  myocardial  insufficiency,  coro- 
nary thrombosis,  Bright’s  disease,  renal  cal- 
culus, gastric  crisis  of  tabes,  and  many  other 
general  diseases  will  be  misinterpreted.  With- 
out the  proper  knowdedge  of  internal  medi- 
cine, the  early  digestive  symptoms  of  many 
systemic  diseases  could  not  be  properly  cor- 
related. The  history  of  a gastric  ulcer  or 
gastric  carcinoma  may  be  so  indefinite  as  to 
suggest  nothing  more  than  a functional  indi- 
gestion, and  especially  this  is  true  if  nothing 
definite  can  be  made  out  on  physical  exami- 
nation. Yet,  if  one  takes  the  leads  that  are 
given  even  in  an  indefinite  history,  and  fol- 
lows them  out  with  further  questioning  and 
study,  much  valuable  information  may  be  dis- 
covered that  would  otherwise  be  overlooked. 
Also,  the  age  of  the  patient,  the  occupation. 
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social  surroundings,  mental  state,  and  domes- 
tic happiness  may  throw  as  much  or  even 
more  light  on  the  diagnosis  than  a study  of 
the  gastric  secretion,  or  any  other  method  of 
laboratory  study.  The  taking  of  a careful 
history  in  a digestive  case  frequently  brings 
out  the  fact  that  one  is  not  dealing  with  a 
digestive  condition  at  all,  but  with  a systemic 
disease  in  which  the  symptoms  are  referable 
to  the  digestive  tract  only.  The  history  of  a 
duodenal  ulcer  is  usually  characteristic,  and 
the  diagnosis  can  be  made  in  most  cases  from 
the  history  alone.  What  is  more  characteristic 
than  the  ulcer  syndrome  of  pain  coming  on  at 
a definite  time  after  the  intake  of  food,  re- 
lieved by  eating  or  by  soda,  and  occurring 
periodically  spring  and  fall  or  spring  or  fall? 
Certainly,  the  diagnosis  of  duodenal  ulcer 
can  be  made  in  the  majority  of  cases  when  this 
group  of  symptoms  are  present.  On  the  other 
hand,  a gastric  neurosis,  by  the  mildness  of 
symptoms  and  the  lack  of  a definite  course, 
speaks  just  as  definitely  for  a diagnosis  of  a 
functional  disturbance.  The  unfortunate  thing 
about  the  whole  problem  is  that  in  a certain 
number  of  cases  of  serious  organic  disease  of 
the  digestive  tract,  the  symptoms  are  so  mild 
that  they  very  closely  simulate  those  of  a func- 
tional disturbance.  It  follows,  therefore,  that 
in  this  group  of  cases  special  diagnostic  pro- 
cedures are  absolutely  necessary  if  one  is  to 
arrive  at  a correct  diagnosis. 

In  lesions  of  the  esophagus,  the  history  and 
physical  examination  are  of  very  little  value 
in  making  an  accurate  diagnosis.  The  history 
does,  however,  call  our  attention  to  the  fact 
that  we  are  dealing  with  some  sort  of  eso- 
phageal disease,  while  practically  nothing  of 
real  value  can  be  learned  from  the  physical 
examination.  Here  again  special  diagnostic 
procedures  are  necessary  if  one  is  to  arrive 
at  a correct  diagnosis.  The  special  methods 
that  are  most  helpful  are  the  passage  of  eso- 
phageal bougies,  x-ray  screen  and  film  studies 
and  esophagoscopy. 

I'he  passage  of  bougies  determines  whether 
or  not  an  obstructive  lesion  is  present;  it  also 
determines  the  site  of  the  obstruction  and 
something  concerning  its  nature.  Just  a note 


of  warning, — “no  one  should  pass  an  eso- 
phageal bougie  blindly,”  due  to  the  fact  that 
not  infrequently  there  is  pouching  of  the  eso- 
phageal wall  just  above  the  obstructive 
lesion;  and  if  the  bougie  unfortunately  enters 
one  of  these  pouches,  very  slight  pressure 
may  puncture  the  wall  of  the  esophagus.  This 
difficulty  can  be  absolutely  and  easily  over- 
come by  passing  olive  tipped  bougies  over  a 
previously  swallowed  thread.  Six  yards  of 
size  D silk  thread  swallowed  the  night  before 
will  permit  enough  of  the  thread  to  pass 
through  the  stomach  and  become  anchored  in 
the  small  intestine,  and  when  drawn  taut 
serves  as  a guide  over  which  the  bougies  may- 
be passed  with  safety.  If  this  technique  is 
followed,  there  is  absolutely  no  danger  in 
passing  esophageal  bougies. 

I consider  the  passage  of  esophageal 
bougies  over  a previously  swallowed  thread  a 
very  much  safer  procedure  than  passing 
bougies  through  the  esophagoscope.  While 
it  is  true  when  bougies  are  passed  through 
the  esophagoscope,  one  is  able  to  see  the 
bougie  enter  the  obstructed  area,  but  can  not, 
however,  tell  what  course  it  takes  after  en- 
tering; and  from  that  point  on,  the  bougie  is 
passed  unguided.  When  one  considers  that 
most  esophagoscopes  are  ten  millimeters  or 
less  in  diameter,  it  is  obvious  that  when  even 
the  smallest  bougie  is  passed  through  it,  there 
is  very  little  space  left  through  which  to  ob- 
tain a view  of  the  diseased  area. 

Fluoroscopic  and  film  studies  are  very- 
helpful  in  determining  the  presence  of  eso- 
phageal disease.  By  this  method,  the  loca- 
tion of  the  lesion  can  be  accurately  determined 
and  a great  deal  made  out  concerning  its 
character.  If  one  sets  aside  accidental  lesions 
such  as  impacted  foreign  bodies,  and  strictures 
due  to  the  swallowing  of  corrosive  substances, 
there  remain  only  three  diseases  of  much 
importance;  namely,  diverticulum,  chronic 
cardiospasm  and  carcinoma.  While  diver- 
ticulum and  chronic  cardiospasm  are  quite 
rare,  caricnoma  of  the  esophagus  is  not  un- 
common and  stands  relatively  high  in  the  • 
distribution  of  carcinoma  throughout  the 
body.  The  characteristic  appearance  of  chronic 
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cardiospasm  with  its  diffuse  dilatation  and  its 
smooth  walls  tapering  to  a point  at  the  cardia, 
can  scarcely  be  confused  with  any  other  con- 
dition. On  the  other  hand,  slight  dilatation 
with  marked  irregularity  in  outline  speaks  just 
as  forcefully  for  the  lesion  being  carcinoma. 
In  both  these  conditions,  however,  the  x-ray 
findings  may  be  misleading,  in  that  carcinoma 
may  be  found  in  the  lower  end  of  the  eso- 
phagus even  though  the  esophageal  wall 
seems  to  be  smooth  and  regular  In  outline. 
Likewise,  an  irregularity  in  outline  may  be 
found  in  chronic  cardiospasm.  These  find- 
ings are  mainly  due  to  one  of  two  conditions, 
namely:  food  residue  in  the  lower  end  of  the 
esophagus,  or  malignant  disease  in  the  cardiac 
end  of  the  stomach. 

The  most  accurate  method,  however,  of  de- 
termining the  character  of  a lesion  of  the 
esophagus  is  by  an  esophagoscoplc  examina- 
tion. It  is  true  that  this  procedure  is  more 
difficult  and  requires  some  special  training  to 
carry  out^  yet  the  fact  remains  that  the  re- 
sults of  this  procedure  are  by  far  more  accu- 
rate. It  can  be  done  in  any  well  equipped 
office  or  in  the  out-patient  department  of  any 
well  organized  hospital;  it  does  not  require 
hospitalization,  and  the  examination  can  be 
made  without  causing  the  patient  very  much 
discomfort.  By  this  method,  one  can  care- 
fully examine  the  wall  of  the  esophagus  and 
study  any  lesion  that  may  be  present.  If  an 
ulcerative  lesion  is  found.  Its  size,  position 
and  location  can  be  accurately  determined; 
and  if  desired,  a specimen  may  be  removed 
for  microscopic  study.  After  all,  actually  see- 
ing the  pathological  lesion  under  considera- 
tion, is  by  far  more  convincing  than  any  in- 
direct method  of  procedure  can  ever  hope 
to  be. 

While  the  history  and  physical  examination 
maintains  a preeminent  place  in  the  diagnosis 
of  lesions  of  the  stomach  and  duodenum,  there 
still  remains  a very  denite  place  for  special 
methods  of  observation.  Certainly,  It  is  de- 
sirable to  study  the  secretory  changes  of  the 
stomach  in  many  digestive  conditions;  like- 
wise, its  size,  shape,  position,  contour  and 
motility. 


The  secretory  changes  are  studied  usually 
by  Investigation  of  the  fasting  stomach  con- 
tents and  by  examination  of  the  contents  after 
a standard  test  meal.  Many  observers  are 
satisfied  with  a study  of  a single  specimen 
withdrawn  45  minutes  to  one  hour  after  the 
test  meal  has  been  given;  while  others  pre- 
fer a study  by  the  fractional  method,  when 
the  specimens  are  removed  every  1 5 minutes 
for  a period  of  two  hours.  Sometimes  it  is 
deemed  necessary  to  make  fractional  studies 
after  the  administration  of  histamine. 

The  whole  question  of  secretory  changes 
has  been  very  much  discussed  in  the  past  few 
years.  Fifteen  years  ago,  the  discussion  of 
the  subject  would  have  been  very  much  easier 
than  it  is  today.  Then,  one  was  satisfied  to 
take  one  acid  reading  at  45  to  60  minutes 
after  the  meal;  or  to  carry  on  the  fractional 
study  with  the  hope  that  this  method  would 
give  more  accurate  readings.  If  only  one 
specimen  of  gastric  contents  is  removed,  it 
necessarily  follows  that  the  estimation  of  the 
gastric  acidity  must  rest  upon  one  determi- 
nation. 

About  the  time  the  fractional  study  of  the 
gastric  secretion  was  becoming  very  popular, 
a group  of  observers  including  Gorhman, 
Wheelan,  White  and  others,  showed  that 
there  were  wide  variations  in  the  acid  con- 
tents obtained  at  the  same  time  from  different 
portions  of  the  stomach.  There  should  have 
been  nothing  new  in  these  findings,  as  every- 
one knows  that  the  food  and  the  gastric  juice 
are  only'  completely  mixed  In  the  antrum. 
There  are  still  other  factors  which  interfere 
with  acid  readings  In  the  gastric  juice,  two  of 
w'hich  are:  the  amount  of  alkaline  saliva  that 
may  be  swallowed,  and  the  regurgitation  of 
alkaline  duodenal  contents  back  into  the 
stomach.  Moreover,  it  has  been  shown  in  ex- 
tensive studies  of  apparently  perfectly  normal 
students,  that  most  of  the  acid  curves  thought 
to  be  characteristic  of  gastric  disease,  are  most 
likely  normal  variations.  Therefore,  one  can 
not  state  that  a certain  type  of  acid  curve  is 
an  indication  of  a certain  disease.  Before  this 
can  be  done,  one  should  hav'e  at  least  one  study 
showing  the  acid  curve  when  the  individual 
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was  well.  Of  course,  this  can  not  be  obtained, 
as  normal  individuals  do  not  come  to  phy- 
sicians for  these  observations. 

There  has  been  an  enormous  amount  of 
work  cione  in  the  study  of  gastric  acidity  both 
in  health  and  disease.  Rehfuss  states  that 
there  are  at  least  five  normal  acid  curves  as 
brought  out  by  his  fractional  study  of  gastric 
contents.  Therefore,  for  one  to  evaluate  the 
finding  of  a certain  type  of  acid  curve  in  study- 
ing a digestive  case,  it  must  be  first  deter- 
mined whether  or  not  the  curve  is  normal  for 
the  case  under  consideration.  This,  of  course, 
is  not  easy  to  do.  Carlson  has  come  to  the 
conclusion  from  his  work  and  that  of  others 
that  the  acid  as  it  comes  from  the  gastric 
glands  is  of  about  constant  strength,  around 
.45%}  and  the  high  or  low  acid  readings  are 
due  to  different  degrees  of  dilution,  a highly 
diluted  gastric  juice  giving  a low  acid  read- 
ing; while  a concentrated  gastric  juice  gives 
a high  acid  reading.  Carlson  also  states  that 
an  acid  secretion  of  more  than  .5%  has  never 
been  recorded.  Ivy  from  his  studies  has 
shown  that  the  secretion  from  the  glands  in 
the  pyloric  region  of  the  stomach  are  alkaline 
in  reaction. 

The  withholding  of  salt  in  the  diet  is 
thought  by  French  observers  to  aid  materially 
in  the  control  of  acid  secretion  in  hyper- 
acidity cases;  but  this  has  been  proven  not  to 
be  true,  as  the  stomach  continues  to  furnish 
an  acid  juice  ev'en  during  starvation. 

The  fractional  study  of  gastric  secretion  is 
not  even  a relati\'ely  new  procedure.  It  was 
employed  by  the  bVench  more  than  thirty 
years  ago.  Fhey  used  a large  tube  and  re- 
introduced it  at  regular  intervals  after  the 
test  meal,  and  obtained  in  this  way  small 
amounts  of  gastric  juice  for  study.  This 
method  of  study  was  dropped  at  that  time  as 
not  being  very  helpful.  I'he  method  as  em- 
ployed in  more  recent  years,  with  the  small 
tube,  is  much  more  satisfactory  and  less  un- 
pleasant for  the  patient;  and  the  end  results 
more  accurate.  Some  \ears  ago  when  Dr. 
Kehfuss  stressed  the  importance  of  fractional 
study  of  gastric  contents,  Thomas  R.  Hrown 
assigned  (iaither  and  Kohn,  who  were  work- 


ing in  his  clinic,  to  run  a series  of  fractional 
studies.  The  cases  were  in  no  way  selected, 
but  taken  routinely  as  they  came  into  the 
clinic.  A study  was  made  In  200  consecutive 
cases  by  the  fractional  method,  the  contents 
being  withdrawn  every  fifteen  minutes  over 
a period  of  two  hours.  In  95%  of  this  series 
of  cases,  the  high  acid  reading  occurred  at 
45-60  minutes  after  the  Ingestion  of  the  usual 
test  meal  of  bread  and  water.  When  one 
considers  that  the  acid  curve  reached  its  height 
in  9S^c  of  the  cases  at  the  time  that  most 
test  meals  are  removed  for  study,  it  does  not 
seem  hardly  justifiable  to  use  a time-consum- 
ing method  when  it  is  of  value  only  in  one 
case  out  of  twenty;  and  furthermore,  in  de- 
termining a pathological  curve  one  must  set 
aside  the  five  normal  curves  before  it  is  pos- 
sible to  state  that  the  curve  under  considera- 
tion is  pathological.  I am  frank  to  say  that 
I do  not  feel  qualified  to  differentiate  between 
the  five  normal  curves  and  the  pathological 
curve  in  a given  case;  and  I have  not  been 
doing  fractional  studies  routinely.  I do,  how- 
ever, use  the  method  in  achlorhydria,  when 
I want  to  determine  whether  or  not  the 
case  is  one  of  a true  achlorhydria  or  one  of  a 
delayed  acid  secretion.  In  these  cases  a frac- 
tional study  done  on  the  fasting  stomach  after 
the  administration  of  histamine,  is  very  help- 
ful. With  the  use  of  histamine  one  finds  that 
true  achlorhydria  is  quite  rare. 

In  the  study  of  all  the  achlorhydrias 
with  histamine  that  were  reported  by  the 
routine  examination  after  a test  meal  of  bread 
and  water,  I was  able  to  collect  only  fourteen 
cases  of  true  achlorhydria  in  the  Digestive 
Clinic  at  the  Johns  Hopkins  Hospital  in  a 
period  of  fourteen  months.  After  all,  as  I 
see  it,  the  most  important  findings  in  the  study 
of  gastric  acidity  are,  namely,  the  complete 
absence  of  Indrochloric  acid  or  achlorhydria, 
and  very  high  acid  readings;  all  the  other 
^•ariations  in  acid  readings  are  relative  and 
can  not  be  relied  upon,  b'urthermore,  the 
secretor\’  function  of  the  stomach  is  not  nearly 
so  valuable  to  the  clinician  as  the  motor  func- 
tion. As  Alonzo  Taylor  has  so  well  stated, 
“We  have  duplicate  plants  for  chemical 
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digestion,  but  only  one  motor  path  between 
them;  and  when  that  breaks  down,  we 
know  it.” 

The  study  of  the  ferments  is  of  clinical 
\alue  in  a small  group  of  cases  only.  If  one 
is  trying  to  make  an  early  diagnosis  of  carci- 
noma of  the  pancreas,  the  procedure  is  help- 
ful. The  easiest  ferment  to  work  with  is 
diastase.  There  is  no  difficulty  in  obtaining 
sufficient  duodenal  contents,  with  the  duo- 
denal tube,  to  make  the  test.  If  diastase  is 
found  to  be  absent  in  the  duodenal  contents, 
it  points  quite  ciefinitely  to  carcinoma  of  the 
pancreas;  while  in  chronic  pancreatitis,  the 
diastase  content  is  usually  diminished  but 
never  entirely  absent.  In  a study  of  diastase 
content  in  mouth  secretion  in  214  gastroin- 
testinal cases,  no  relation  could  be  established 
between  the  amount  of  diastase  found  and  the 
gastrointestinal  lesion  under  consideration. 
These  studies  included  55  cases  of  splanch- 
noptosis with  atony,  4 gastric  ulcer,  24  duo- 
denal ulcer,  4 gastric  carcinoma,  15  chronic 
cholecystitis,  30  chronic  appendicitis,  1 7 gas- 
tric neurosis,  7 lues,  3 ulcerati\'e  colitis,  6 
upper  right  quadrant  adhesions,  14  achlor- 
hydria, 1 obstructive  jaundice,  1 catarrhal 
jaundice,  and  33  cases  in  which  the  diagnosis 
was  other  than  gastrointestinal  lesion. 

The  x-ray  method  of  stud\  ing  the  gastro- 
intestinal tract  is  a most  helpful  diagnostic 
procedure.  By  this  method  one  can  outline 
the  size,  shape  and  position  of  the  stomach, 
study  its  muscular  tone  and  determine  its 
motility.  Not  only  may  the  stomach  and 
duodenum  be  studied  in  this  manner,  but 
likewise  the  remainder  of  the  small  intestine 
and  the  colon. 

Early  in  the  x-ray  study  of  the  gastro- 
intestinal tract,  there  was  quite  a bit  of  dis- 
cussion between  the  advocates  of  fluoroscopic 
method  of  study  and  those  of  the  serial  film 
method.  At  the  present  time,  almost  all  agree 
that  both  methods  of  procedure  are  to  be  used 
if  the  best  results  are  to  be  obtained.  The 
fluoroscopic  studies  should  precede  the  taking 
of  film  in  all  cases.  I am  well  aware  that  this 
statement  will  be  challenged  by  some  radiol- 
ogists, but  nevertheless,  as  a clinician  I am 


convinced  that  this  is  the  proper  procedure. 

One  of  the  great  advantages  in  the  fluoro- 
scopic study  is  that  instead  of  seeing  a number 
of  snapshots  of  the  stomach  as  in  films,  one 
really  obtains  a moving-picture  of  the 
stomach.  One  can  study  the  peristaltic  ac- 
tivity and  the  motility  of  the  stomach;  and 
by  turning  the  patient  from  side  to  side,  study 
the  stomach  and  duodenum  from  a number  of 
different  angles.  The  stomach  may  be  pal- 
pated and  any  irregularity  in  contour  can 
usually  be  determined;  also,  by  placing  the 
patient  in  the  horizontal  position,  a good  view 
of  the  fundus  may  be  obtained — this  is  not 
so  easily  brought  out  when  the  patient  is  in 
the  upright  position.  When  the  patient  is  thin 
and  the  history  does  not  point  to  organic  dis- 
ease of  the  stomach,  and  when  no  signs  of 
disease  can  be  found  with  the  aid  of  the 
fluoroscope,  -it  would  seem  unnecessary  to 
take  films,  except  as  they  may  be  desired  by 
the  physician  or  patient  as  a matter  of  record. 
On  the  other  hand,  if  there  is  a history  sug- 
gesting organic  disease  and  the  patient  is  in- 
clined to  be  stout,  films  should  be  taken  in 
sufficient  number  necessary  to  throw  as  much 
light  upon  the  condition  as  possible. 

In  the  study  of  a gastric  case,  one  may 
form  a very  clear  mental  picture  from  the 
clinical  history  and  the  physical  examination 
as  to  whether  the  lesion  be  peptic  ulcer, 
malignant  disease  or  a functional  neurosis; 
but  it  is  necessary  to  go  further  than  this.  In 
the  case  of  peptic  ulcer,  it  is  essential  to  deter- 
mine its  location,  size  and  contour;  also  if  it  is 
superficial,  or  deep  and  penetrating,  or  com- 
plicated by  pyloric  obstruction,  all  of  which 
can  usually  be  revealed  by  careful  x-ray  study. 
If  the  ulcer  is  of  the  deep  penetrating  type 
or  complicated  by  pyloric  obstruction,  surgery 
is  indicated;  whereas,  if  of  the  superficial  type 
and  not  complicated  by  pyloric  obstruction, 
medical  treatment  should  be  advised.  Like- 
wise, in  gastric  carcinoma,  it  is  not  enough 
to  know  that  we  are  dealing  with  carcinoma; 
we  must  know  the  location  of  the  growth,  the 
amount  of  stomach  involvement,  and  the  de- 
gree of  pyloric  obstruction,  so  the  surgeon  wall 
have  as  much  evidence  as  possible  to  guide 
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him  in  any  operative  procedure  that  he  may 
undertake.  If  the  x-ray  study  shows  a small 
growth  or  sometimes  even  a large  one  in  the 
prepyloric  region,  it  is  favorable  for  surgical 
attack;  whereas,  even  a small  growth  located 
near  the  cardia  olfers  almost  insurmountable 
surgical  difficulties. 

Gastroscopy  has  not  so  far  been  of  very 
much  value  in  the  diagnosis  of  the  gastric 
lesions,  except  in  those  situated  in  the  cardiac 
end  of  the  stomach.  A lesion  in  this  area  can 
be  frequently  brought  into  view.  I have  been 
able  with  the  aid  of  the  Jackson  gastroscope 
to  locate  tumors  in  this  area  and  remove 
specimens  for  microscopic  study  in  six  cases; 
in  four  of  which  the  specimen  removed  on 
microscopic  study  proved  to  be  carcinoma. 
These  were  all  doubtful  cases  in  which  the 
clinical  history  and  the  x-ray  study  showed 
evidence  of  some  obstruction  at  the  cardia. 
No  obstruction  was  found,  however,  when 
the  gastroscope  was  passed.  Eisner,  Schin- 
dler, Jackson  and  others,  have  found  gastro- 
scopy useful  in  helping  to  make  the  diagnosis 
in  some  obscure  cases.  There  are  many  diffi- 
culties yet  to  be  overcome,  the  most  important 
of  which  is  the  inability  to  visualize  the  entire 
stomach  wall,  for  the  pyloric  region  and  cer- 
tain portions  of  the  lesser  curvature  can  not 
be  brought  into  view,  and  a good  view  of  these 
areas  is  very  important  when  one  is  trying  to 
exclude  an  organic  lesion  of  the  stomach,  be- 
cause they  are  frequently  the  site  of  organic 
disease,  especially  ulcer  and  carcinoma.  Until 
the  time  comes  when  the  gastroscope  is  so 
perfected  that  a good  view  of  the  entire 
stomach  wall  can  be  obtained,  one  will  meet 
with  many  disappointments  in  attempting 
its  use. 

In  the  diagnosis  of  gall  bladder  disease, 
there  are  two  special  diagnostic  procedures 
that  have  been  used  very  extensively  in  the 
past  few  years,  namely:  medical  drainage  of 
the  gall  bladder,  and  x-ray  studies.  In  1917, 
Meltzer  after  much  experimental  work  with 
magnesium  salts,  noticed  that  these  salts 
caused  considerable  relaxation  of  smooth 
musculature  when  applied  directly  to  the  in- 
testinal wall.  He  further  suggested,  basing 


his  idea  on  his  knowledge  of  the  law  of  con- 
trary innervation,  that  a relaxation  of  the 
sphincter  of  Oddi  so  produced  might  reflexly 
cause  contractions  of  the  gall  bladder  and 
biliary  tract.  Lyon  was  quick  to  grasp  Melt- 
zer’s  idea,  and  by  using  a duodenal  tube  in 
situ.  Injected  a strong  solution  of  magnesium 
sulphate  into  the  duodenum  and  produced  a 
free  flow  of  bile,  and  thus  was  developed  an- 
other diagnostic  and  therapeutic  procedure. 
Lyon,  by  fractional  studies  of  duodenal  con- 
tents, has  classified  the  bile  thus  obtained  as 
A,  B and  C bile.  The  A bile  consists  of  the 
first  portion  collected,  and  is  supposed  to  be 
made  up  of  bile  coming  from  the  common 
duct  only.  B bile  is  made  up  of  thick,  heavy, 
viscid,  dark  colored  bile,  which  represents  the 
bile  obtained  from  the  gall  bladder;  while  C 
bile,  which  is  very  much  thinner,  less  viscid 
and  lighter  in  color  represents  bile  coming 
directly  from  the  bile  ducts  and  liver.  The 
finding  in  B bile  of  pus  and  bacteria,  and  the 
cultural  growth  of  pathogenic  bacteria  from 
this  bile,  should  indicate  gall  bladder  disease. 
The  finding  of  a large  amount  of  bile  pig- 
ment and  many  cholesterin  crystals,  points  to 
the  probable  presence  of  gall  stones.  The 
presence  of  a large  amount  of  thick,  heavy, 
dark  bile  indicates  gall  bladder  stasis.  The 
complete  absence  of  B bile  suggests  blocking 
of  the  cystic  duct. 

The  diagnostic  value  of  the  Lyon  method 
of  study  in  gall  bladder  disease  has  been  and 
still  is  the  subject  of  considerable  controversy. 
In  the  hands  of  Smithies,  White,  Frieden- 
wald  and  others,  it  has  been  singularly  satis- 
factory; while  in  the  hands  of  Crohn, 
Alvarez  and  Brown,  it  has  been  rather  dis- 
appointing. Basing  my  opinion  on  personal 
observations  with  the  method,  1 am  convinced 
that  we  have  much  better  methods  of  study 
in  gall  bladder  and  biliary  tract  disease,  such 
as  x-ray,  blood  chemistry,  clinical  history  and 
physical  examination;  and  in  consequence,  I 
have  not  employed  the  method  to  any  great 
extent  in  the  last  few  years.  As  a therapeutic 
measure,  I do  think  the  method  has  a definite 
place  in  the  treatment  of  a small  group  of 
cases;  but  the  discussion  of  the  method  as  a 
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means  of  treating  gall  bladder  and  biliary 
tract  disease  does  not  come  within  the  scope 
of  this  paper. 

The  x-ray  study  of  the  gall  bladder  now 
holds  a very  Important  place  in  the  diagnosis 
of  gall  bladder  disease.  The  early  attempts 
to  visualize  the  gall  bladder  directly  were 
usually  disappointing.  Of  course,  if  the  gall 
bladder  was  markedly  thickened,  the  patient 
thin,  and  great  technical  care  taken,  a good 
visualization  could  occasionally  be  obtained; 
but  on  the  other  hand,  if  the  gall  bladder 
was  not  so  definitely  diseased,  and  the  patient 
rather  stout,  good  visualization  could  not  be 
obtained.  The  frequency  with  which  gall 
stones  were  visualized  by  the  direct  method, 
depended  entirely  on  the  amount  of  bilirubin 
calcium  contained  in  the  stones.  If  the 
bilirubin  calcium  content  was  high,  the  stones 
w'ere  easily  visualized. 

Clinicians  during  this  period  of  x-ray  study 
of  the  gall  bladder  learned  to  depend  upon 
certain  findings  in  the  gastrointestinal  series 
as  an  indication  of  gall  bladder  disease.  If 
the  pyloric-duodenal  region  was  far  to  the 
right  and  high  up  under  the  costal  margin, 
with  the  hepatic  flexure  of  the  colon  in  close 
proximity  to  the  pylorus  and  duodenum,  it 
indicated  that  the  gall  bladder  was  diseased. 
The  findings  just  described  are  easily  brought 
out  if  one  gives  an  eighteen-hour  contrast 
meal  and  another  just  before  the  gastro- 
intestinal series  are  taken.  When  one  checks 
the  evidence  of  upper  right  quadrant  ad- 
hesions by  this  method  against  the  evidence 
of  gall  bladder  disease  by  cholecystography, 
he  probably  will  be  surprised  to  find  that 
they  parallel  each  other  quite  closely. 

A great  advance  in  the  x-ray  study  of  the 
gall  bladder  was  made  when  Graham  in  1 924 
discovered  that  when  certain  chemicals  were 
injected  into  the  blood  stream,  they  would 
be  secreted  in  the  bile  in  sufficient  quantity 
to  make  the  x-ray  visualization  of  the  normal 
gall  bladder  possible.  After  a great  deal  of 
experimental  work,  the  dye  finally  selected 
as  most  satisfactory  in  every  respect  was 
sodium  tetraiodophenolphthalein. 

Further  studies  showed  that  the  gall  blad- 


der could  also  be  visualized  when  the  dye 
was  given  orally.  At  the  present  time,  both 
methods  of  administration  are  used.  The  oral 
method  seems  to  be  somewhat  more  popular; 
which  I think  is  due,  in  part,  to  the  fact  that 
it  is  quite  a simple  procedure  as  compared 
with  the  intravenous  method.  Some  use  the 
oral  method  of  administration  in  the  thin  in- 
dividuals and  the  Intravenous  method  in  stout 
ones;  still  some  prefer  a combination  of  the 
two  methods,  giving  a smaller  dose  by  mouth 
and  likewise  a smaller  dose  Intravenously. 
The  method  we  have  used  in  the  past  few 
years  has  been  the  administration  of  the  dye 
orally  first;  if  the  gall  bladder  does  not 
visualize,  then  repeat  the  examination  by  the 
intravenous  method.  In  making  the  studies 
in  this  way,  it  is  interesting  to  note  the  cases 
that  do  not  visualize  by  the  oral  method 
usually  visualize  poorly  by  the  intravenous 
method.  No  matter  which  method  is  used, 
if  the  gall  bladder  visualizes  well,  is  regular 
in  contour  and  empties  promptly,  it  indicates 
a normally  functioning  gall  bladder;  but  if 
the  gall  bladder  is  not  visualized,  or  only' 
faintly  so,  it  indicates  that  the  gall  bladder  is 
diseased.  The  fact  that  the  gall  bladder  does 
not  visualize  on  one  examination  is  not  suffi- 
cient evidence  upon  which  to  base  a diagnosis; 
the  examination  must  be  repeated,  and  if  the 
same  results  are  obtained,  one  is  then  justified 
in  making  a diagnosis  of  gall  bladder  disease. 
Gall  stones  if  present  in  the  visualized  gall 
bladder,  may  cast  positive  or  negative 
shadows,  the  positive  shadows  being  cast  by 
stones  rich  in  bilirubin  calcium,  the  negative 
ones  being  cast  by  stones  made  up  almost  en- 
tirely of  cholesterin. 

There  has  been  and  still  is  some  contro- 
versy concerning  the  value  of  x-ray  studies 
in  the  diagnosis  of  chronic  appendicitis.  Even 
the  term  “chronic  appendicitis”  is  not  ac- 
cepted by  many  surgeons;  and  it  may  be 
that  the  surgical  classification  of  appendicitis 
as  acute  and  subacute  is  correct.  But  the 
fact  remains  that  there  is  still  a small  group 
of  cases  with  chronic  digestive  symptoms  that 
have  extended  over  many  years,  which  are 
due  to  appendiceal  disease.  In  this  group. 
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which  I am  willing  to  admit  is  small  but  defi- 
nite, one  finds  nothing  in  the  past  history  to 
suggest  even  an  acute  abdominal  condition 
that  could  be  interpreted  as  having  been  due 
to  an  attack  of  acute  appendicitis;  the  only 
symptoms  being  those  referred  to  the 
stomach,  such  as  burning  in  the  epigastric 
region,  abdominal  fullness,  eructations  of  gas 
and  sour  stomach  contents.  Likewise,  the 
physical  examination  is  disappointing,  there 
being  no  muscle  spasm  and  no  abdominal  ten- 
derness. Yet,  in  these  very  cases,  if  a careful 
x-ray  study  is  made  ( fluoroscopic  and  Aims), 
definite  evidence  of  appendiceal  disease  may 
be  found.  It  is  this  group  we  are  justified  in 
classifying  as  chronic  appendicitis.  We  admit 
that  chronic  inflammation  does  exist  in  the 
gall  bladder,  stomach,  pancreas,  colon  and, 
in  fact,  in  all  of  the  other  abdominal  viscera; 
why  not  in  the  appendix?  Personally,  I be- 
lieve the  diagnosis  of  chronic  appendicitis  is 
justifiable.  It  is  in  this  group  that  I wish  to 
discuss  the  practical  value  of  x-ray  studies. 
'I'hese  cases  should  be  studied  by  both  the 
screen  and  film  methods  and  in  both  the  up- 
right and  horizontal  positions.  Horizontally 
they  should  be  studied  three  consecutive  days; 
the  contrast  meal  should  be  given  18-24 
hours  before  the  x-ray  study  is  to  be  made. 
I his  insures  a good  distribution  of  the  barium 
throughout  the  colon,  b'or  the  study  in  the 
ufiright  position,  a second  dose  of  barium 
should  be  given  immediately  before  the  ex- 
amination is  begun.  In  this  position  one  does 
not  depend  upon  the  visualization  of  the  ap- 
pendix to  make  the  diagnosis,  but  upon  the 
|iosition  of  the  stomach  and  the  degree  of 
kinking  of  the  hepatic  flexure  and  the  first 
portion  of  the  transverse  colon  back  against 
the  cecum;  and  also  the  manner  in  which  the 
colon  may  be  separated  from  the  cecum.  If 
definite  adhesions  are  present,  one  will  expe- 
rience great  difficulty  in  separating  the  colon 
from  the  cecum;  conversely,  if  loose  adhe- 
sions are  present,  the  colon  se[iarates  easily. 

In  most  cases  of  chronic  appetidicitis  the 
stomach  assumes  a very  characteristic  position 
when  the  patient  is  studied  in  the  upright 
position,  the  prepyloric  region  is  o\er  to  the 


right  and  downward,  the  duodenal  cap  is 
frequently  close  to  the  lesser  curvature  point- 
ing upward  and  to  the  left.  This  is  most 
likely  due  to  an  omental  pull  on  the  stomach 
resulting  from  the  omentum  being  involved 
in  the  inflammatory  process  in  and  around  the 
cecum.  When  the  patient  is  placed  in  the 
horizontal  position,  there  is  no  longer  evi- 
dence of  omental  pull  on  the  stomach,  and  it 
assumes  its  normal  position.  In  the  horizontal 
position,  if  the  appendix  is  filled,  it  can  be 
quite  easily  visualized  by  gentle  manipulation 
of  the  cecum,  and  raising  it  somewhat  out  of 
the  iliac  fossa.  With  the  appendix  thus 
brought  into  view,  it  is  an  easy  matter  to  de- 
termine whether  it  is  freely  movable  or  fixed; 
whether  it  is  completely  or  incompletely 
filled;  whether  it  is  beaded,  kinked,  or 
straight,  smooth  and  regular;  and  also 
whether  it  is  sensitive.  By  studying  the  case 
for  three  consecutive  days,  one  is  able  to  de- 
termine the  time  required  for  the  appendix 
to  empty.  Therefore,  if  one  finds  on  making 
an  x-ray  examination  of  the  gastrointestinal 
tract  in  the  upright  position  ( having  given  a 
contrast  meal  eighteen  hours  and  one  imme- 
diately before  the  examination),  the  prepy- 
loric region  of  the  stomach  to  be  to  the  right 
and  downward,  the  duodenal  cap  along  the 
lesser  curvature  pointing  to  the  left,  and  the 
colon  kinked  back  against  the  cecum  which 
separates  with  difficulty,  one  is  justified  in 
making  a diagnosis  of  chronic  appendicitis, 
likewise,  a similar  diagnosis  is  justified  when 
the  study  is  made  in  the  horizontal  position 
and  one  finds  the  appendix  kinked,  beaded, 
more  or  less  fixed  and  still  containing  barium 
on  the  third  day. 

If  one  suspects  froni  the  clinical  history 
that  an  organic  lesion  in  the  colon  is  present, 
such  as  carcinoma,  tuberculosis,  colitis  or 
diverticulitis,  a careful  x-ray  study  and  proc- 
toscopic examination  should  be  made.  It  is 
very  important  to  make  the  fluoroscopic  study 
while  the  contrast  enema  is  being  giv’en.  In 
the  h orizontal  fluoroscopic  study  one  can 
watch  the  manner  in  which  the  colon  fills,  and 
determine  whether  or  not  its  contour  is 
smooth  and  regular  throughout.  As  the  con- 
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trast  enema  flows  into  the  colon,  there  will 
he  tempiorary  dela\s  in  its  progress  occa- 
sionally, due  to  spasm;  hut  if  one  is  constantK’ 
watching,  these  spasmodic  defects  will  smooth 
out  completely,  and  finally  the  entire  colon 
including  the  cecum  will  he  filled.  If  on  the 
other  hand,  some  portion  remains  unfilled, 
or  irregularly  filled,  or  the  head  of  the  con- 
trast enema  can  not  he  made  to  pass  he\  ond 
a certain  point,  it  strongly’  suggests  the  pres- 
ence of  an  organic  lesion.  Ihider  such  cir- 
cumstances, the  study  should  he  repeated  and 
the  findings  checked  against  those  of  the  first 
examination,  to  determine  whether  or  not 
the  filling  defect  is  constant.  Sometimes 
considerable  information  may  he  obtained  by 
examining  the  patient  after  the  enema  has 
been  expelled  and  the  colon  distended  with 
air;  also  by  changing  the  patient’s  position  on 
the  table  and  viewing  the  colon  at  different 
angles,  filling  defects  may  be  brought  out  that 
would  otherwise  be  overlooked.  It  is  also 
very  helpful  to  watch  the  progress  through 
the  colon  of  a contrast  meal  given  by  mouth; 
sometimes  this  will  show  dilatation  above  the 
lesion.  The  data  thus  obtained  will  be  help- 
ful in  arriving  at  a correct  diagnosis. 

If  one  suspects  diverticulitis,  it  is  well  to 
study  the  case  for  one  or  more  days  after 
the  contrast  enema  has  been  glv’en,  as  diverti- 
cula may  be  found  on  the  second  or  third  day 
which  were  not  demonstrable  when  the  colon 
was  completely  filled.  The  characteristic 
irregular  incomplete  filling  defect  of  tuber- 
culosis of  the  cecum;  the  obstructive  filling 
defect  of  malignant  disease;  the  spastic, 
smoothed-out  appearance  of  colitis;  and  the 
finger-like  protrusions  of  diverticulitis  can  all 
be  made  out  by  careful  x-ray  study.  The  fill- 
ing defect,  however,  of  an  early  annular 
carcinoma  is  most  difficult  to  locate,  and  not 
infrequently^  Is  overlooked.  In  addition  to 
the  careful  fluoroscopic  study  of  the  colon, 
films  should  be  taken  to  confirm  the  fluoro- 
scopic findings  and  to  bring  out  small  filling 
defects  that  could  easily  be  overlooked  by 
the  fluoroscopic  method. 

No  study  of  the  large  bowel  is  complete 
without  a proctoscopic  examination.  A history 


which  suggests  that  the  large  bowel  is  not 
functioning  normally  is  ample  justification 
for  thorough  investigation.  Rectal  bleeding 
ever  so  slight,  while  usually  attributed  to 
bleeding  hemorrhoids,  may  be  the  only 
symptom  of  serious  organic  disease;  and  many 
patients  have  been  operated  upon  for  hemor- 
rhoids because  of  rectal  bleeding,  when  a 
more  thorough  examination,  including  a proc- 
toscopic study,  made  later  on,  proved  the 
bleeding  was  not  due  to  hemorrhoids,  but  due 
to  a carcinoma  higher  up.  Likewise,  diarrhea 
may  be  due  to  achylia  gastrlca  or  associated 
with  some  general  systemic  disease;  but  it 
usually  indicates  a lesion  of  the  large  bowel, 
many  times  involving  the  lower  sigmoid  and 
rectum.  When  one  realizes  that  such  serious 
diseases  as  carcinoma,  amebic  dysentery  and 
ulcerative  colitis  may  have  diarrhea  as  their 
presenting  symptom  only,  it  at  once  becomes 
apparent  how  very  important  it  is  to  make 
a thorough  investigation. 

While  constipation  is  usually  due  to  an  un- 
balanced diet  and  a faulty  mode  of  living,  yet 
a progressively  increasing  constipation  is  not 
infrequently  the  only  early  symptom  of  an 
organic  obstruction  of  the  bowel  due  to 
carcinoma.  Of  course,  there  are  other  causes 
of  obstruction,  some  of  which  are:  volvulus, 
rectal  polyp,  abdominal  adhesions  and  diverti- 
culosis;  but  these  causes  are  relatively  rare  as 
compared  with  the  frequency  of  malignant 
disease.  If  a patient  in  middle  life  or  beyond 
presents  symptoms  of  obstruction  of  the  large 
bowel,  one  must  consider  the  obstruction  due 
to  malignant  disease  until  it  is  proven  other- 
wise. The  value,  therefore,  of  a procto- 
slgmoidoscopic  examination  can  not  be  over- 
estimated. It  is  a comparatively  simple  pro- 
cedure. The  information  made  available  by 
this  method  can  not  be  obtained  by  any  other 
means  of  attack.  Not  only  is  the  method 
invaluable  in  the  study  of  gross  lesions  of  the 
rectum  and  sigmoid,  but  it  is  also  helpful  in 
obtaining  specimens  of  stool  for  microscopic 
study.  The  incidence  of  finding  intestinal 
parasites  in  feces  obtained  from  the  sigmoid 
is  very  much  higher  than  when  similar  studies 
are  made  from  the  stool.  I am  convinced 
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that  if  a routine  proctoscopic  examination  was 
made  in  all  patients  complaining  of  rectal 
bleeding,  or  diarrhea,  or  constipation,  many 
lives  would  be  saved,  in  that  an  early  diag- 
nosis of  carcinoma  of  the  rectum  and  lower 
sigmoid  region  frequently  could  be  made  at 
a time  when  surgery  offers  the  greatest  oppor- 
tunity for  a cure. 

The  finding  of  occult  blood  in  the  stool  is 
of  definite  value  in  the  diagnosis  of  peptic 
ulcer  and  gastric  carcinoma.  The  patient 
should  be  placed  on  a meat-free  diet  for  at 
least  three  days  before  the  stool  is  collected, 
so  as  to  exclude  all  possibility  of  meat  in  the 
diet  being  the  cause  of  occult  blood  in  the 
stool;  also,  bleeding  from  the  gums,  naso- 
pharynx and  rectum  must  be  excluded.  If 
those  directions  are  followed  and  occult  blood 
is  found  in  the  stool,  it  indicates  that  the 
bleeding  is  most  likely  coming  from  the 
stomach  or  duodenum.  Of  course,  bleeding 
may  occur  in  other  portions  of  the  gastro- 
intestinal tract,  as  in  malignant  disease  of 
the  colon,  ulcerative  colitis  and  tuberculosis 
of  the  cecum. 

The  results  obtained  from  the  examination 
of  one  stool  specimen  may  be  misleading. 
Therefore,  at  least  three  specimens  taken  at 
intervals  of  one  or  more  days  should  be  ex- 
amined. If  the  stool  persistently  contains 
occult  blood,  it  is  a definite  indication  that  an 
ulcerative  lesion  is  present;  conversely,  if  the 
stool  is  persistently  negative  for  occult  blood, 
it  probably  indicates  that  an  ulcerative  lesion 
is  not  present.  1 say  “probably  not  present” 
because  one  may  have  a peptic  ulcer  or 
malignant  disease  of  the  stomach  which  was 
not  bleeding  at  the  time  the  stool  specimen 
was  taken.  It  is  also  well  to  bear  in  mind 
that  bleeding  from  malignant  disease  of  the 
stomach  does  not  occur  until  the  stage  of 
ulceration  is  reached,  and  this  may  be  some- 
time after  the  onset  of  the  disease. 

In  conclusion  I think  one  is  justified  in 
stating  that  in  making  a diagnostic  study  of 
a digestive  disease,  the  history  and  physical 
examination  must  be  given  first  consideration. 
I he  knowledge  thus  obtained  enables  one  to 
select  the  one  or  more  special  procedures  in- 


dicated in  the  further  study  of  the  case.  When 
the  data  revealed  by  the  special  study  is  cor- 
related with  the  findings  obtained  from  the 
history  and  physical  examination,  a correct 
diagnosis  can  be  made  in  a large  percentage 
of  cases.  A small  group  of  cases,  however, 
still  remain  undiagnosed  even  though  a very 
careful,  complete,  diagnostic  study  has  been 
made. 

807  Cathedral  Street. 

‘Discussion 

Dr.  D.  a.  MacGregor,  Wheeling:  I have  been 
very  much  interested  in  the  excellent  review  of  the 
major  diagnostic  problems  of  gastroenterology  just 
presented  by  Dr.  Freeman.  While  the  speaker 
takes  pains  to  emphasize  the  great  importance  of 
the  patient’s  clinical  history  and  physical  examina- 
tion, at  the  same  time,  his  paper  points  out  very 
convincingly  that  the  accurate  solution  of  the  more 
difficult  diagnostic  problems  is  absolutely  dependent 
upon  the  intelligent  use  of  the  x-ray  and  other 
laboratory  facilities. 

In  discussing  the  subject  of  chronic  appendicitis. 
Dr.  Freeman  voiced  my  opinion  in  regard  to  the 
value  of  x-ray  study.  The  filling  or  lack  of  filling 
of  the  appendix  is  not  significant.  A beading  of  the 
appendix  is  of  doubtful  significance.  The  fluoro- 
scopic study  gives  us  the  only  dependable  informa- 
tion. In  the  dark  room  under  the  examinins:  finger 
the  appendix  may  be  found  to  be  definitely  tender 
to  the  touch.  If  it  is  adherent  to  adjoining  structures 
and  can  not  be  readily  moved  there  is  some  reason 
to  believe  that  it  is  the  victim  of  previous  inflamma- 
tory disease.  Differentiation  from  inflammation 
involving  the  right  tube  and  ovary  can  sometimes 
be  accomplished  by  moving  the  appendix  to  a higher 
position  in  the  abdomen.  If  the  tenderness  moves 
with  tlie  appendix  as  we  observed  it  under  the 
fluoroscopc,  we  may  assume  that  it  is  the  organ 
involved. 

Alvarez  has  called  attention  to  the  harm  that  has 
been  done  by  the  persistent  unrestricted  use  of  the 
“roughage”  diet  and  bran.  patient  was  recently 
referred  to  the  \Vheeling  Clinic  with  the  request 
that  we  try  to  prove  or  disprove  the  presence  of 
amoebic  dysentery.  That  patient,  who  was  known 
to  be  highly  neurotic,  had  been  having  frequent 
attacks  of  the  most  severe  diarrhea  for  a period  of 
three  months.  The  stool  examination  was  cntirelv 
negative  except  for  the  presence  of  large  quantities 
of  bran.  Somewhere  she  had  gotten  the  idea  that 
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it  was  a good  thing  to  eat  bran.  She  took  up  the 
hobby  with  the  usual  enthusiasm  of  the  neurotic  and 
never  dreamed  that  it  was  the  cause  of  her  trouble. 
The  more  or  less  accidental  finding  of  the  bran  in 
the  routine  examination  of  the  stool  solved  the  prob- 
lem. Removal  of  the  bran  from  the  diet  resulted 
in  an  immediate  cure. 

Let  me  emphasize  another  point  in  Dr.  Freeman’s 
excellent  paper.  A man  of  sixty-five  years  worked 
every  day  up  until  he  came  to  the  Clinic,  as  he  said, 
to  get  some  medicine  for  dyspepsia.  F'or  several 
weeks  he  had  noticed  a heaviness  in  the  epigastrium 
after  meals.  His  appetite  was  poor  and  he  had  lost 
about  ten  pounds  in  weight  in  the  course  of  the 
winter.  To  our  dismay  the  routine  x-ray  revealed 
a cancerous  growth  involving  one-third  of  the 
stomach.  These  serious  gastrointestinal  lesions  often 
give  treacherously  mild  symptoms.  Practically  all 
chronic  digestive  disturbances  after  the  age  of  forty 
merit  investigation  by  x-ray. 

The  same  observation  applies  to  those  cases  in 
which  a disturbance  in  the  action  of  the  bowel  sug- 
gests the  possibility  of  a growth  involving  the  colon. 


Such  a lesion  is  best  demonstrated  by  the  barium 
enema  x-ray.  It  is  occasionally  missed  in  the  ordi- 
nary gastrointestinal  series.  We  are  well  repaid  for 
numerous  negative  investigations  when  we  discover 
one  cancer  early  enough  to  be  able  to  cure  the 
patient  by  its  removal. 

This  brings  me  to  the  last  point  I wish  to  make. 
Successful  treatment  of  malignancy  in  the  intestinal 
tract  as  well  as  elsewhere  requires  early  diagnosis. 
For  the  most  part  such  a diagnosis  is  made  by  x-ray. 
In  general,  patients  do  not  have  gastrointestinal 
studies  made  as  early  or  as  often  as  they  should  be 
done.  One  of  the  main  reasons  for  this  is  the  cost 
of  the  x-ray  series.  Probably  we  are  all  charging 
too  much  for  this  work.  Certain  well-equipped  and 
well-manned  institutions  are  able  to  do  it  on  a 
lower  cost  basis  than  the  private  x-ray  laboratory. 
If  the  cost  to  the  patient  could  be  reduced  mate- 
rially, more  of  these  examinations  would  be  made 
routinely.  It  seems  to  me  that  this  would  probably 
be  the  best  way  for  us  to  accomplish  a reduction  in 
the  mortality  rate  for  malignancy  in  the  gastro- 
intestinal tract. 


THE  CONTROL  OF  CIRCULATORY  FAILURE  IN 
DIABETIC  COMA  * 


By  William  M.  Sheppe,  M.D. 
W heeling y W.  Va. 


Tnsulin  became  available  for  use  by  the  rank 
and  file  of  the  medical  profession  early 
in  1923.  Since  that  epoch-making  date  the 
control  of  diabetic  coma  has  been  made  pos- 
sible in  a large  majority  of  cases.  The  evo- 
lution of  therapeutic  procedures,  to  meet  the 
acute  emergency  of  coma,  has  progressed 
steadily  on  a sound  physiological  basis.  The 
details  of  these  procedures  have  been  ex- 
haustively discussed  in  previous  publications 
by  myself  and  others.''^  ® The  basic  routine 
now  in  use  at  the  Wheeling  Clinic  was  estab- 
lished in  1926.  Very  few  changes  in  pro- 
cedure have  been  found  necessary  since  that 
time.  The  more  important  steps  may  be 
briefly  summarized  as  follows: 

{ 1 ) Elevation  of  body  temperature.  This  is  ac- 

*  Read  before  the  State  Medical  Association,  Parkersburg,  June  22, 

1 93  2.  From  the  Medical  Division  of  the  Wheeling  Clinic.  Wheeling. 


complished  by  the  use  of  hot  water  bottles, 
electric  pads  and  a plentiful  supply  of 
blankets.  All  heating  devices  are  separated 
from  the  patient  by  the  thickness  of  at  least 
one  blanket. 

(2)  Evacuation  of  the  bladder  by  catheter.  A 
second  specimen  is  immediately  collected  and 
examined  for  sugar  and  acetone.  (This 
step  is,  necessary  in  order  to  secure  a speci- 
men which  is  freshly  excreted  and  to  avoid 
confusion  with  hypoglycemia  or  other  forms 
of  coma.)  The  catheter  is'  strapped  in 
place. 

(3)  The  administration  of  adequate  amounts  of 
insulin.  Forty  to  fifty  units  are  given  at 
once  subcutaneously.  The  urine  is  ex- 
amined every  two  hours  for  sugar  and 
acetone.  If  the  reduction  of  copper  is 
“heavy,”  thirty  units  of  insulin  are  ad- 
ministered; if  a moderate  reduction,  fifteen 
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units;  if  slight,  or  if  there  is  no  reduction, 
no  insulin  is  given.  .As  much  as  si.x  hundred 
units  are  often  given  in  twenty-four  hours. 

(4)  Gastric  lavage.  T Or  the  complete  and  effi- 
cient emptying  of  the  upper  portion  of  the 
gastro-intestinal  tract,  a nasal  duodenal 
tube  is  passed  at  once  and  strapped  in  place. 
The  contents  of  the  stomach  and  duodenum 
are  aspirated  at  frequent  intervals.  Lavage 
and  feeding  may  also  be  carried  out  as  de- 
sired. The  tube  is  usuallv  left  in  place  for 
eight  hours,  or  longer  if  necessary. 

(5)  The  administration  of  adequate  amounts  of 
fluid.  It  is  wise  to  be^in  at  once  the  ad- 
ministration of  1000  c.c.  of  saline  by  hypo- 
dermocylsis.  This  may  be  done  while  other 
preliminary  measures  are  being  carried  out. 
1000  c.c.  of  S'/c  glucose,  containing  forty 
units  of  insulin,  are  giyen  intrayenouslv.  This 
is  repeated  at  intervals,  depending  upon  the 
patient’s  ability  to  take  and  retain  the  carbo- 
hydrate nourishment  and  fluid  administered 
through  the  duodenal  tube.  Orange  juice, 
grape  fruit  juice  and  grape  juice  are  ad- 
ministered through  this  tube  in  a yolume 
totaling  1000  c.c.  for  twenty-four  hours. 
A minimum  of  1400  c.c.  of  water  is  sup- 
plied by  the  same  route.  .A  satisfactory 
schedule  is  attained  by  administering  forty 
c.c.  of  fruit  juice  and  sixty  c.c.  of  water 
each  hour. 

(6)  Lvacuation  of  contents  of  colon,  d'his  is 
accom|dished  by  a cleansing  enema  which 
should  be  repeated  in  twelve  hours. 

(7)  .A  careful  physical  examination  to  establish 
the  presence  or  absence  of  other  complicat- 
ing diseases. 

It  is  apparent  at  a glance  that  the  essential 
features  of  the  above  schedule  are  the  ad- 
ministration of  generous  amounts  of  fluid  and 
carbohydrate  by  vein  or  nasal  tube  and  the 
metabolism  of  this  carbohydrate  by  adequate 
(|uantities  of  insulin.  This  plan  of  coma  con- 
trol, as  outlined,  may  be  relied  upon  if  carried 
out  with  diligence;  yet  we  know  that  there 
remains  an  apfiarently  irreducible  minimum 
of  deaths  from  diabetic  coma. 

It  will  be  the  [Hirpose  of  this  paper  to 
point  out  a fre<iuent  cause  of  death  during 
coma  and  to  jiropose  certain  measures  which 


are  apparently  capable  of  preventing  the  oc- 
currence of  such  deaths. 

Abstracts  from  Literature. — Joslin,  in  a re- 
cent communication,  ^ reports  a mortality  of 
\5%  in  a total  of  179  cases  of  coma.  The 
mortality  in  twenty-tw'o  patients  in  the  sixth 
decade,  reached  the  astounding  figure  of 
45  ^/f  ; in  other  words,  ten  of  tw'enty-two 
cases  died.  Many  of  these  patients  had  ap- 
parently^ emerged  from  coma,  judging  by 
either  clinical  or  laboratory  obseiwations. 
Nevertheless,  sudden  collapse  and  death 
supervened  to  end  an  otherwise  favorably 
progressing  course.  In  describing  these 
deaths,  Dr.  Joslin  uses  expressions  again  and 
again  which  indicate  that  circulatory  collapse 
was  the  cause  of  death.  Typical  statements 
are:  “Blood  pressure  suddenly  fell  and  the 
patient  died”;  “He  apparently  improved  for 
six  hours  with  200  units  of  insulin,  then  sud- 
denly became  cyanotic,  pulseless  and  died.” 
He  was  careful  to  state  that  each  of  these 
patients  received  liberal  amounts  of  insulin, 
fluid  and  stimulants.  In  spite  of  satisfactory- 
laboratory  reports  a sudden  change  was  noted, 
marked  by  abrupt  fall  of  blood  pressure, 
rapid,  feeble  pulse  and  sudden  death.  This 
is  all  the  more  remarkable  as  sudden  changes 
are  seldom  noted  in  diabetic  coma.  Dr.  Joslin 
further  states  in  the  same  communication, 
“Circulatory  collapse,  so  frequently  described 
in  fatal  cases,  remains  the  most  serious  prob- 
lem and  at  the  same  time  the  most  challeng- 
ing because  these  deaths  seem  unnecessary 
and  without  sufficient  organic  cause.” 

CobunC  was  impressed  by  the  factor  of 
anuria  and  discussed  his  fatal  cases  from  this 
standpoint,  lie  states,  “Notwithstanding  the 
use  of  insulin  . . . death  continues  to  occur  in 
patients  with  severe  ketosis.”  Death  occurred 
in  sixteen  of  this  author’s  cases  following 
“renal  shut  downi.”  All  of  these  patients 
presented  the  picture  of  circulatory  failure 
with  low  blood  pressure  and  anuria. 

Lawrence®  draws  an  analogy  between  this 
situation  and  that  presented  in  cholera  and 
feels  that  the  patients  died  from  depletion  of 
tissue  fluids  with  resulting  anuria. 
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Atchlc)’^  charactc'rizcs  the  condition  as 
“medical  shock.”  He  attributes  the  phe- 
nomena to  marked  dehydration  anci  possible 
vasodilating  effects  of  ketones.  He  concludes 
that  the  patient  dies  because  his  \’ascular  bed 
has  sudcienly  become  much  larger  than  his 
blood  volume. 

Whether  approached  from  the  renal,  car- 
diac or  vascular  standpoint,  all  authors  agree 
that  circulator)'  failure  is  quite  frequent  in 
diabetic  coma. 

Case  Reports. — Case  No.  1 : Mrs.  J.  W., 
aged  54  years,  was  admitted  to  the  Ohio 
\’alley  Hospital  at  10:00  .V.M.  At  the  time 
of  admission  she  was  in  coma,  but  could  be 
aroused  sufficiently  to  take  sips  of  water.  The 
blood  sugar  was  325  mgs.  per  100  c.c.,  and 
the  CO2  was  28.  The  respiration  was  Kuss- 
maul  in  type.  The  blood  pressure  on  ad- 
mission was  80  systolic  and  32  diastolic.  The 
tongue  and  skin  were  dry  and  the  eye-balls 
soft.  Administration  of  fluid,  glucose  and 
insulin  was  begun  in  accordance  with  the 
usual  routine.  From  10:00  A.M.  to  10:00 
P.M.  1900  c.c.  of  fluid,  140  grams  of  glucose 
and  280  units  of  insulin  had  been  adminis- 
tered. Caffein,  adrenalin  and  digitalis  was 
given  in  full  dosage  during  the  twelve-hour 
period  as  the  uncertain  status  of  the  circulation 
was  well  recognized.  The  systolic  blood  pres- 
sure vacillated  during  the  day  between  50 
and  90  mm.  of  mercury,  but  despite  the  ad- 
ministration of  stimulants  and  fluids  it  could 
not  be  maintained  above  70.  Sugar  and 
acetone  disappeared  from  the  urine  and  the 
patient  became  sufficiently  conscious  to  answer 
questions  intelligently.  The  family  was  re- 
assured as  to  the  probable  outcome  for  the 
patient,  but  much  to  our  chagrin  she  suddenly 
became  cyanotic,  pulseless  and  expired. 

Case  No.  2:  Miss  F.  N.,  school  teacher, 
aged  49  years,  was  admitted  to  the  Ohio  Val- 
ley Hospital  in  coma  of  two  days’  duration. 
All  tissues,  including  the  eye-balls,  were  tre- 
mendously dehydrated.  The  blood  sugar  was 
490  mgs.  per  100  c.c.  and  the  CO2  combining 
power  was  21.  Systolic  blood  pressure  was 
45  on  admission.  Large  amounts  of  fluid 
were  administered  by  vein  and  subcutane- 


ously. Caffein  and  adrenalin  were  given  in 
liberal  amounts.  Despite  this  fact  the  blood 
pressure  would  not  rise  and  no  urine  was 
excreted  between  the  hours  of  5:00  P.M.  to 
4:00  A.M.  A catheter  was  kept  in  the  blad- 
der throughout  the  night,  but  no  urine  was 
obtained  at  any  time.  Despite  all  efforts  the 
patient  suddenly  became  pulseless  and  died 
approximately  eleven  hours  after  admission. 

The  two  cases  described  above  may  be  ac- 
cepted as  typical  of  many  others  in  our  series. 
The\-  are  all  characterized  by  falling  blood 
pressure  which  can  not  be  bolstered  by  the 
usual  stimulating  drugs.  Renal  excretion,  de- 
pending as  it  does,  upon  the  maintenance  of 
a systolic  pressure  of  70  mm.  of  mercury,  was 
much  impaired  or  completely  absent  as  in 
Case  No.  2.  Collapse  occurred  suddenly, 
often  after  the  acidosis  was  well  in  hand  and 
the  patient  had  at  least  partially  emerged 
from  coma. 

Discussion. — The  underlying  mechanism 
of  the  profound  circulatory  change  described 
in  the  cases  above  is  not  difficult  to  under- 
stand. In  a prolonged  or  profound  coma 
carbohydrate  oxidation  is  decreased  to  a 
minimum  and  there  is  marked  accumulation 
of  ketone  bodies  as  a result  of  this  oxidative 
failure.  The  resultant  nausea  and  vomiting 
increases  the  dehydration  and  prevents  the 
taking  of  fluid  by  mouth.  Fluid  content  of 
tissues  and  circulatory  system  is  markedly 
depleted.  At  the  same  time  there  is  an  ac- 
cumlation  of  ketone  bodies  which,  themselves, 
probably  exert  a vasodilator  effect  on  the 
blood  vessels  and  also  act  as  depressants  of 
the  myocardium.  This  latter  effect  was 
demonstrated  by  Taterka,'*  who  carried  out 
electrocardiographic  studies  on  patients  in 
acidotic  coma.  A marked  lowering  of  the 
T-wave  and  production  of  ventricular  extra- 
systoles were  uniformly  present  in  this  type 
of  coma. 

As  the  factors  just  mentioned  continue  to 
interact,  blood  volume  is  markedly  decreased 
and  blood  pressure  drops.  This  may  be  a 
steady  fall  or  may  be  intermittent.  When 
the  systolic  pressure  reaches  70  millimeters 
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of  mercury,  kidney  excretion  begins  to  fall 
off  and  we  have  a functional  renal  insuffi- 
ciency. A portending  anuria  may  some  times 
be  predicted  at  this  point  by  the  sudden  dis- 
appearance of  ketone  bodies  from  the  urine, 
despite  the  persistence  of  a low  carbon  dioxide 
combining  power.  The  accumulation  of  ketone 
bodies  is  greatly  favored  by  the  falling  blood 
pressure.  The  organism  is  thereby  deprived 
of  an  extremely  Important  means  of  overcom- 
ing acidosis.  It  is  quite  probable  that  the 
excretion  of  ketone  bodies  is  of  as  much  im- 
portance as  the  oxidation  of  such  bodies  by 
the  metabolism  of  carbohydrates.  Actual 
anuria  may  develop  and  there  is  an  Increasing 
toxic  effect  on  the  blood  vessels  and  myo- 
cardium. The  appearance  of  albumin,  casts 
and  blood  in  the  urine  is  probably  due  to 
renal  irritation  by  the  ketone  bodies.  It  is 
entirely  transient  and  disappears  as  the  aci- 
dosis is  overcome.  The  increase  in  blood 
urea  often  observ'ed  is  occasioned  by  blood 
concentration  and  usually  falls  as  the  blood 
chlorides  rise.  We  feel  that  the  renal  insuffi- 
fiency  is  a component  of  the  disturbed  hydro- 
dynamics of  the  blood  vascular  and  renal 
system  and  has  little  or  no  relation  to  the 
integrity  of  the  renal  parenchyma.  Ten  of 
Coburn’s  fatal  cases  came  to  autopsy  and  all 
exhibited  normal  kidneys.  It  is  quite  evident 
then,  that  the  failure  of  the  kidney  to  excrete 
ketone  bodies  forges  the  final  link  in  a vicious 
circle  which  can  not  be  broken  by  the  usual 
methods  of  oxidation  of  carbohydrate  with 
insulin.  I lowever,  I can  see  no  reason  for 
speaking  of  this  as  “renal  block,”  thereby 
focusing  the  attention  upon  the  excreting  sys- 
tetn  when  the  basic  mechanism  is  the  tremen- 
dous decrease  of  blood  pressure. 

Treatweut. — We  will  attempt  to  indicate 
certain  measures  which  have  been  most  suc- 
cessful in  preventing  the  deaths  of  patients 
from  circulatory  insufficiency  or  “medical 
shock,”  an  extremely  apt  term  used  by 
Atchley.  I'hc  condition  corresponds  closely 
to  that  seen  in  severe  traumatic  injuries. 

Therapy  must,  of  necessity,  be  directed 
toward  the  maintenance  of  blood  volume  and 
the  induction  of  diuresis.  The  first  maneuver 


is  the  supplying  of  fluid  in  copious  amounts. 
Administration  by  hy^podermoclysis  is  ineffi- 
cient as  absorption  is  greatly  impaired  in  pro- 
portion to  the  fall  in  blood  pressure  j and  this 
statement  applies  also  to  fluids  given  by 
mouth.  Therefore,  intravenous  administra- 
tion of  a satisfactory  fluid  becomes  necessary. 
The  use  of  acacia  and  other  inert  gums  has 
been  rejected  on  the  basis  of  difficulty  of 
preparation  of  a satisfactory  product  at  the 
time  of  greatest  need  and  the  still  present 
danger  of  rather  severe  reactions.  Immediate 
choice,  therefore,  would  fall  upon  that  most 
physiological  of  all  intravenous  solutions, 
namely,  whole  blood.  It  contains  a non- 
diffusible  substance  “serum  protein”  and  for 
that  reason  is  capable  of  maintaining  the 
blood  volume  over  the  longest  period  of  time 
per  unit  of  volume  administered.  We  have 
simply  borrowed  a measure  which  has  long 
been  in  use  by  our  surgical  colleagues  in  the 
combatting  of  traumatic  shock  and  have  em- 
ployed it  as  indicated,  in  an  attempt  to  sustain 
the  circulation  of  coma  patients.  This  measure 
has  previously  been  used  by  Coburn,  Atchley 
and  Lawrence  with  marked  success.  There 
has  been  in  my  own  cases  and  in  those  re- 
ported, a permanent  elevating  effect  on  the 
blood  pressure  and  the  restoration  of  renal 
function  with  subsequent  output  of  fluid  and 
ketone  bodies.  We  have  found  that  a systolic 
pressure  which  could  not  be  maintained  at, 
or  above,  70  millimeters  of  mercury,  attained 
a new  level  of  100  or  better  following  trans- 
fusion. The  previously  existing  anuria  is  re- 
placed by  a gratifying  diuresis  as  the  func- 
tional renal  Insufficiency  is  overcome.  The 
speed  of  recovery  from  coma  seems  to  de- 
pend, to  a great  degree,  on  the  freedom  of 
diuresis.  Nor  are  we  satisfied  with  trans- 
fusion alone.  A large  needle  of  the  canula 
type  is  placed  in  a vein  in  a permanent  fashion 
and  5^/)  glucose  in  saline  is  administered  in- 
travenously over  a period  of  hours  or  days, 
as  necessary.  A Murphy  drip  bulb  is  Inserted 
in  the  system  and  the  rate  of  administration 
regulated  by  the  number  of  drops  per  minute. 
(Fifty  drops  per  minute  is  a satisfactory 
speed.)  There  is  probably  no  limit  to  the 
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administration  of  fluid  in  this  fashion.  My 
colleague,  Dr.  R.  B.  Bailey,  has  kept  such  a 
continuous  intravenous  infusion  in  action  for 
fourteen  days.  Several  of  my  patients  have 
been  so  severely  shocked  on  admission  that  I 
have  not  dared  to  move  them  even  to  the 
operating  suite,  but  have  transfused  them  in 
the  room.  All  transfusions  are  given  by  the 
direct  method  of  Lindemann. 

The  drugs  usually  employed  have  been 
caflein  and  adrenalin.  I can  not  feel  that 
digitalis  is  of  any  direct  value  in  such  an  acute 
emergency.  Adrephine,  a mixture  of  adre- 
nalin and  ephedrine,  represents  a very  helpful 
stimulating  drug.  CaflFein  is  used,  but  should 
probably  be  used  sparingly,  as  in  full  dosage  it 
brings  about  conversion  of  muscle  glycogen  to 
lactic  acid,  a substance  capable  of  promoting 
cardiac  arrhythmias.  John’  favors  the  intra- 
\’enoLis  administration  of  Fisher’s  solution  in 
anuric  cases,  but  I believe  the  fluid  to  be 
more  important  than  the  chemicals  which  it 
contains. 

The  system  of  transfusion  and  prolonged 
administration  of  fluid  intravenously  has  been 
in  use  since  1928  and  has  been  employed  in 
all  cases  whose  systolic  pressure  is  below  90 
millimeters  of  mercury  on  admission,  or  whose 
blood  pressure  declines  below  this  point 
during  treatment.  One  arm  is  selected  for  all 
intravenous  procedures,  while  on  the  other 
arm  a blood  pressure  cuff  is  left  permanently 
In  place.  Observations  are  made  on  the  blood 
pressure  at  least  every  half  hour,  or  more 
often,  if  the  condition  of  the  patient  is  critical. 
An  extremely  careful  check  of  the  hourly  ex- 
cretion of  urine  is  also  an  essential  factor  of 
control  of  these  patients.  The  output  of 
urine  and  the  level  of  the  blood  pressure  offer 
two  precise  measures  by  which  the  course  of 
therapy  may  be  accurately  estimated. 

Results. — It  is  difflcult  to  state  with  accu- 
racy how  many  of  our  patients  may  have  been 
lost  as  a result  of  the  failure  to  recognize  the 
importance  of  circulatory  changes.  I am  quite 
sure  that  many  of  my  earlier  patients  died  for 
lack  of  something  for  the  heart  to  pump.  I 
am  also  convinced  that  the  term  “acute 
suppression  of  urine”  has  been  an  unfortu- 


nate one,  as  in  the  presence  of  a complete 
anuria,  the  prognosis  has  been  considered  so 
poor  as  to  paralyze  effective  action.  Since  my 
tardy  recognition  of  the  circulatory  factor  in 
coma,  there  have  been  nine  patients  whom  I 
have  considered  extremely  poor  risks  from 
the  circulatory  standpoint.  These  patients  on 
admission  have  all  had  blood  pressures  of  70 
mm.  or  below  and  four  have  been  anuric. 
Kach  one  was  treated  according  to  the  basic 
routine,  plus  the  addition  of  continuous  in- 
travenous fluid,  blood  transfusion,  or  both. 
.Vll  nine  have  recovered.  It  is  impossible  to 
say,  of  course,  that  some  of  these  nine  patients 
would  not  have  regained  their  circulatory 
equilibrium  and  progressed  to  clinical  re- 
covery. However,  judging  by  our  past  expe- 
rience, it  is  safe  to  assume  that  the  majority 
of  these  nine  patients  would  previously  have 
died. 

Summary. — (l  ) The  basic  routine  control 
of  diabetic  coma  has  been  restated. 

(2)  We  have  again  called  attention  to  a 
certain  factor,  namely,  circulatory  failure  with 
subsequent  functional  renal  insufficiency  as 
being  responsible  for  a large  number  of  deaths 
in  diabetic  coma,  particularly  in  the  fourth 
and  fifth  decades.  Methods  for  the  control 
of  circulatory  failure  have  been  described 
which  consist  of: 

(a)  Frequent  blood  pressure  readings. 

(h)  Hourly  check  of  urinary  output. 

(c)  The  continuous  intravenous  adminis- 
tration of  5%  glucose. 

(J)  Above  all,  the  use  of  whole  blood 
transfusion. 

(3)  Since  the  adoption  of  these  measures 
in  the  latter  part  of  1928,  we  are  happy  to 
report  that  no  single  coma  patient  has  died 
as  a result  of  circulatory  failure  or  renal  in- 
sufficiency. 

'Discussion 

Dr.  G.  H.  Barksdale,  Charleston:  In  consider- 
ing the  matter  of  diabetic  coma  two  features  are 
paramount.  A consideration  of  the  hyperglycemia 
as  such  and,  secondly,  the  effect  that  it  has  had 
upon  the  body  in  general,  never  losing  sight  of  the 
fact  the  former  should  be  treated  but  that  its  sequel. 
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the  acidosis,  must  be  treated  diliirentlv,  for  it  is  this 
which  kills  the  patient. 

It  is  the  feeling  of  many  of  us  that  in  general  we 
are  over-trained  in  the  use  of  insulin ; that  is  to  sav, 
that  ultra-scientific  men  have  laid  down  such  minute 
and  inflexible  rules  as  to  its  use  that  men  who  have 
not  used  it  feel  awed.  Insulin  should  be  used  more 
frequently  with  possibl}'  less  attention  in  some  cases 
to  detail.  This  is  especially  true  in  acute  infections, 
for  in  diabetic  children  a slight  respiratory  infection 
alone  may  be  all  that  is  needed  to  precipitate  a coma. 

Further,  let  us  emphasize  the  fact  that  the  prime 
indications  in  coma  are  to  give  insulin  generoush' 
to  offset  the  hyperglycemia,  and  fluids  to  the  dehy- 
dration. The  kind  of  fluid  and  the  method  of  giv- 
ing it  will  be  governed  largely  by  the  condition 
under  which  you  are  working.  Do  not  feel  that  a 
stereotyped  routine  must  be  put  through.  Glucose, 
;n  cases  not  vomiting,  can  be  given  by  mouth  or 
nose,  maybe  by  rectum — 50  gms.  per  24  hours  is 
adequate.  This  may  be  given  as  glucose  in  solution. 
Orange  juice  or  ginger  ale,  four  ounces  of  either 
equals  about  10  gms.  of  glucose.  If  the  ideal  routine 
for  diabetic  coma  can  not  be  carried  out,  put 
through  a modified  routine,  and  it  is  quite  probable 
if  such  logic  were  applied  to  the  handling  of  this 
catastrophe,  that  by  far  the  majority  of  the  “savable” 
cases  can  be  saved. 

The  care  of  the  heart  is  important.  .All  men 
seem  to  agree  that  caffein  is  valuable.  Certainly  if 
the  patient  is  laboring  with  a toxic  myocarditis,  his 
circulation  could  not  be  overloaded  with  fluid  nor 
disturbed  too  much,  whatever  the  curative  methods 
are  to  be. 

'I  he  high-light  of  Dr.  Sheppe’s  paper,  of  course, 
is  his  use  of  blood  transfusions.  I can  not  speak 
with  direct  knowledge  of  the  subject.  I can  say 
with  emphasis  that  I congratulate  him  on  trying 
out  a new  method,  at  least  new  to  me.  ^Vell- 
matched  whole  hlorid  certainly  meets  the  indication 
of  dehydration.  It  supplies  food,  and  should  not 
produce  shock.  It  is  all  very  interesting  and  in- 
structive. 

Dr.  R.  J.  Snider,  Wheeling:  Dr.  Fitz  reports 
a mortality  rate  of  34'^  in  cases  of  diabetic  coma. 
In  Joslin’s  series,  the  mortality  was  IS^^.  How- 
ever, in  the  period  since  1926  it  has  been  reduced 
to  1 1 John’s  figures  are  the  best  I have  seen. 

His  rate  was  5.6^.  Dr.  Fitz  gave  fluid  sub- 
cutaneously only.  Joslin  in  the  early  days  con- 
demned the  use  of  fluid  intravenously,  because  of 
the  fear  of  heart  collapse;  but  he  attributes  his  re- 


cent relatively  greater  success,  not  only  to  the  use 
of  larger  amounts  of  insulin  and  to  the  use  of 
circulatory  stimulants,  but  also  to  the  free  use  of 
fluid  intravenously  as  well  as  subcutaneously.  John 
has  always  used  intravenous  fluid  freely.  Statistics, 
of  course,  are  always  fallacious,  but  the  correlation 
between  the  mortality  rate  in  these  three  series  and 
the  use  of  fluid  intravenously,  is,  I believe,  of  sig- 
nificance. 

Drugs  are  probably  of  no  benefit.  Certainly 
digitalis  is  useless  in  shock.  .Acherly  condemns  the 
use  of  vaso-constrictors,  such  as  epinephrine.  It 
causes  constriction  of  the  larger  arteries  at  the  ex- 
pense of  the  relaxed  capillary  bed,  which,  after  all, 
is  the  dangerous  condition  in  shock.  If  any  drug 
is  of  use,  I believe  it  is  caffein.  I consider  this  paper 
of  Dr.  Sheppe  a most  valuable  one,  and  that  we 
have  been  neglecting  something  if  we  fail  to  note 
the  condition  of  the  circulation.  However,  on  re- 
reading Coburn’s  paper,  I have  noted  reports  of  only 
two  cases  where  he  employed  blood  transfusion, 
and  his  free  intravenous  infusions  of  glucose  or  saline 
repeatedly  raised  the  blood  pressure  above  100  mm. 
systolic,  with  resulting  diuresis  and  recovery  of  the 
patient.  In  those  cases  that  do  not  respond  satis- 
factorily to  the  use  of  infusions,  transfusion  of  blood 
should  undoubtedly  be  considered,  and  I wish  to 
thank  Dr.  Sheppe  for  calling  this  procedure  to  m\ 
attention. 

Dr.  Sheppe  (closing  the  discussion):  I do  not 
believe  I have  ever  seen  a heart  damaged  by  either 
the  administration  of  intravenous  fluid  or  by  trans- 
fusions. I have  always  heard  a lot  about  this  damage 
and  have  always  watched  for  it.  I am  quite  sure 
that  I have  seen  patients  die  for  lack  of  fluid  in 
the  vascular  system,  but  I really  do  not  believe  I 
have  seen  a heart  embarrassed  to  the  extent  of 
failure  by  intravenous  injections  of  either  fluid  or 
blood. 

I would  like  to  state  once  more  that  the  use  of 
blood  transfusions  is  the  procedure  which  I have 
attempted  to  emphasize  most  particularly  as  a sup- 
portive measure. 

Although  somewhat  aside  from  the  subject,  let 
me  suggest  that  when  you  are  working  with  coma 
cases,  be  sure  to  pad  the  heels  carefully.  It  is  a 
very  embarrassing  thing  to  bring  a patient  out  of 
coma  and  find  two  days  later  when  you  turn  the 
covers  down  that  the  tissues  of  the  heels  are  necrotic 
and  gangrenous.  I have  been  impressed  with  this 
because  I have  had  it  happen;  and  although  the  pa- 
tient was  out  of  coma  in  twenty-four  hours,  it  was 
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twcnt\-four  days  before  he  could  be  discharged 
from  the  hospital. 

I was  much  amused  last  month  in  looking  over 
the  abstract  section  t)f  the  Journal  of  the  American 
Medical  Association,  that  the  erudite  abstract  editor 
had  accorded  nearly  a whole  column  to  an  article 
published  in  an  English  journal,  evidently  describing 
the  same  type  of  circulatory  and  renal  collapse  that 
we  have  been  discussing  today.  'Ehe  Englishman 
had  considered  it  from  a rather  surprising  angle. 
He  described  a case  of  diabetic  coma  in  which  the 
patient  suddenly  stopped  excreting  urine.  He  ver\ 
naively  decided  that  his  patient  had  passed  from 
diabetic  coma  to  uremic  coma  and  solemnlv  advised 
“cupping  of  the  loins”  as  the  most  desirable  thcrapv. 
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THE  PR.\CTICK  OF  PREVENTIVE  PEI)L-\TRICS  * 


By  .\.  Graeme  .Mitchell,  ^LD. 
Cincinnati,  Ohio 


Jt  must  be  apparent  to  anyone  alive  to  the 
problems  of  medicine  today  that  there 
exist  variable  degrees  of  dissatisfaction.  Often, 
as  in  the  case  of  other  controversies,  the  larger 
group  of  the  objectors  is  not  entirely  certain 
what  is  wrong  or  what  to  do  about  it.  Of  the 
subjects  under  discussion,  state  medicine  oc- 
cupies a prominent  place.  This  term  seems 
to  be  one  which  creates  in  the  minds  of  many 
hearers  a kind  of  horror,  in  spite  of  the  fact 
that  they  can  not  exactly  define  it.  In  a sense, 
we  not  only  have  state  medicine  today,  but 
we  all  approve  of  it.  That  part  of  our  taxes 
which  goes  to  it  we  pay  more  cheerfully  than 
certain  others.  None  of  us,  I think,  wishes 
to  remove  from  the  state  its  control  of  water- 
supply,  milk-supply,  food-inspection,  and 
similar  measures  which  are  of  the  greatest 
importance  to  community  health.  Certainly 
we  are  not  prepared  to  assume  these  func- 
tions as  individual  responsibilities,  nor  would 
we  care  to  face  the  consequences  of  their 
cessation.  We  wish  the  state  to  be  interested 
and  operative  in  those  procedures  which 
might  be  called  mass  prevention.  Many  of 
us  are  willing,  too,  that  the  state  should  con- 

*  Read  before  the  West  V’irginia  State  Medical  Association,  Parkers- 
burg, June  22.  1 932.  From  the  B.  K.  Rachford  Department  of 

Pediatrics.  College  of  .Medicine,  University  of  Cincinnati,  and  The 
Children  s Hospital.  Cincinnati. 


cern  itself  in  a definite  amount  of  detailed 
care  in  support  of  the  indigent  and  other  un- 
fortunate groups  such  as  the  mentally  defi- 
cient. Someone  must  do  this — either  the 
state  or  the  private  purse  of  voluntary  philan- 
thropy. The  part  of  the  medical  profession 
in  this  connection  is  cooperative.  Others  fur- 
nish the  hospitals  and  the  facilities  which  the 
physician  can  not,  and  the  physician  donates 
as  his  share  part  of  his  time  and  his  knowl- 
edge. It  may  even  be  that  part  of  this  bur- 
den, when  it  becomes  great,  might,  to  the 
relief  of  the  practitioner,  be  borne  by  per- 
sonnel paid  by  the  state.  Our  agreement  with 
all  this  is  contingent  upon  the  fact  that  it  is 
done  properly  and  that  its  limits  are  reason- 
able. Our  intelligent  objection  arises  when 
the  state  steps  over  the  line  and  into  the 
province  of  the  general  practitioner. 

I would  be  an  usurper  of  your  time,  if  of 
nothing  else,  should  I attempt  to  determine 
whether  the  state  has  actually  warranted  our 
criticism,  or  how  much  of  it.  Rather  would  I 
like  to  discuss  the  prevention  of  such  a danger 
as  state  medicine  carried  to  the  extent  of  in- 
terfering with  the  practitioner.  In  my  own 
opinion,  it  is  not  even  necessary  to  defend 
the  thesis  that  the  practitioner  is  the  proper 
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authority  for  the  medical  care  of  well  and 
sick  persons.  In  spite  of  statements  and 
opinions  to  the  contrary,  he  is  in  that  position 
today.  For  example,  in  the  study  of  the 
White  House  Conference  on  Child  Health 
and  Protection  (Pediatric  Education  and 
Practice,  Section  I,  Medical  Service,  page  3), 
there  is  this  statement:  “The  vast  majority 
of  American  children  today  are  dependent 
upon  the  interest  and  care  of  a private  phy- 
sician for  their  physical  well-being  and  health, 
and  not  upon  an  organization.-^’  There  is  no 
question,  then,  of  the  responsibility  of  the 
practitioner. 

How  shall  we  keep  the  practitioner  in  his 
proper  position  before  the  jury  of  his  patients? 
That,  I am  convinced,  is  a matter  which  lies 
in  his  own  hands.  If  he  practices  the  proper 
sort  of  medicine — that  which  his  patients  de- 
mand and  are  intelligent  enough  to  recognize 
when  it  is  applied — nothing  can  disturb  his 
high  place;  the  state  can  not  and  the  people 
would  not. 

What  constitutes  acceptable  practice  of 
medicine?  It  is  synonymous  with  the  mere 
fact  that  physicians  are  human,  that  some  of 
them  will  be  better  practitioners  than  others. 
No  physician,  however,  needs  neglect 
thoroughness  in  his  practice,  nor  should  he 
fail  to  apply  the  principles  of  preventive 
medicine  to  his  individual  patients.  It  is  these 
things  which  many  of  them  demand.  They 
would  rather  receive  them  from  him  than 
from  the  state,  but  receive  them  they  will. 
The  physician  who  is  busy  in  the  attempt  to 
keep  his  patients  well,  in  so  far  as  the  limi- 
tations of  our  present  knowledge  permit,  has 
a more  satisfactory  profession  than  the  mere 
attendant  upon  illness.  There  is,  of  course, 
much  to  do  for  the  sick  patient,  but  there  can 
be  much  left  undone  for  the  presumably  well 
person,  Iwen  though  we  must  admit  a con- 
siderable degree  of  ignorance  about  many 
medical  problems,  it  must  be  accepted  that 
if  there  were  universally  applied  in  practice 
our  present  knowledge  of  preventive  meas- 
ures, a tremendous  amoutit  of  disease  and  suf- 
fering could  be  eliminated. 


Prevention  is  certainly  not  limited  in  its 
scope  to  any  phase  of  medicine,  but  it  is  a I 
particularly  interesting  and  profitable  part  of 
the  pediatrician’s  function.  There  are  many 
correctible  defects  in  foundation  which  will 
threaten  the  later  super-structure.  It  is  my  f 
purpose  to  discuss  in  a broad  way  only  some  ( 
of  these.  ! 

Nutrition  and  Deficiency  Diseases. — There  t 

are  few  things  in  life  over  which  man  has  ^ 
such  control  as  nutrition.  Of  course,  there  is 
as  yet  understood  comparatively  little  of  the 
growth  impulse,  or,  at  least,  of  the  methods  . 
of  influencing  it.  However,  nutrition  in  the 
sense  of  supplying  the  demands  of  growing 
tissue  and  of  the  maintenance  made  necessary 
by  wear  and  tear  of  body  cells  is  no  longer 
a matter  of  guesswork.  It  is  sometimes  diffi- 
cult to  curb  the  enthusiasts  on  nutrition,  but  i 
the  exaggeration  of  the  unintelligent  of  them 
is  usually  easily  recognized.  Fortunately  the 
unbalanced  faddist  creates  only  a temporary 
impression,  and  what  is  good  in  his  theory  is 
leavened  by  time  and  common  sense,  and 
becomes  adopted  as  a proper  part  of  the  whole 
subject.  The  criterion  by  which  unwarranted 
enthusiasm  can  be  exposed  is  an  emphasis  of  j 
a single  phase  of  nutrition  beyond  its  obvious  i 
value.  For  example,  because  certain  foods  | 
should  be  ingested  in  a raw  state  and  are 
thus  digestible,  should  not  lead  to  the  con-  i 
elusion  that  all  foods  must  be  uncooked.  , 

As  a matter  of  fact  there  is  little  need  to 
theorize  on  the  general  underlying  principles 
of  nutrition.  They  rest  upon  sound  experl-  I 
mental  evidence  and  clinical  trial.  They  are  | 
available  to  all  of.  us,  and  we  need  simply 
to  apply  them  in  the  individual  case  and  with 
due  allowance  for  individual  variation.  If 
we  could  write  an  equation  for  the  food  re- 
(]uirements  of  any  person,  no  matter  what  his 
age,  it  would  be  as  follows: 


Sufticient  Energy 
Sufficient  and  Correct  Protein 
Cor  ICC  t .Mineral  Ha  la  nee 
.Accessory  Substances 
Sufficient  Fluid 
Digestibility 


Correct  Food 
for 

Individual 
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The  requirements  of  the  equation  can  be 
met  simply,  in  most  instances,  by  the  admin- 
istration of  natural  foodstuffs.  Our  knowl- 
edge of  the  fact  that  nutrition  is  not  a matter 
of  diet  alone  must  then  be  brought  into  use. 
Proper  food  is  an  essential  factor  to  good 
health,  but  its  digestion  and  metabolism  are 
necessary  for  its  utilization.  The  entire 
regimen  should  be  subject  to  the  physician’s 
observation  and  advice.  He  must  recognize 
that  in  judging  nutritional  status,  the  general 
health,  tissue  tone,  color  of  mucous  mem- 
branes and  skin,  vigor  and  posture  are  all  to 
be  employed  as  criteria  in  addition  to  weight 
and  its  relation  to  height.  He  must  recog- 
nize that  great  size  is  not  necessarily  a mark 
of  superiority  and  that  development  may  be 
adv'anced  in  a smaller  person. 

Many  of  the  deficiency  diseases  are  theo- 
retically inexcusable.  Scurvy,  xerophthalmia 
and  beri  beri,  for  example,  can  occur  only 
where  ignorance  prevails  or  most  unfavorable 
circumstances  are  in  force.  Rickets  as  a serious 
clinical  disease  is  certainly  preventable.  The 
subject  of  vitamins  must  here  be  mentioned. 
For  them  the  term  “accessory  food  factors” 
is  not  Inappropriate,  since  it  emphasizes  their 
truly  accessory  function.  Their  preventiv'e 
action  in  the  deficiency  diseases  can  not  be 
questioned,  but  their  relation  to  growth,  to 
protection  against  infection,  and  their  effect 
on  health  in  general  in  the  human  subject 
need  further  study.  The  actual  quantitative 
requirement  of  the  human  subject  for  them 
is  not  known.  They  must  not  be  expected  to 
cure  all  the  anemias,  anorexias  and  malnu- 
tritions w'hich  may  be  but  symptoms  of  a dis- 
ease or  of  an  improper  regimen.  Because  they 
are  essential,  it  does  not  necessarily  follow' 
that  large  amounts  of  them  do  good,  nor  can 
they  replace  a proper  balance  of  fat,  carbo- 
hydrate, protein,  and  minerals.  While  the 
absence  of  a certain  vitamin  from  the  ration  of 
a rat  results  in  cessation  of  growth,  this  can 
not  be  interpreted  directly  to  mean  that  an 
excess  of  this  factor  in  the  diet  of  a human 
will  unduly  stimulate  weight  production. 
What  I have  said  must  not  be  taken  to  mean 
that  a vitamin-poor  diet  should  not  be  guarded 


against.  All  the  accessory  food  factors  should 
be  supplied,  but  preferably  through  the  selec- 
tion of  natural  foodstuffs. 

Communicable  Diseases. — All  diseases  of 
an  infectious  nature  are  communicable  in  the 
broad  sense  of  the  word.  There  is,  however, 
a group  which  consists  of  infections  so  easily 
transmitted  from  one  person  to  the  other  that 
they  are  designated  contagious.  Of  these  there 
are  some  which  are  readily  preventable  and 
there  are  some  which  are  actually  Inexcusable. 
For  example,  it  is  entirely  unnecessary  for 
anyone  to  have  smallpox — the  effectiveness 
of  vaccination  guarantees  against  the  disease. 
Typhoid  fever  is  another  example  of  a health 
hazard  the  acquisition  of  which  is  seldom  par- 
donable; where  proper  hygienic  conditions  do 
not  exist,  vaccination  will  usually  protect 
against  it.  At  least  theoretically,  malaria  is 
capable  of  prevention  by  the  application  of 
our  knowledge  of  its  method  of  propagation. 
Such  facts  as  these  are  so  obvious  that  they 
need  no  discussion.  On  the  other  hand,  there 
are  controversial  subjects  which  need  further 
study,  and  the  science  of  medicine  has  not  as 
yet  presented  us  with  needed  know'ledge  about 
certain  diseases,  nor  can  we  evaluate  to  our 
entire  satisfaction  the  results  obtained  by  ap- 
plying w'hat  knowledge  we  possess.  I can 
only  mention  briefly  a few  of  these  diseases, 
and  those  which  are  of  the  greatest  practical 
importance. 

Tuberculosis. — This  disease  is  a particu- 
larly interesting  example  of  the  difficulty  sur- 
rounding the  complete  application  of  preven- 
tive measures.  In  the  abstract,  the  conquest 
of  tuberculosis  is  simple,  and  can  be  accom- 
plished by  prevention  of  exposure.  The  disease 
could  largely  be  eliminated  as  a serious  men- 
ace by  preventing  this  exposure  too  early  in 
life.  In  childhood  the  mortality  bears  a close 
relation — Influenced,  of  course,  by  other 
factors — to  the  age  of  the  patient  at  his  Initial 
infection.  The  practical  difficulties  surround- 
ing prevention  of  exposure  in  individual  cases 
are  often  very  great,  and  may  involve  the 
entire  economic  and  social  structure  of  the 
family.  Whatever  the  inconveniences,  the 
facts  remain,  and  the  physician’s  function  does 
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not  cease  with  admonition,  but  he  is  concerned 
with  all  the  details  of  advice  and  assistance 
w'hich  he  can  bring  to  bear  in  solving  the 
attendant  difficulties.  The  body  possesses  a 
great  aid  in  combating  tuberculosis — namely, 
its  ability  to  develop  immunity.  Initial  child- 
hood infection  is  the  means  of  stimulating 
this,  and  in  most  instances  it  is  of  sufficient 
degree  to  conquer  later  infections.  If  this 
initial  infection  is  not  too  early  in  life,  if  it  is 
surrounded  by  intelligent  or  fortunate  cir- 
cumstances at  the  time,  immunity  is  success- 
fully established  and  tuberculosis  disease  is  not 
synonymous  with  tuberculous  infection.  The 
physician’s  duty  here  is  clear.  In  addition  to 
guarding  his  patients  against  too  early  ex- 
posure, he  must  make  every  attempt  to  be 
aware  of  the  time  when  tuberculous  infection 
occurs.  For  this  he  has  the  help  of  tuberculin 
test  and  roentgenogram  to  supplement  his 
clinical  study.  Many  children  muddle 
through  their  initial  infection  without  anyone 
being  aware  of  it  at  the  time.  Knowledge 
that  a child  is  infected  does  not  in  itself  neces- 
sitate invalidism,  but  an  Intelligent  and  close 
observation  of  the  situation,  with  action  in 
each  case  based  upon  this,  will  save  many 
children.  Here  is  the  art  combined  with  the 
science  of  medicine. 

Can  man  assist  or  duplicate  or  even  improve 
upon  nature  by  artifically  producing  tuber- 
culous infection?  Should  we  attempt,  by 
inoculation  or  ingestion  of  tubercle  bacilli  or 
their  products  to  produce  Immunity?  In 
other  words,  to  ask  a specific  question,  are  we 
ready  to  recommend  the  use  of  attenuated 
bovine  tubercle  bacilli,  the  so-called  B.C.G.? 
It  would  be  greatly  foreign  to  this  presenta- 
tion to  dilate  upon  this  controversial  subject. 
If  my  own  personal  opinion  interests  you,  it 
is  that  much  work  still  needs  to  be  done  and 
much  careful  analysis  carried  out  before  I am 
willing  to  apply  this  procedure  in  daily 
practice. 

Dipht/ierio. — Certainly  we  must  include 
this  disease  in  the  list  of  preventable  ones, 
d he  facts  in  the  case  make  it  every  practi- 
tioner’s duty  to  determine  by  means  of  the 
Schick  test  the  presence  or  absence  of  immu- 


nity in  his  patients,  and  to  protect  them,  if 
necessary,  by  injections  of  toxin-antitoxin  or 
preferably  toxoid.  Proper  application  of  these 
procedures  would  practically  eliminate  diph- 
theria, and  it  is  not  too  much  to  hope  that  in 
a few  years  this  disease  could  be  made  a rarity.  1 

Scarlet  Fever. — While  we  preach  the  pre- 
vention of  diphtheria  w'ith  assurance,  the  same 
is  not  entirely  true  of  scarlet  fever.  It  would  i 
take  much  time  to  evaluate  the  many  studies  I 
on  the  several  phases  of  etiology,  pathogene-  i 
sis,  prevention  and  treatment  of  this  disease.  ' 
Who  can  state  with  positiveness  that  all  the 
symptoms  of  scarlet  fever  are  due  to  bacterial 
function  or  toxin  action,  or  whether  some  of  » 
them  are  allergic  in  nature?  Certainly  the 
clinician  is  not  in  a position  to  do  this  when 
careful  students  and  investigators  disagree. 
Extensive  observation  and  careful  study  seem 
to  prove,  however,  that  the  attempt  to  pro- 
duce active  Immunity  by  the  injection  of  scar- 
let fever  toxin  is  worthwhile,  although  this 
procedure  is  not  successful  to  the  same  extent 
as  in  diphtheria.  With  care  as  to  dosage  and  ’ 
W’ith  knowledge  that  systematic  reactions  may 
sometimes  occur,  toxin  injections  have  decided  i 
value  in  the  prevention  of  the  clinical  disease  ^ 
scarlet  fever. 

W hooping  Cough. — When  all  the  evidence 
is  considered,  the  prevention  of  pertussis  by 
a vaccine  of  the  Bordet-Gengou  bacillus  seems 
to  be  of  relatively  little  value.  To  support 
this  as  an  absolute  fact  would  be  difficult  and 
I am  not  sure  it  w'ould  even  be  wise  to  at- 
tempt it.  Rather  I would  like  to  assume  the  i 

attitude  that  I w'ould  not  care  to  discourage  j| 

anyone’s  belief  in  its  efficiency  since  I see  no  ^ 
harm  in  trying  it.  Unfortunately  pertussis  i< 
spreads,  as  do  other  of  the  infectious  diseases,  , 
because  it  is  contagious  in  its  early  stages  and  1 
before  the  diagnosis  is  suspected.  It  is  this  < 
that  makes  prevention  difficult.  The  so-called  d 
cough-plate  method  in  which  the  patient  ' 
coughs  into  a Petri  dish  containing  a proper  i j 
medium,  may  make  the  diagnosis  earlier  when 
the  clinical  symptoms  arc  not  characteristic.  . I 
This  diagnostic  procedure  is  relatively  simple  ‘ j 
and  may  be  applied  to  Intestinal  epidemics,  r i 
and,  W'ith  cooperation  of  boards  of  health  or  rl  ) 
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other  organizations  having  facilities  for  bac- 
teriological study,  to  community  epidemics. 

Measles,  Chicken-pox,  Mi(/?/ps. — These 
three  diseases,  from  the  point  of  view  of  pre- 
\ ention,  may  be  grouped  together.  The  agent 
causative  of  each  of  them  is  either  unknown 
or,  at  least,  not  universally  accepted.  In  re- 
gard to  measles  the  possible  role  of  a green- 
producing  streptococcus  and  specific  preventive 
serum  developed  from  its  injection  into  ani- 
mals is  still  in  the  controversial  stage.  In  all 
these  diseases,  however,  we  have  a measure 
of  prevention  which  has  unquestioned  \’alue, 
and,  if  properly  employed,  offers  a large 
chance  of  success.  Serum  or  whole  blood  from 
convalescents  is  effective,  although  not  com- 
pletely reliable,  in  prophylaxis,  when  injected 
intramuscularly  shortly  after  exposure.  It 
may  be  used  in  institutional  epidemics  and  in 
certain  other  Instances  where  it  is  particularly 
advisable,  because  of  attendant  circumstances, 
that  an  attack  of  the  disease  should  be  avoided. 
In  periods  of  epidemics,  communities  have 
often  been  able  to  solve  the  practical  diffi- 
culties of  obtaining  convalescent’s  serum.  Fre- 
quently in  private  practice  the  physician  may 
be  in  a position  to  secure  the  needed  serum 
or  whole  blood.  Certain  studies  have  shown, 
too,  that  dried  convalescent’s  serum  retains 
protective  properties,  and  this  fact  may  lead 
to  a.  readily  available  source  of  supply. 

An  interesting  method  which  has  been  ad- 
vocated is  partial  protection  against  measles. 
By  waiting  until  about  seven  or  ten  days  after 
exposure  and  then  injecting  intramuscularly 
about  1 0 c.c.  or  more  of  convalescent’s  serum, 
a mild  attack  of  the  disease  is  usually  assured, 
but  active  and  permanent  immunity  secured. 
This  procedure  may  be  employed  to  obviate 
the  disadvantage  of  the  passive  immunity  in- 
duced by  early  Injection  of  convalescent’s 
serum,  in  which  the  protection  lasts  for  only 
approximately  two  weeks. 

Mental  Hygiene. — In  discussing  this  sub- 
ject one  must  almost  inevitably  touch  upon 
the  subject  of  Eugenics,  or,  preferably.  Race 
Hygiene.  Something  must  be  done  to  avoid 
a continuance  of  a family  strain  where  the 
certainty  or  even  great  possibility  exists  that 


degeneracy,  feeble-mindedness  and  disease 
will  be  present.  This  Is  a problem  for  both 
the  physician  and  the  state  to  decide.  To 
ignore  it  is  morally  and  economically  un- 
sound. In  some  few  diseases  and  abnormal 
conditions  the  influence  of  heredity  is  almost 
mathematically  known,  but  in  many  others 
knowledge  is  meager  or  entirely  lacking.  The 
factor  of  hereditary  influences  is  without  ques- 
tion and  applies  to  physical  characteristics  and 
intellectual  traits.  Of  course,  we  must  often 
blame  our  far-distant  progenitors  as  well  as 
our  more  immediate  ones,  and  occasionally 
bless  them,  too.  If  we  are  fortunate.  Some- 
times the  condition  becomes  difficult,  indeed. 
For  example,  the  active,  nervous,  high-strung 
child  who  has  inherited  these  characteristics 
lives  with  parents  in  an  environment  which 
results  naturally  from  these  circumstances.  If 
the  physician  brings  his  wisdom  and  knowl- 
edge to  bear,  this  environment  can  be  so 
managed  that  greater  good  will  come  of  it 
than  of  a less  complicated  onej  never  perhaps 
the  placidity  of  the  latter,  but  the  accomplish- 
ment may  be  greater.  We  must  not  attempt, 
nor  even  w'ish,  to  make  a tall,  thin,  active, 
alert,  so-called  “nervous”  child  into  a fat, 
phlegmatic  one,  but  we  must  recognize  the 
material  with  which  w'e  work  and  mold  it  to 
the  best  use.  It  is  not  wise  to  ignore  heredity, 
but  it  is  foolish  as  well  as  hopeless  to  admit 
that  nothing  can  be  done  about  It.  There  is 
too  much  proof  of  the  accomplishments 
brought  about  by  modification  of  environ- 
mental factors  to  Ignore  them. 

Discussion. — In  this  very  brief  time  I have 
attempted  to  point  out  a few  of  the  measures 
which  can  be  carried  out  by  every  practitioner 
of  medicine.  I have  tried  to  emphasize  the 
responsibility  of  the  physician  in  the  manage- 
ment of  the  health  of  his  patients.  His  duty 
to  his  patients  begins  early  in  their  lives.  At 
times  something  can  be  accomplished  for  the 
child  even  before  he  is  born.  Disease  may  be 
prevented  by  proper  treatment  of  the  mother 
during  her  pregnancy.  The  most  definite 
example  of  this  Is  in  the  case  of  syphilis.  Much 
more  difficult  to  prove  are  other  Influences, 
but  the  very  term  “Parental  Care”  connotes 
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the  belief  that  exists  that  proper  supervision 
of  the  mother  is  worth  while  both  for  her 
and  for  the  child. 

Infancy,  from  the  physical  point  of  view, 
is  the  baby’s  most  serious  time.  Someone  has 
expressed  it  thus:  “The  most  dangerous  occu- 
pation in  the  world  is  that  of  being  a baby.” 
If  the  Infant  survives  his  early  hazards,  he 
becomes  our  charge.  He  has  not  the  intelli- 
gence of  deciding  his  needs,  or  of  altering  his 
environment.  The  responsibility  belongs  to 
others,  and  it  is  a heavy  one.  Indeed.  Nature 
has  clearly  taught  that  the  baby  should  have 
human  breast-milk,  and  if  he  does  not  get  it 
for  at  least  the  first  few  months  of  his  life, 
it  should  be  only  for  reasons  which  are  un- 
questioned. The  artificially-fed  infant  is  much 
safer  than  he  was  in  the  past,  but  his  feeding 
must  be  supervised,  not  according  to  the 
printed  directions  on  a tin  can,  but  by  the 
physician — the  expert  in  this  matter.  The 
nutrition,  the  health,  and  largely,  too,  the 
training  of  the  child  must  be  directed  by 
someone  who  considers  him  as  an  individual. 
This  child  and  future  man  is  not  a standard- 
ized machine.  His  potentialities  are  distinctly 
individual,  and  they  must  be  fostered.  His 
nutrition  must  be  judged  only  by  careful  study 
and  not  on  any  single  criterion.  If  his  tonsils 
are  to  be  removed,  it  should  be  done  not  as 
part  of  a wholesale  competitive  program,  but 
only  because  indications  exist.  And  so  it  goes, 
and  it  all  proves  that  the  practitioner  is  the 
mainstay  in  the  health  program  of  the  com- 
munity. I wonder  how  many  of  you  have 
read  the  “Children’s  Charter”  to  which  the 
White  House  Conference  pledged  Itself?  I 
can  only  quote  a part  of  this:  “For  every  child 
understanding  and  the  guarding  of  his  per- 
sonality as  his  most  precious  right  j for  every 
child  a home  and  that  love  and  security  which 
a home  provides;  for  every  child  full  prepa- 
ration for  his  birth,  his  mother  receiving  pre- 
natal, natal  and  postnatal  care;  for  every  child 
health  protection  from  birth  through  adoles- 
cence including  periodic  health  examinations, 
protective  and  preventive  measures  against 
communicable  diseases  and  the  insuring  of 
pure  food,  pure  milk  and  pure  water;  for 


every  child  from  birth  through  adolescence, 
promotion  of  health  including  health  instruc- 
tion, wholesome  physical  and  mental  recrea- 
.tion.”  There  is  much  more  which  is  worth 
while  reading.  I urge  the  practitioner’s  place 
in  such  a program. 

“Discussion 

Dr.  George  M.  Lyon,  Huntington:  This 
paper  by  Dr.  Mitchell  is  a very  able  and  excellent 
one.  I so  completely  and  thoroughly  agree  with  it 
that  it  does  not  permit  much  of  discussion.  I do 
want  to  plead  for  a sympathetic  attitude  to  the 
problems  that  Dr.  Mitchell  has  presented.  His 
presentation  is  completely  in  accord  with  the  attitudes 
advocated  by  the  White  House  Conference. 

The  care  of  the  child,  called  pediatrics,  has 
reached  a dignified  position  in  the  medical  world  and 
is  accepted  as  one  of  the  three  fundamental  branches 
of  medicines,  standing  on  a parity  with  medicine 
and  surgery.  Those  of  us  who  have  been  in  prac- 
tice, particularly  those  in  general  practice,  realize 
the  tremendous  volume  of  our  work  which  has  to 
do  with  children.  That  the  child  has  not  been 
studied  as  properly  as  he  should  have  been  in  the 
past,  certainly  we  must  recognize.  If  we  do  not  pay 
a greater  attention  to  the  child,  and  if  we  fail  to 
have  the  proper  attitude  toward  child  care,  we  can 
not  fulfill  our  missions  as  physicians.  I would  like 
to  emphasize  the  real  importance  for  all  practitioners 
in  the  art  of  medicine  to  have  the  attitude,  presented 
by  Dr.  Mitchell  today,  an  attitude  which  is  whole- 
some and  essential  to  the  best  interests  of  the  child. 

Dr.  a.  a.  Shawkey,  Charleston:  When  we 
speak  of  preventive  pediatrics,  we  think  of  inocula- 
tions, which  Dr.  Mitchell  has  mentioned,  but  putting 
nutrition  in  the  foreground  in  pediatrics  is  a most 
wise  and  most  reasonable  thing.  As  a rule,  we 
very  much  underestimate  the  value  of  nutrition  in 
infancy  and  early  childhood  as  a means  of  preventing 
disease,  building  up  a healthy  body  with  a normal 
resistance  to  disca.se  is  the  most  potent  means  of 
preventing  disease  in  childhood  and  in  later  life. 

In  the  report  given  out  by  the  Children’s  bureau 
covering  a study  of  the  causes  of  death  of  all  children 
in  the  registration  area  of  the  United  States  for  a 
period  of  two  years  (about  .100, GOO  cases),  it  was 
shown  that  90%  of  the  deaths  were  in  children 
who  were  not  properly  nourished.  I'hat  is,  nourish- 
ment in  itself  is  90%  potent  in  the  prevention  of 
disease. 
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The  general  practitioner,  perhaps  more  than  the 
pediatrician,  is  neglectful  of  the  importance  of  nu- 
trition. .Most  of  the  pediatric  work  is  done  by  the 
general  practitioner,  because  the  number  who  limit 
themselves  entirely  to  children’s  work  is  small. 
Proper  nutrition  is  a most  important  and  a most 
potent  method  of  preventing  disease,  not  only  in 
childhood  but  later  on  through  life. 

Dr.  C.  L.  Holland,  Fairmont:  I can  add  noth- 
ing to  the  excellent  discourse  we  have  just  heard, 
but  should  like  to  emphasize  what  has  been  set 
forth  on  the  matter  of  nutrition.  It  seems  to  me 
that  fully  90%  of  children  of  pre-school  age  show 
clinical  evidence  of  rickets  in  some  degree.  The 
problem  of  nutrition,  or  lack  of  nutrition,  in  early 
life  transcends  all  other  problems;  and  the  scope  of 
its  influence  for  good  or  evil,  physically,  mentally, 
morally  and  culturally,  can  not  be  estimated.  We 
can  not,  in  season  or  out  of  season,  give  too  much 
attention  to  this  subject. 

I am  glad,  indeed,  to  get  Dr.  .Mitchell’s  views  on 
the  matter  of  the  B.C.G.  inoculation  against  tuber- 
culosis. He  seems  to  me  quite  logical. 

May  I ask  Dr.  Mitchell,  if,  in  his  closing  re 
marks,  he  will  elaborate  somewhat  on  the  subject 
of  scarlet  fever  immunization?  I have  had  but 
little  experience  in  the  use  of  this  measure,  but  1 
seriously  question  its  efficiency  in  its  present  state  of 
development. 

-Also,  if  the  doctor  will  be  so  kind,  I w’ould  be 
glad  to  hear  his  opinion  as  to  the  value  of  and  ad- 
visability of  giving  the  stock  antitoxin  in  the  treat- 
ment of  scarlet  fever.  I have  used  this  serum  in  a 
limited  number  of  cases  and  it  seemed  to  me  that 
the  most  I got  was  serum  reactions.  These  were, 
with  one  exception,  of  the  late  type,  and  were 
extremely  severe;  so  severe,  indeed,  that  I question 
if  the  patient  would  not  have  been  better  without 
the  scrum. 

I have  been  in  practice  for  more  than  thirty  years 
and  it  seems  to  me  that  scarlet  fever  is  less  severe 
in  its  manifestations  than  in  my  earlier  experience. 
It  is  lately,  in  my  experience,  a mild  disease,  and 
only  occasionally  is  a severe  case  encountered.  I 
lately,  however,  attended  a virulent  case  of  this 
disease  in  a girl  of  five  years,  which  terminated 
fatally,  despite  the  best  efforts  of  myself  and  two  of 
my  associates.  In  view  of  the  generally  mild  form 
in  which  the  disease  is  manifested,  and  the  severe 
reactions  following  the  use  of  antitoxin,  I seriously 
question  whether  the  general  application  of  this 
agency,  in  its  present  state  of  development,  is  not 


more  severe  than  the  scarlet  fever  itself.  I should 
like  to  hear  Dr.  Mitchell’s  view  of  the  subject. 

Dr.  Mit  CHELL  (closing  the  discussion):  Dr. 

Holland  has  asked  a difficult  question,  at  least  for 
me  to  answer.  .My  remarks,  of  course,  will  be 
directed  primarily  to  immunization  against  scarlet 
fever,  about  which  I think  something  more  definite 
can  be  said  than  about  the  treatment  by  antitoxin. 
'Fhe  difficulty  in  my  own  mind  is  in  knowing  what 
exactly  is  the  role  played  by  the  hemolytic  strepto- 
cocci in  scarlet  fever.  Just  why  in  scarlet  fever 
should  nephritis  develop  as  late  as  it  does;  is  the 
rash,  perhaps,  of  an  allergic  nature;  what  symptoms 
are  due  to  the  organisms  themselves,  and  what, 
perhaps,  to  toxins?  I do  not  believe  these  matters 
are  clearly  settled.  I do  believe  that  it  is  quite 
possible  to  render  a person  who  is  Dick  positive, 
negative  by  injections  of  scarlet  fever  toxin.  There 
is  difficulty  in  ascertaining  just  what  the  significance 
of  the  Dick  Test  is.  There  are  too  many  variations 
in  it.  I have  seen  patients  who  have  recovered 
from  the  disease  yet  with  positive  tests,  and  those 
who  contract  it  yet  having  negative  tests,  and  so  on. 

Now,  in  regard  to  scarlet  fever  antitoxin,  we 
have  tried  it  in  the  Cincinnati  General  Hospital  and 
studied  it  very  carefully.  After  reviewing  the 
literature,  I am  only  more  confused.  I find  that  a 
great  many  opinions  have  been  expressed,  but  very 
few  of  these  were  backed  up  by  any  acceptable 
evidence.  It  certainly  has  an  antitoxin  value;  its 
other  properties  are  not  so  clear.  There  is  a great 
difference  of  opinion  regarding  its  effect  on  com- 
plications. The  only  thing  I can  say  is  that  where 
we  used  the  serum,  and  where  we  had  a very  defi- 
nite controlled  group,  complications  were  decidedly 
less  than  in  those  patients  who  had  no  antitoxin. 

I do  not  believe  that  scarlet  fever  antitoxin  should 
be  given  in  every  case.  I think  it  should  be  given 
early  in  toxic  cases,  and  in  severely  sick  ones. 

I am  glad  you  are  interested  in  the  subject  of 
nutrition.  I think  it  is  particularly  important  be- 
cause the  times  are  such  in  this  country  that  it  seems 
to  me  a large  group  of  children  are  going  to  suffer, 
and  I think  we  need  to  be  tremendously  careful 
not  to  err  in  this  matter  of  diet  and  nutrition.  You 
should  look  over  the  diets  of  these  children,  so  that 
you  may  be  sure  that  they  receive  certain  essential 
elements,  even  if  the  family  income  is  much  less 
than  it  used  to  be. 

I think  the  important  pha.se  of  pediatrics,  now  and 
in  the  future,  is  that  the  practitioner  must  pay  more 
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and  more  attention  to  the  subject  of  mental  hygiene 
and  behavior.  When  we  analyze  all  the  various 
viewpoints  on  the  ways  of  bringing  up  a child 
properly  from  a mental  standpoint,  we  are  in  a 
quandary.  However,  we  must  give  this  matter  con- 
sideration. My  plea  is  that  it  is  not  something  the 
doctor  can  avoid.  He  must  enter  into  that  part  of 
the  child’s  care.  The  physician  who  sees  a child 
and  treats  it  for  diphtheria,  or  prevents  it  from  get- 
tina:  diphtheria,  serves  a very  definite  function.  But 


he  must  not  drop  the  matter  of  the  child’s  well 
being  at  this  point.  In  our  clinic  in  Cincinnati,  not 
long  ago,  we  went  over  the  records  to  try  to  deter- 
mine just  how  much  the  mental  aspect  entered  into 
individual  problems  and  we  felt  that  just  about 
80%  of  the  children  who  came  to  the  clinic  had 
something  to  be  done  for  them  in  the  way  of  mental 
hygiene.  Often  it  is  a simple  matter.  An  analysis 
by  a psychiatrist  is  not  needed.  It  is  merely  purely 
common  sense  that  is  needed. 


THE  PEDIATRICIAN  AND  THE  PRIVATE  PRACTICE  OF 

PUBLIC  HEALTH  * 


‘By  R.  H.  Paden,  M.D. 
CharlestoHy  IT.  Va. 


^IN'CE  the  year  1900  changes  of  a revolu- 
tionary character  have  been  taking  place 
in  the  practice  of  medicine.  Methods  of 
diagnosis,  treatment  and  prevention  of  dis- 
ease based  on  scientific  discoveries  made  dur- 
ing this  period  have  to  a great  extent  replaced 
the  empirical  procedures  so  commonly  used 
by  physicians  in  the  past. 

With  such  a vast  amount  of  scientific 
knowledge  at  hand  it  soon  became  apparent 
that  no  one  person  could  possibly  acquire  and 
successfully  apply  all  of  this  scientific  infor- 
mation, hence  various  groups  of  specialists 
have  been  developed  within  the  profession  to 
whom  the  general  practitioner  and  public  may 
look  for  advice  and  assistance  when  the  need 
of  some  special  type  of  medical  service  is  in- 
dicated. 

/\mong  the  specialties  that  have  been  de- 
veloped are  public  health  and  pediatrics.  Let 
us  now  consider  the  definition  of  the  specialty 
known  as  public  health  since  it  is  to  be  the 
subject  discussed  in  this  paper.  “The  term 
is  comparatively  a recent  one  and  not  nearly 
so  old  as  law,  religion,  medicine  (and  are 
these  easy  of  definition.?  ).”'  Dr.  11.  S.  Cum- 
ming.  Surgeon  Cieneral,  U.S.U.H.S.,  has 
given  us  the  following  definition  of  the  term, 
“Public  health  is  a specialty  of  medicine  whose 
function  is  to  make  applicable  and  to  apply 
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medical  knowledge  for  the  preservation  and 
improvement  of  health  of  populations.”  While 
Dr.  Matthias  Nicoll,  Jr.,  former  Commis- 
sioner, State  of  New  York  Department  of 
Health,  gives  us  the  followliig  more  detailed 
definition,  “The  field  of  public  health  com- 
prises two  chief  functions:  FJrst,  the  adminis- 
tration and  enforcement  by  health  officials  of 
the  Public  Health  I.aw^  and,  second,  the  pro- 
motion by  cooperation  betw'een  official  and 
non-official  health  agencies — including  the 
medical  profession — of  well  conceived  and 
practical  measures  directed  toward  the  preser- 
vation of  life  and  improvement  of  physical 
and  mental  health.” 

Dr.  NicolPs  definition,  you  will  note,  places 
the  responsibility  for  the  administration  and 
enforcement  of  the  public  health  laws 
squarely  on  the  shoulders  of  health  officials 
and  the  promotion  of  practical  measures 
directed  tow'ard  the  preservation  of  life  and 
improvement  of  physical  and  mental  health 
not  only  as  a responsibility  of  health  officials, 
but  one  also  that  should  be  assumed  by  all 
non-official  health  agencies  wiiich  Includes  the 
medical  profession. 

In  order  to  engage  successfully  in  the  pri- 
vate practice  of  public  health,  physicians  must 
have  a thorough  knowledge  of  environmental 
sanitation,  preventive  treatment,  procedures 
b)r  the  early  discovery  of  disease,  communi- 
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cable  disease  control  and  methods  of  educa- 
tion of  the  public  in  the  principles  of  healthful 
living.  I.et  us  now  consider  in  detail  the 
various  items  mentioned  above. 

Environmental  Sanitation. — Kinironmen- 
tal  sanitation  includes  the  sanitation  of  the 
home  and  of  the  community  as  a whole.  Kdu- 
cation  of  Individuals  and  of  the  public  in 
general  to  the  importance  of  sanitation  of  the 
home  as  a means  of  safe-guarding  not  only 
the  health  of  children  but  of  persons  of  all 
ages  must  include  definite  instruction  to  home 
makers  concerning  the  importance  of  cleanli- 
ness of  the  home  and  its  surroundings,  of 
having  safe  milk  and  water,  the  proper  dis- 
posal of  human  excreta  through  the  use  of 
sanitary  pit  privies  or  safe  sewage  systems, 
of  manure  and  other  fly  breeding  materials 
from  barns  and  homes,  screening  of  homes  and 
the  propter  care  of  the  food  supply  in  the 
home. 

Community  sanitation  Includes  the  securing 
of  safe  milk  and  water  supplies;  p'lroper  dis- 
posal of  waste  material;  the  sanitation  of  all 
public  buildings  within  the  community;  pre- 
vention of  the  contamination  of  food  sold  in 
stores,  markets,  etc.,  by  requiring  proper 
co\'erings  for  same  and  the  physical  examina- 
tion at  regular  intervals  of  all  persons  engaged 
in  the  production  and  sale  of  food  stuffs.  This 
latter  procedure  will,  if  contamination  of  food 
stuffs  is  to  be  prevented,  preclude  the  employ- 
ment of  such  persons  as  are  acute  or  chronic 
carriers  of  communicable  diseases. 

Preventive  Treatment. — One  of  the  com- 
monest defects  that  occur  in  children,  espe- 
cially In  the  last  half  of  the  first  and  the  first 
half  of  the  second  year  of  life,  is  rickets. 
Rickets  is  especially  common  in  the  temperate 
zones  and,  contrary  to  the  belief  which  for- 
merly existed  among  physicians  that  it  oc- 
curs more  commonly  among  the  poorer 
classes  of  people,  more  recent  observations 
have  shown  that  it  is  a disease  that  is  prevalent 
among  children  of  all  classes. 

During  the  last  four  years  I have  had  the 
opportunity  to  examine  from  1,500  to  3,000 
infants  and  children  of  pre-school  age  an- 
nually, living  in  both  urban  and  rural  com- 


munities in  W est  \ irginia.  A large  percentage 
of  these  children  were  found  to  be  suffering 
from  rickets  or  exhibited  changes  in  the  bony 
structures  which  indicated  that  they  had  suf- 
fered from  an  attack  of  this  disease  earlier 
in  life. 

h’rom  the  histories  of  these  cases  the  fol- 
lowing data  was  obtained: 

1.  Ihat  some  of  these  children,  especially 
in  the  rural  areas,  had  been  breast  fed  until 
three  or  four  years  of  age. 

2.  Practically  all  mothers  having  rachitic 
children  reported  that  no  anti-rachitic  prepa- 
rations, such  as  cod  liver  oil,  had  been  ad- 
ministered at  any  time  or  they  had  been  given 
in  very  small  doses  over  short  or  irregular 
periods  of  time. 

3.  That  sun  baths  were  seldom  given  to 
these  infants. 

4.  That  large  numbers  of  parents  had 
never  consulted  a physician  or  visited  a well 
baby  clinic  to  secure  advice  concerning  the 
child’s  care.  Others  gave  histories  of  having 
taken  the  baby  to  a physician  to  have  it  ex- 
amined and  for  advice  concerning  its  care, 
and  for  their  pains  and  interest  were  informed 
that  an  examination  was  not  necessary  for 
the  baby  was  doing  well,  or  were  advised  if 
it  was  deemed  necessary  to  institute  artificial 
feeding  to  secure  a can  or  bottle  of  some  In- 
fant food  prepared  by  a commercial  house 
and  to  follow  the  directions  on  the  label;  and 
that  no  advice  was  given  concerning  the 
necessity  of  adding  to  the  diet  preparations 
having  anti-rachitic  properties  or  of  the  im- 
portance of  sun  baths  as  an  aid  in  prevention. 

5.  Parents  whose  children  were  suffering 
from  rickets  or  who  showed  evidence  of  hav- 
ing had  this  disease  earlier  in  life  almost 
uniformly  stated  that  these  children  were 
subject  to  frequent  infections,  especially  of 
the  upper  respiratory  and  gastrointestinal 
tracts;  that  they  were  slow  In  teething  and 
that  early  decay  of  the  teeth  was  a common 
occurrence. 

A number  of  health  officers  and  public 
health  nurses  hav'e  also  reported  cases  of 
scur\'y  and  pellagra  among  children  and 
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adults,  both  of  which  are  the  results  of  im- 
proper diet  and  are  preventable. 

The  majority  of  children  so  afflicted  show 
marked  improvement  in  growth  and  develop- 
ment and  powers  of  resistance  to  infections 
when  placed  on  a properly  balanced  diet  con- 
taining all  the  food  elements  necessary  for 
the  proper  maintenance  of  a normal  state  of 
health. 

Is  it  not  reasonable  to  assume,  therefore, 
that  the  development  of  chronic  infections  of 
tonsils,  adenoids,  ears,  and  sinuses,  of  acute 
infections  of  the  lungs  and  gastrointestinal 
tract  and  early  decay  of  the  teeth  may  often 
be  prevented  by  feeding  infants  and  young 
children  diets  which  contain  all  of  the  ele- 
ments in  sufficient  quantity  that  are  essential 
for  proper  growth,  development  and  protec- 
tion against  infection  and  through  the  ob- 
servance of  the  ordinary  rules  of  hygiene 
and  sanitation? 

Diarrhea. — Another  nutritional  disturbance 
that  commonly  occurs  among  infants  and 
young  children  as  the  result  of  improper  feed- 
ing or  the  feeding  of  contaminated  food  is 
diarrhea.  In  West  Virginia  it  is  annually  the 
cause  of  more  deaths  among  children  than  any 
other  disease.  In  the  five-year  period  from 
1926  to  1930  a total  of  5,892  children  under 
six  years  of  age  succumbed  to  its  ravages  and 
of  this  number  90.34%  occurred  among  chil- 
dren under  two  years  of  age. 

According  to  a preliminary  report,  prepared 
by  the  U.S.P.I  l.S.  covering  the  first  nine 
months  of  1931,  West  Virginia  had  the 
highest  diarrhea  mortality  rate  per  100,000 
population  of  any  state  in  the  Union. 

Nutrition  of  School  Children. — A survey 
of  the  nutrition  of  42,219  rural  school  chil- 
dren in  thirty-four  counties  of  West  Virginia 
made  in  December,  1931,  revealed  the  fact 
that  9,763  or  23.12%  of  these  children  were 
10/J,  or  more  under-average  weight,  using 
the  Baldwin-Wood  tables  as  a standard.  The 
highest  percentage  of  children  10%  or  more 
under-average  weight  in  any  one  county  was 
51.9^/v  and  the  lowest  2.0%.  In  the  agri- 
cultural areas  25.24/^,  were  10%  or  more 


under  average,  in  the  mining  24.02%,  in  the 
industrial  20.74%  and  the  mixed  15.56%. 

Immunization. — In  spite  of  the  fact  that 
smallpox  vaccination  has  been  known  to  the 
medical  profession  for  a period  of  134  years 
as  a positive  means  of  prevention,  there  still 
occur  in  the  United  States  an  average  of 
55,000  cases  annually. 

Diphtheria  and  typhoid  immunization  are 
discoveries  of  comparatively  recent  years,  but 
conclusive  evidence  is  at  hand  to  show  the 
value  of  these  procedures  as  preventive 
measures,  yet  a survey  recently  made  and 
reported  as  a part  of  the  proceedings  of  the 
White  House  Conference  on  Child  Health 
and  Protection  reveals  the  fact  that  only  22% 
of  the  urban  and  7%  of  the  rural  children 
in  the  United  States  under  six  years  of  age 
have  been  immunized  against  diphtheria. 

In  West  Virginia  during  the  five-year  pe- 
riod 1927  to  1931  there  were  489  deaths 
among  children  under  six  years  of  age  and 
1 43  in  the  age  group  six  to  nineteen  reported 
as  due  to  diphtheria.  The  age  period  at 
which  diphtheria  immunization  is  of  greatest 
value  is,  therefore,  obvious.  In  the  same 
period  of  time  typhoid  fever  was  reported  as 
the  cause  of  death  among  55  children  under 
six  years  of  age  and  of  345  in  the  age  group 
six  to  nineteen. 

Mental  Health. — A number  of  preventable 
disturbances  of  the  mind  and  nervous  system 
often  found  to  be  present  in  older  children, 
adolescents  and  adults  are  the  result  of  im- 
proper environmental  conditions  that  existed 
during  the  childhood  of  the  Individual  so 
afflicted.  • 

Procedures  for  Early  Discovery  of  Disease. 
— The  periodic  health  examination  is  the  most 
important  procedure  physicians  have  at  hand 
for  the  early  discovery  of  disease.  These 
examinations  in  so  far  as  children  are  con- 
cerned should  be  made  at  frequent  intervals 
in  the  early  periods  of  life  in  order  that  de- 
fects which  may  have  a decided  influence  on 
the  present  and  future  physical  and  mental 
health  of  the  individual  may  lx;  detected 
early  and  remedial  measures  instituted.  To 
secure  the  most  satisfactory  results  from  such 


.11  arch,  1933 


I'he  West  Virginia  Medical  Journal 


123 


examinations,  they  must  be  thorough  and 
should  include  a complete  history  of  the 
child’s  birth,  life  from  birth,  the  environ- 
mental conditions  under  which  it  lives,  history 
of  disease,  immunization,  habits,  associates, 
the  reaction  to  its  environmental  surround- 
ings and,  finally,  the  actual  physical,  and 
where  the  history  indicates  the  necessity,  a 
mental  examination. 

Communicable  Disease  Control.  — Phy- 
sicians must  be  familiar  with  the  cause,  if 
known,  the  methods  of  dissemination  and  the 
measures  to  be  employed  to  prevent  the  oc- 
currence of  epidemics  of  such  diseases.  As 
previously  mentioned,  we  now  have  available 
methods  of  proven  value  for  the  prevention 
of  three  of  the  communicable  diseases, 
namely,  smallpox,  diphtheria,  and  typhoid 
fever.  Immunization  against  scarlet  fever 
and  the  use  of  convalescent  serums,  discoveries 
of  more  recent  date,  have  given  the  medical 
profession  new  weapons  for  preventing  or 
aborting  the  severity  of  others  of  the  com- 
municable disease  group. 

In  order  to  prevent  the  spread  of  com- 
municable diseases  physicians  must  see  that 
all  such  cases  and  contacts  are  isolated  and 
that  proper  sanitary  precautions  are  taken  to 
safeguard  the  health  of  other  members  of 
the  household  harboring  the  disease  as  well 
as  the  public  in  general. 

It  is  the  legal  duty  of  health  authorities 
to  establish  quarantine  and  placard  homes 
harboring  communicable  diseases  and  con- 
tacts, and  to  see  that  all  other  measures  neces- 
sary for  the  protection  of  the  public  are 
carried  out  during  the  period  of  isolation  re- 
quired for  diseases  of  this  character. 

In  order  to  properly  perform  these  func- 
tions health  authorities  must  have  some  means 
of  knowing  when  such  diseases  exist  in  the 
community.  It  is  only  natural,  therefore, 
that  physicians  are  required  by  law  to  report 
within  a stipulated  time  all  cases  of  communi- 
cable disease  coming  under  their  observation 
to  the  local  health  authorities.  Many  phy- 
sicians, however,  fail  to  comply  with  these 
requirements  with  the  result  that  no  quaran- 
tine is  established.  Contacts  are  not  ferreted 


out  and  isolated  and  the  health  department 
may  as  a result  have  to  combat  an  epidemic 
which  might  otherwise  have  been  easily  pre- 
vented. 

Many  patients  still  believe  that  the  com- 
municable or  so-called  “children’s  diseases” 
are  not  a menace  to  the  health  or  life  of 
children  and  deliberately  expose  their  own  to 
known  cases  suffering  from  such  diseases. 
Many  also  fail  to  secure  medical  service  when 
the  child  contracts  a communicable  disease  and 
furthermore  take  no  precautions  to  prevent 
the  spread  of  the  Infection  to  others  and  this 
may  lay  the  foundation  for  the  development 
of  an  epidemic. 

The  majority  of  epidemics  of  communicable 
diseases  can  be  prevented  if  all  physicians  will 
practice  universal  immunization  against  those 
diseases  for  which  reliable  means  of  preven- 
tion have  been  developed,  report  promptly  to 
health  officials  all  such  cases  discovered,  give 
explicit  instructions  to  attendants  regarding 
the  isolation,  care  of  the  patient,  sanitation  of 
the  home  and  health  authorities  ferret  out  and 
Isolate  the  contacts  and  carry  out  such  other 
measures  as  are  necessary  to  prevent  the 
spread  of  the  infection  to  others. 

Method  of  Education  of  the  Public  in  the 
Principles  of  Healthful  Diving. — The  physi- 
cian may  have  a thorough  knowledge  of  envi- 
ronmental sanitation,  preventive  treatment, 
procedures  for  the  early  discovery  of  disease 
and  of  the  methods  of  communicable  disease 
control,  and  yet  be  unsuccessful  in  his  efforts 
to  safeguard  the  health  of  his  patients  and  the 
public  in  general  on  account  of  the  fact  that 
individuals  and  the  public  have  had  little  or 
no  education  in  the  principles  of  healthful 
living. 

Public  health  education  is  divided  into  two 
classes;  first,  that  which  concerns  the  educa- 
tion of  individuals  in  the  principles  of  health- 
ful living,  and,  second,  of  the  public  in 
general. 

It  is  primarily  the  duty  of  practicing  phy- 
sicians to  conduct  the  campaign  of  education 
for  the  benefit  of  individuals  and  of  health 
authorities  for  the  general  public. 
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Since  their  activities  are  confined  exclu- 
sively to  the  care  of  children,  pediatricians 
are  in  a most  advantageous  position  for  the 
private  practice  of  public  health,  especially 
by  the  application  of  methods  for  the  educa- 
tion of  parents  in  the  principles  of  health 
living  as  they  apply^  to  children.  That 
such  educational  measures  are  of  the  utmost 
importance  is  readily  understood  when  we 
consider  the  fact  that  the  majority  of  those 
who  contract  communicable  diseases  are  chil- 
dren, that  it  is  in  this  age  group  that  nutri- 
tional disturbances  occur  most  commonly  and 
that  these  infections  and  nutritional  disturb- 
ances often  cause  death  or  permanent  damage 
to  the  individuals  and  that  they  are  largely 
preventable. 

These  educational  measures  Involve  the 
giving  of  definite  information  to  parents  re- 
garding the  general  care  of  the  child,  the 
preparation,  safeguarding  and  administration 
of  its  food,  the  sanitation  of  its  environment 
and  the  dangers  that  confront  it  if  these  in- 
structions are  not  carried  out  as  given. 

Other  important  measures  are  the  educa- 
tion of  parents  to  the  necessity  of  having  the 
child  examined  periodically  in  order  that  the 
physician  may  determine  whether  its  growth 
and  development  are  proceeding  normally 
and  for  the  detection  of  physical  or  mental 
defects  in  their  early  stages  of  development 
and  stressing  of  the  importance  of  their  being 
corrected  before  permanent  damage  results. 
The  physician  should  also  inform  parents  of 
the  dangerous  nature  of  communicable  dis- 
eases, the  methods  of  prevention,  and  should 
urge,  especially,  the  immunization  of  all  chil- 
dren against  those  diseases  for  which  serums 
and  vaccines  of  proven  value  have  been 
developed. 

Practically  all  pediatricians  are  carrying  out 
such  a program  of  health  education  of  indi- 
viduals but,  comparatively  speaking,  pedia- 
tricians are  few  in  number  in  comparison  to 
the  group  comprising  the  general  practitioners 
and  in  the  final  analysis  it  is  this  latter  group 
that  is  entrusted  with  the  care  of  the  majority 
of  children. 


Unfortunately  and  through  no  fault  of 
their  own,  many  general  practitioners,  espe- 
cially those  who  graduated  prior  to  the  year 
1920,  had  little  or  no  opportunity  to  secure 
an  education  in  the  principles  and  practice  of 
preventive  medicine,  for  it  is  only  in  the  last 
decade  that  such  instruction  has  been  given  as 
part  of  the  medical  course.  Unless  such  phy- 
sicians have  become  interested  in  the  subject 
of  preventive  medicine  since  graduation,  they 
confine  their  efforts  almost  exclusively  ’to 
curative  methods  of  practice . and  hence  are 
not  in  position  to  render  prev'entive  service  to 
those  seeking  their  professional  advice. 

Here  again  pediatricians  can  be  of  decided 
service  to  individuals  and  the  public  in  gen- 
eral by' arousing  the  interest  and  assisting  In 
the  education  of  general  practitioners  who 
have  had  no  opportunity  to  secure  a course  in 
preventive  medicine.  Such  interest  can  be 
aroused  and  the  educational  measures  carried 
out  through  lectures  given  before  local  medi- 
cal groups,  and  the  publication  and  distribu- 
tion of  literature  to  the  medical  profession 
pertaining  to  the  subjects  included  under  the 
heading  of  preventive  medicine. 

For  a number  of  years  the  State  Depart- 
ment of  Health  has  been  conducting  such  a 
campaign  of  education  for  the  benefit  of  the 
physicians  of  the  state  through  the  preparation 
and  distribution  of  articles  on  subjects  per- 
taining to  public  health  and  preventiv'e 
medicine. 

Mass  methods  of  education  of  the  public 
in  the  principles  of  healthful  living  are 
carried  on  by  health  authorities  through  the 
various  publicity  channels,  such  as  news- 
papers, magazines,  pamphlets,  radio,  etc.,  and 
by  the  use  of  practical  demonstrations  of  pre- 
ventive measures  in  order  that  the  public  may 
learn  that  such  measures  are  of  real  value  for 
the  prevention  of  disease  and  the  maintenance 
of  a state  of  normal  health. 

Close  cooperation  between  all  official  and 
non-official  health  agencies  and  the  public  is 
the  foundation  on  which  a successful  public 
health  program  must  be  based  and  education 
of  individuals  and  of  the  public  in  the  prin- 
ciples of  healthful  living  is  without  doubt  the 
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most  valuable  means  physicians  and  public 
health  workers  have  available  for  securing 
the  public’s  cooperation, 

1 he  success  of  any  public  health  program 
is  ordinarily  measured  by  the  numerical  re- 
duction which  occurs  in  the  morbidity  and 
mortality  rates  within  the  area  concerned. 

In  spite  of  the  fact  that  there  has  been  a 
mortality  reduction  among  children  under  six 
years  of  age  of  1 8. 1 H t for  the  six-year  period 
1926  to  1931,  much  remains  to  be  done  for 
West  A'irginia,  according  to  a preliminary  re- 
port of  the  Bureau  of  the  Census  of  the  United 
States  Department  of  I.abor  for  1931,  had 
the  seventh  highest  infant  mortality  rate 
(deaths  of  infants  under  one  year  of  age  per 
1,000  live  births)  of  the  forty-five  states  in- 
cluded in  the  report. 

A few  of  the  problems  that  must  be  solved 
if  further  reductions  are  to  occur  in  our  mor- 
bidity and  mortality  rates  for  infants  and 
young  children  have  been  presented  in  this 
paper. 

These  problems  can  be  solved  if  the  medi- 
cal profession  will  practice  preventive  as  well 
as  curative  medicine,  and  cooperate  with 
health  officials  in  the  education  of  individuals 
and  the  public  in  the  principles  of  healthful 
living, 

DisciissioK 

Dr.  George  M.  Lyon,  Huntington:  I feel 

quite  sure  from  the  coiiperation  I have  had  from  the 
State  Health  Department  that  they  have  the  right 
attitude.  I am  not  so  sure  we  can  defend  the 
attitude  the  physicians  have  maintained  in  this  par- 
ticular problem  to  date.  It  certainly  is  true  that 
the  physicians  have  not  gotten  to  “first  base.”  Our 
W hite  House  Conference  reports  show  this  to  be  a 
fact.  If  the  State  Health  Department  can  get  the 
physicians  to  do  what  has  to  be  done,  then  all  right. 
The  problem,  has  been  put  to  the  medical  societies 
and  yet,  as  a group,  they  have  done  nothing  produc- 
tive of  results.  Some  of  the  doctors  who  have  never 
given  an  immunization  complain  the  most  about 
the  State  Health  Department.  As  I see  it,  we  have 
all  to  be  missionaries.  Haven  Emerson  has  said  the 
most  direct  and  effective  route  to  the  solution  of 
public  health  problems,  especially  preventive  work, 
is  through  education.  Dr.  Vest,  in  a recent  ad- 
dress, said  there  were  three  dangers  to  which  our 


profession  must  be  mindful.  The  third  he  referred 
to  as  the  menace  of  “dangers  from  within.”  In 
this  category  should  be  pl.tced  ignorance  about  and 
indifference  to  preventive  and  educational  programs 
for  both  physicians  and  the  laity. 

I feel  that  this  section  is  taking  a real  step  forward 
in  having  the  representatives  of  the  State  Health 
Department  coiiperate  with  us  and  meet  with  us  as 
part  of  our  small  body,  d'here  are  many  commu- 
nities which  will  not  permit  inventories  to  be  taken 
themselves.  They  do  not  want  the  bad  sanitary 
conditions  which  exist  to  be  known.  Such  commu- 
nity attitudes  can  not  be  effectively  combatted  by 
the  individual  physician.  The  State  Health  De- 
partment, as  I understand  it,  is  just  about  as  helpless 
as  the  individual  physician  to  go  :ihead  and  accumu- 
late the  unpleasant  data.  This  is  particularly  true 
as  to  sewage  systems,  open  sanitary  sewers  and 
privies.  Some  of  our  largest  cities  refuse  to  admit 
they  have  “slums.” 

I feel  the  suggestion  that  Dr.  Hood  made  is  good. 
The  school  physician  is  not  ordinarily  appointed  bv 
the  medical  society  but  is  politically  appointed.  The 
school  physician  is  not  the  man  for  the  State  Depart- 
ment of  Health  to  work  through  in  a given  com- 
munity as  he  is  a political  missionary,  as  a rule  a 
good  party  man.  It  might  be  a good  idea  to  pick 
out  two  or  three  men  from  the  County  Society  as 
the  Society’s  representatives  to  go  ahead  and  cooper- 
ate with  the  State  Department  in  a community 
program.  I believe  with  a “give  and  take”  attitude 
on  both  sides,  we  may  all  benefit  by  it.  I find 
when  good  pay  patients  do  go  to  the  state  for  free 
immunization  that  at  that  same  time  a great  many 
more  people  do  come  to  me  and  I get  a direct 
benefit  from  the  campaign,  both  personally  and  as 
to  mv  regular  clientele. 

Dr.  David  Littlejohn,  Charleston:  Before 
discussing  Dr.  Paden’s  paper  we  would  like  to 
answer  two  questions  which  have  been  asked  during 
the  progress  of  the  discussion.  The  first.  When 
will  the  health  departments  discontinue  free  immu- 
nization.'” To  this  we  would  say,  that  depends 
upon  the  physicians.  3Vhen  they  demonstrate  that 
they  are  actually  doing  this  immunization  and  that 
they  are  not  only  willing,  but  arc  in  reality  cooper- 
ating with  the  health  departments  in  the  effort  to 
control  and  prevent  the  various  communicable  dis- 
eases, then  the  health  departments  will  gladly  turn 
over  to  them  the  work  of  immunizations.  We  know 
that  there  are  a good  number  of  physicians  who  are 
doing  this  now,  but  unfortunately  there  are  a large 
number  who  are  not,  and  they  are  the  ones  who 
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are  delaying  the  time  when  the  health  departments 
can  legitimately  discontinue  the  program  of  actual 
immunization. 

The  second  question  was,  “Why  health  depart- 
ments immunize  those  who  are  able  to  pay.^”  In 
answering  this  an  explanation  is  necessary.  The 
health  department  is  an  official  agency,  created  and 
maintained  by  the  fiscal  body  elected  by  and  repre- 
senting all  persons  in  the  community.  Therefore, 
no  health  official  has  the  right  or  can  set  an  arbi- 
trary standard  and  say  to  one,  “You  can  be  immu- 
nized,” and  to  another,  “You  can  not  be  immu- 
nized.” If  people  bring  their  children  to  the  health 
department  for  immunization,  we  can  not  refuse 
them,  though  they  may  be  millionaires.  They  are 
taxpayers  and  a part  of  the  community,  the  same 
as  anyone  else.  So  far  as  the  official  responsibility 
of  the  health  department  is  concerned,  those  who 
can  afford  to  pay  for  the  service  are  equally  entitled 
to  the  protection,  as  those  who  are  dependent  upon 
the  community  for  their  support.  The  medical  pro- 
fession can  eliminate  this  problem,  bv  seeing  to  it 
that  all  their  patrons  who  can  pay  for  the  service 
are  immunized  as  a part  of  their  regular  profes- 
sional care. 

Dr.  Paden  has  certainlv  brought  out  the  fact  that 
one  of  our  main  problems  in  West  Virginia  is 
“infant  diarrhea.”  .As  a state  we  occupy  a most 
unenviable  position  in  regard  to  this  condition.  W'^ith 
a mortality  rate  last  year  of  over  54  per  100,000 
population  we  led  the  countrv.  Nothing  to  be 
proud  of.  If  our  mortality  from  this  cause  could 
be  lowered,  it  would  bring  the  infant  mortality  rate 
for  the  state  to  a much  lower  level.  If  this  is  ever 
accomplished,  the  medical  profession  must  take  an 
active  interest  in  it.  'i'he  profession  must  not  con- 
fine their  interest  to  the  treatment  of  the  condition 
nor  yet  to  the  direction  of  a suitable  diet — all  of 
which  arc  highly  essential,  but  thev  must  be  inter- 
ested in  it  from  the  standpoint  of  community  sani- 
tation. As  an  example  of  what  the  physician  can 
do  in  this  connection,  the  following  incident  is  a 
good  illustration.  A few  weeks  ago,  in  a coal  miniiii; 
community,  there  developed  an  explosive  outbreak 
of  diarrhea,  75  cases  developing  in  two  davs.  Camp 

s. initation  was  bad,  the  insanitary  open-b;ick  type 
of  privy  practically  the  only  type  in  the  camj)  area. 
'I'he  physician  in  charge  of  this  camp  havitig  a 
highly  developed  sense  of  the  value  of  prevention, 
immediately  realized  that  the  cause  of  the  outbreak 
vv.is  the  insanitary  conditions  existing,  flies  carrying 
the  infection  from  the  open-back  privv  and  con- 

t. 'iminating  the  food  of  those  who  became  infected. 


He  had  every  privy  in  the  camp  disinfected  and  kept 
so,  with  the  result  that  there  was  an  immediate 
drop  in  the  number  of  cases  developing,  from  75 
in  two  days  to  two  or  three  a day.  He  had  at- 
tacked the  source  of  the  trouble,  and  by  changing 
the  feeding  place  of  the  flies  from  the  family  privy 
to  the  dining  table,  the  diarrhea  was  immediately 
checked.  This  is  the  kind  of  interest  we  would  like 
to  see  taken  by  every  physician  in  the  state.  Only 
instead  of  waiting  until  the  disease  breaks  out  and 
then  simply  disinfecting  the  insanitary  privy,  we 
would  have  them  see  that  sanitary  privies  are  built 
and  so  do  awav  with  the  necessity  of  such  outbreaks 
as  the  one  we  have  just  cited.  With  such  fore- 
sight on  the  part  of  the  medical  profession,  we  can 
effectively  lower  the  incidence  and  death-rate  of 
infant  diarrhea. 

Dr.  a.  a.  Shawkev,  Charleston:  Dr.  Littlejohn 
throws  out  the  challenge  that  they  will  give  up  the 
problem  of  preventive  inoculation  as  soon  as  we 
take  it  up.  We  can  not  take  over  this  work  as 
long  as  it  is  done  free,  because  people  will  go  where 
they  can  get  it  done  for  nothing. 

Dr.  Paden  (closing  the  discussion)  : I hope  that 
every  health  officer  will  act  on  Dr.  Hood’s  excel- 
lent suggestion  that  the  services  of  all  local  phy- 
sicians be  enlisted  in  the  campaign  of  public  health 
education.  As  a part  of  this  campaign  I would 
suggest  that  local  medical  societies  hold  a number 
of  open  meetings  each  year  at  which  papers  per- 
taining to  public  health  and  preventive  medicine  b 
read  and  discussed,  thus  offering  the  general  public 
the  opportunity  of  securing  reliable  information  re- 
garding the  prevention  and  control  of  various 
diseases. 

Free  immunization  can  and  will  be  discontinued 
for  those  who  can  afford  to  pay  as  soon  as  the 
medical  profession  is  willing  and  ready  to  assume 
the  responsibility  of  seeing  that  it  is  properly  carried 
out. 

If  the  State  .Medical  Association  will  outline  and 
conduct  a campaign  whereby  all  immunizations,  e.\- 
cept  for  those  unable  to  pay,  are  done  by  practicing 
phvsicians,  health  authorities  will  be  glad  to  discon- 
tinue the  practice  of  giving  free  immunization  to 
all  who  apply. 

At  the  present  time  health  authorities  are  im- 
munizing few  children  under  two  years  of  age. 
Physicians  can  and  should  sec  that  these  children 
are  so  protected. 

1.  "What  is  Public  Health" — Am.  Jour.  Pub.  Health, 
August.  1928.  li 
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CYSTITIS  IN  THE  FEMALE* 


Bx  Herlin  H.  Nicholson,  M.I). 
Parkersburg,  IV.  Va. 


^vsTiTis  in  varying  degrees  of  severity  is 
observed  in  a large  percentage  of  female 
patients;  and,  moreover,  regardless  of  the 
nature  of  the  major  complaint,  urinary 
pathology  is  likely  to  be  found  during  a 
careful  study  of  almost  any  type  of  case. 
Therefore,  cystitis  is  in  no  sense  a subject  of 
interest  to  only  the  urologist,  but  it  is  often 
of  greater  interest  to  the  general  practitioner, 
internist  and  general  surgeon.  It,  notwith- 
standing, is  of  especial  interest  to  the  gynecol- 
ogist and  urologist,  who  most  often  are  called 
upon  to  treat  patients  having  the  more  severe 
manifestations. 

Early  recognition  of  urinary  tract  infec- 
tions by  the  family  physician  and  adequate 
conservative  treatment  instituted  by  him,  will 
take  care  of  many  cases,  which,  otherwise 
neglected,  develop  into  chronic  and  resistant 
disease  presenting  difficult  problems  in  thera- 
peutics. Any  case  that,  from  a symptomatic 
and  physical  standpoint,  does  not  respond 
promptly  to  conservative  treatment  is  deserv- 
ing of  most  careful  study. 

Although  the  underlying  etiologic  factor 
may  be  mechanical  or  infectious,  or  a combina- 
tion of  the  two,  yet,  in  either  instance,  in- 
fection always  plays  the  final  part.  The 
mechanical  factor  may  in  certain  instances 
initiate  the  cystitis  and  then  cease  to  take  part 
in  the  pathology,  while  in  other  instances  the 
initiating  mechanical  factor  continues  to  be 
active,  contributing  its  influence  in  perpetuat- 
ing the  infection.  Lhider  the  latter  circum- 
stance the  pathologic  anatomy  usually  must 
be  corrected  before  the  urinary  infection  can 
be  eliminated. 

Among  mechanical  factors  are  traumatic 
injuries  to  the  bladder.  Since  the  injury  may 
vary  in  degree,  its  importance  in  initiating 
and  perpetuating  a cystitis  naturally  varies 
with  the  nature  and  severity  of  the  trauma. 

Read  before  the  West  Virginia  Slate  Medical  Association,  at  Park- 
ersburg. June  21.  1 932. 


Surgical  injuries  may  be  placed  in  the  same 
category  as  traumatic  injuries,  in  so  far  as  they 
constitute  a causative  factor  in  producing 
cystitis.  Aside  from  actual  penetration  of  the 
bladder  wall,  injuries  to  the  innervation  and 
blood  supply  are  important  factors  relative  to 
vesical  infection.  Any  condition  that  de- 
creases the  tone  of  the  vesical  musculature  or 
disturbs  the  normal  reflex  arc  of  micturition, 
thereby  preventing  complete  emptying  of  the 
bladder,  is  bound  to  play  a part  in  causing 
and  perpetuating  a cystitis.  This  factor  may 
be  mild  and  transient,  or  it  may  be  severe  and 
of  long  duration. 

Over-distention  of  the  bladder  may  also 
produce  a more  or  less  transient  disturbance 
of  the  mechanism  of  micturition,  which  dis- 
turbance no  doubt  is  chiefly  due  to  imbalance 
in  the  innervation  of  the  bladder.  Often  a 
general  anesthetic  and  various  post-operative 
sedatives  contribute  to  this  phenomenon. 
\'arious  degenerative  processes  in  the  spinal 
cord  produce  permanent  disfunction  of  the 
bladder,  resulting  often  in  most  difficult 
situations. 

It  has  been  shown  that  the  bladder  is  nor- 
mally under  control  of  two  sets  of  nerve 
fibres:  one  that  inhibits  expulsion,  therefore, 
permitting  filling,  and  one  that  enables  the 
bladder  to  empty  itself.  It  has  further  been 
shown  in  the  work  of  Learmonth,'  by  giving 
epinephrin  intravenously,  that  the  sympa- 
thetic nerves  exert  an  inhibitory  influence  on 
the  expulsive  power  of  the  bladder.  The 
same  author  demonstrated,  by  stimulating 
the  presacral  nerve,  which  is  largely  composed 
of  sympathetic  fibers,  that,  among  other  ac- 
tions, it  increased  the  contraction  of  the  inter- 
nal urethral  sphincter;  moreover,  by  section- 
ing the  nerve.  It  relaxed  this  muscle  and  in- 
creased the  expulsive  power  of  the  bladder 
musculature.  Certain  patients  having  a con- 
stant residual  urine  apparently  due  to  exces- 
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sive  inhibitory  nerve  action  were  cured,  or 
relieved  in  part,  by  sectioning  the  presacral 
nerve. 

Other  mechanical  factors  in  the  production 
and  maintenance  of  cystitis  are  extravesical 
pressure,  such  as  from  pregnancy  and  from 
^'arious  pelvic  tumors.  Cystocele  and  urethro- 
cele are  also  common  causes  for  cystitis. 
Rarely  in  the  female  is  a vesical  diverticulum 
responsible  for  bladder  disfunction.  Intravesi- 
cal tumors,  calculi  and  foreign  bodies  may  at 
times  be  the  etiologic  factors.  Moreover, 
anything  producing  more  or  less  obstruction 
in  the  urethra  may  be  the  cause  of  cystitis. 
Urethral  stricture  in  the  female  is  more  com- 
mon than  is  generally  appreciated.  In  a series 
of  250  cases,  Briggs^  found  ten  per  cent  of 
strictures,  his  criterion  for  a strictured  urethra 
being  any  adult  urethra  that  would  not  permit 
the  easy  passage  of  a French-18  catheter. 

Cystitis  usually  is  of  a purely  infectious  na- 
ture, the  mechanical  factor  at  most  being  only 
slight.  Often,  however,  there  may  be  a con- 
stitutional factor,  which  in  the  course  of  treat- 
ment must  be  carefully  considered.  Further- 
more, many  cases  of  cystitis  are  due  to  upper 
urinary  tract  infections,  which  may  be  of  an 
acute  nature  and  will  respond  to  simple  con- 
servative therapeutic  measures.  Other  upper 
tract  Infections  may  be  secondary  to  mechani- 
cal conditions  and  will  not  respond  to  treat- 
ment without  first  having  eliminated  the  incit- 
ing mechanical  factor.  Under  certain  cir- 
cumstances, a cystitis  may  be  set  up  through 
proximity  of  the  bladder  wall  to  an  adjacent 
Infectious  process,  such  as  an  acute  appendi- 
citis, or  an  acute  pelvic  inflammatory  disease. 
Moreover,  the  extention  upward  of  an  acute 
urethritis  may  be  responsible  for  the  bladder 
infection,  which,  once  set  up,  may  continue 
even  after  the  urethral  infection  has  subsided 
to  a chronic  state.  This  fact  may  be  easily 
overlooked  in  the  absence  of  a careful  exami- 
nation of  the  urethra.  Further  causes  for  a 
cystitis  may  be  various  focal  and  systemic 
Infections,  also  general  debility.  Often  these 
latter  factors  can  not  be  proven  to  be  the 
primary  etiology;  nevertheless,  in  the  pres- 
ence of  a cystitis,  initiated  by  whatever  cause. 


the  bladder  infection  will  not  satisfactorily 
respond  to  treatment  without  simultaneously 
eliminating  foci  and  overcoming  systemic  and 
debilitating  disease. 

Post-oferative  Cystitis  (from  the  records 
of  the  Henry  Ford  Hospital,  Detroit). — 
Some  time  ago  I became  interested  in  certain 
aspects  of  bladder  infections  seen  in  post- 
operative gynecologic  patients.  The  records 
of  200  unselected  cases  w'ere  carefully  re- 
viewed and  various  data  tabulated.  In  some 
respects  these  records  were  unusually  satis- 
factory for  such  a study,  as  most  of  the  patients 
were  operated  by,  or  under  the  direct  super- 
vision of,  one  gynecologist  (Jean  P.  Pratt) 
and  were  subjected  to  a fairly  uniform  pre- 
operative  and  postoperative  routine.  All  had 
a thorough  physical  examination  and  the  usual 
routine  laboratory  work.  The  majority  of 
the  physical  examinations  were  made  by  men 
who  had  had  two  or  more  years  of  clinical 
work  and,  moreover,  were  trained  in  the 
fundamentals  of  a thorough  physical  exami- 
nation. 

At  the  time  of  operation,  after  the  per- 
ineum and  vagina  had  been  cleansed  with 
green-soap  and  sterile  water,  followed  w’lth 
ethyl  alcohol,  the  bladder  was  catheterized, 
a specimen  being  retained  for  culture.  On  the 
third  day  post-operative,  another  culture  was 
taken  and,  if  positive,  it  was  repeated  every 
third  day  until  found  negative  and  the  patient 
remained  free  from  symptoms,  or  until  her 
discharge  from  the  hospital.  Catheterization 
was  done  every  eight  hours  when  the  patient 
was  unable  to  void,  and,  in  any  event,  on  the 
third  day  for  residual  urine.  If  the  residual 
was  found  to  be  more  than  30  c.c.,  catheter- 
ization was  repeated  until  there  was  none,  or 
the  arbitrary  minimum  reached.  It  might 
also  be  stated  that  this  series  is  from  a private 
institution  and  that  the  majority  of  the  pa- 
tients are  from  what  might  be  called  the 
middle  class.  Of  the  two  hundred  only  eight 
are  negroes. 

The  following  data  is  of  Interest: 


W assermnnn  positive  (strongly) 6 cases 

W'  assermann  positive  (weakly) 2 cases 

Devitalized  teeth 123  cases 
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Infected  tonsils 127  cases 

Nasal  acecssort'  sinuses  infected 1 9 cases 

Nasal  accessory  sinuses  t]ucstionahle 1 5 cases 

J’reoperative  bladder  symptoms 73  cases 

I’ostoperatiye  bladder  symptoms 23  cases 

Preoperatiye  bladder  culture  positiye....  42  cases 

1.  JIacillus  Coli 32  cases 

! 2.  Staph\  lococcus  <S  cases 

3.  Streptococcus  2 cases 

4.  ^’east  1 case 

Postoperative  bladder  culture  positive.  ...  157  cases 

1.  Hacillus  Coli 110  cases 

2.  Staphvlococcus  80  cases 

3.  Streptococcus 37  cases 

4.  ^’cast  1 case 


The  figures  pertaining  to  foci  of  infection  were 
obtained  because  of  the  relative  importance  of  focal 
infection  to  urinary  tract  infections.  As  previously 
stated,  the  focus  of  infection  may  not  initiate  the 
urinary  infection,  yet  it  may  have  much  to  do  with 
its  continuance,  either  through  the  organism  active 
in  the  focus  or  through  a secondary  invader,  which 
may  supplement  or  replace  the  original  causative 
organism.  Though  the  possibilitv  of  focal  infection 
is  very  great  in  the  majority  of  cases  in  the  present 
series  (86%),  the  etiologic  relationship  to  cystitis 
is  indeterminate.  There  were  172  cases  in  which 
one  or  more  foci  were  possible.  The  significance 
of  preoperatiye  and  postoperative  bladder  symptoms, 
as  noted  in  the  200  histories,  is  more  or  less  doubt- 
ful. Often  the  symptoms  could  not  be  correlated 
with  the  cultural  and  microscopic  findings.  The 
fact  that  so  few  postoperative  symptoms  were  re- 
corded means,  in  all  probability,  that  there  was 
failure  on  the  part  of  the  interne  to  note  symptoms, 
or  to  evaluate  their  significance  in  the  presence  of 
a gynecologic  operation. 

After  the  record  of  150  cases  had  been  examined 
the  results  were  such  as  to  induce  me  personally  to 
follow  the  cultural  and  laboratory  examinations  of 
fifty  cases.  The  microscopic  and  chemical  exami- 
nations were  conducted  by  me  personally.  In  each 
case  three  postoperative  catheterizations  were  investi- 
gated. In  only  three  cases  was  the  preoperatiye 
catheterized  specimen  positive  for  albumin  as  com- 
pared with  1 3 routine  voided  specimens.  These 
findings,  considered  with  the  further  fact  that  56 
of  150  routine  preoperative  specimens  were  positive 
for  albumin,  are  clear  evidence  that  in  the  average 
gynecologic  patient  a positive  albumin,  on  other  than 
a catheterized  specimen,  is  virtually  useless.  Though 
data  was  not  collected  the  same  significance  may  be 


applied  to  the  findings  of  pus  in  the  uncatheterized 
urine. 

In  the  series  of  50  personally  checked  cases,  22 
at  one  time  or  another,  or  in  one  or  more  of  the 
three  postoperative  cidtures,  were  positive  for  more 
than  one  t\pe  of  organism.  .Moreover,  there  were 
32  cases  positive  for  bacillus  coli,  22  for  staphylo- 
coccus, 7 for  non-hemolytic  streptococcus,  4 for 
liemolytic  steptococcus,  and  3 for  undifFcrentiated 
streptococcus. 

In  comparing  the  figures  for  the  personally 
checked  scries  of  50  cases  with  those  for  the  150 
cases  taken  from  the  general  hospital  records,  the 
ratios  for  the  type  of  infection  f(/und  are:  strepto- 
coccus, 2:  1;  bacillus  coli,  4:  3;  staphylococcus,  1; 
1;  yeast,  1:1;  and  mi.xcd  infections,  4:  3.  WTcre 
more  than  one  type  of  organism  was  found  bacillus 
coli  was  nearly  alwats  present.  Also,  it  might  be 
noted  that  these  figures  were  about  what  one  might 
e.xpect,  when  it  is  understood  that  three  postoperative 
cultures  were  the  basis  for  the  figures  in  the  50 
special  cases,  as  compared  with  a single  culture  in 
the  150  cases.  Often  when  the  first  culture  would 
be  negative  a subsequent  one  would  be  positive; 
therefore,  it  would  teem  that  the  longer  a fatient 
he  catheterixed  the  greater  the  fossibilities  for  a 
bladder  infection.  In  the  200  cases,  the  ratio  of 
the  preoperatiye  positive  cultures  to  the  postoperative 
positive  cultures  was  1:4;  in  the  50  selected  cases 
taken  alone  it  was  1 : 5.  Moreover,  in  the  special 
series  of  50  cases,  catheterized  urine  being  used, 
the  preoperative  and  postoperative  positive  albumin 
ratio  was  1:  3.5.  In  the  instance  of  the  albumin, 
the  more  pronounced  reading  was  usually  seen 
during  the  early  postoperative  period,  whereas,  in 
the  case  of  the  pus,  the  greater  amount  was  nearly 
always  found  in  a specimen  obtained  subsequent  to 
the  first  catheterization. 

The  special  series  of  50  cases  was  divided  into  two 
equal  groups  of  25  cases,  for  the  purpose  of  studying 
the  sterilizing  and  prophylactic  effect  of  an  instilla- 
tion. In  one  group  of  patients,  nothing  was  in- 
stilled into  the  bladder,  whereas  about  one  ounce 
of  a 10  per  cent  solution  of  argyrol  was  instilled 
into  the  bladder  of  the  other  25  patients  following 
each  catheterization.  In  each  group,  the  first 
catheterization  yielded  18  positive  cultures;  from 
the  two  subsequent  catheterizations  there  were  2 1 
positives  in  the  uninstilled  group  and  16  positives 
in  the  instilled  group.  While  these  figures  show  a 
slight  balance  in  favor  of  the  instillation,  it  certainly 
is  not  conclusive  in  favor  of  argyrol. 
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Each  patient  of  the  200  cases  was  catheter- 
ized  at  least  twice  and  some  were  catheterized 
many  times.  Those  being  catheterized  the 
greatest  number  of  times  were  for  the  most 
part  those  patients  having  preoperative  symp- 
toms. The  majority  were  catheterized  from 
two  to  four  times.  The  period  of  observation 
for  the  bladder  and  urine  was  from  one  to 
three  weeks.  Those  patients,  however,  having 
definite  vesical  symptoms,  in  the  presence  of 
a pyuria  and  infected  urine,  were  often  fol- 
lowed much  longer,  particularly  where  the 
infection  and  symptoms  were  slow  in  dis- 
appearing. 

Apparently  there  seemed  to  be  no  correla- 
tion between  the  nature  of  the  pelvic  opera- 
tion and  the  occurrence  of  an  urinary  infection, 
the  predominating  factor  being  catheteriza- 
tion. Neither  did  the  preoperative  or  post- 
operative symptoms — the  more  predominat- 
ing being  dysuria  and  frequency — have  any 
great  significance,  other  than  possibly  to  indi- 
cate the  intensity  of  the  acute  cystitis. 

Diagnosis. — The  diagnosis  of  cystitis,  in 
the  majority  of  cases,  is  not  particularly  diffi- 
cult. However,  it  is  often  rather  difficult 
to  eliminate  the  related  etiologic  factors, 
especially  where  there  are  no  frank  symptoms 
or  signs  of  pathology  in  the  remainder  of  the 
urinary  tract  or  associated  contiguous  organs. 
Much  depends  upon  the  examination  of  the 
urine;  and,  it  might  here  be  stressed,  that  the 
specimen  should  be  collected  after  the  patient 
has  carefully  douched  and  cleansed  the  vagina 
and  vulva,  or  the  specimen  should  be  obtained 
by  catheterization.  The  type  of  epithelium 
theoretically  might  be  of  some  aid  in  deter- 
mining the  portion  of  the  tract  from  which 
the  cells  came,  or  give  some  idea  as  to  the 
severity  and  depth  of  the  inflammatory 
process.  Actually,  however,  it  is  doubtful 
whether  clinical  application  bears  out  such  a 
supposition.  Pus  in  the  urine  is  the  most  im- 
portant diagnostic  finding  in  urinary  tract  in- 
fections. Blood  is  often  found  in  the  more 
acute  and  fulminating  type  of  infection,  and 
the  hematuria  is  usually  terminal.  As  the 
bladder  eni|)ties  itself  of  the  last  few  cubic 
centimeters  of  urine  there  is  an  increase  in 


the  pain  and,  if  there  is  sufficient  inflamma- 
tion, blood  also  may  be  squeezed  from  the 
bladder  mucosa.  The  finding  of  bacteria  in 
the  freshly  obtained  specimen  is  of  some  im- 
portance. Where  the  organism  is  a motile 
bacillus  it  it  usually  bacillus  coli.  In  some 
cases  the  finding  of  bacteria  is  the  most  im- 
portant diagnostic  feature,  for  little  or  no  pus 
may  be  present.  This  condition  usually  ob- 
tains in  the  debilitated  patient,  who  may  be 
having  most  acute  and  persistent  bladder 
symptoms.  Moreover,  there  is  a type  of  in- 
fection, more  correctly  diagnosed  as  trlgonitis, 
in  which  the  gross  and  microscopic  findings 
may  be  negative.  These  patients  often  com- 
plain of  a rather  vague  vesical  neck  discom- 
fort and  a slight  increase  in  frequency.  The 
urine  when  cultured  in  nutrient  broth  will 
usually  yield  a streptococcus.  Cystoscoplcally 
only  a low-grade  inflammatory  reaction  of 
the  trigone  is  to  be  seen.  Albumin  in  the  ab- 
sence of  blood  usually  means  upper  urinary 
tract  pathology.  An  elevation  of  tempera- 
ture is  of  some  importance,  for  rarely  does  a 
simple  cystitis  cause  fever. 

The  symptoms  of  which  the  patient  may 
complain  naturally  vary  with  the  severity, 
duration  and  extent  of  the  infection.  The 
most  frequent  complaints  are  dysuria,  fre- 
quency, nycturia,  terminal  hematuria,  cloudy 
urine,  suprapubic  pain  and  occasionally  no 
symptoms  at  all.  When  there  are  no  symp- 
toms there  may  be  some  question  as  to  actual 
involvement  of  the  bladder  mucosa;  certainly 
the  trigonal  area  is  not  greatly  involved,  pro- 
vided the  bladder  is  normally  innervated.  In 
many  cases  there  may  be  a bacilluria,  and 
even  a pyuria,  before  the  bladder  mucosa  be- 
comes greatly  involved. 

Treatment.  — Postoperative  cyctitis  and 
bladder  infections  seen  in  pregnancy,  also 
those  complicating  the  various  systemic  and 
debilitating  diseases,  may  be  reduced  to  a 
minimum  through  certain  prophylactic  meas- 
ures. Except  where  absolutely  necessary, 
[)reoperative  and  postoperative  catheterization 
should  be  eliminated.  Where  catheterization 
is  found  to  be  necessary  it  should  be  carried 
out  after  having  carefully  cleansed  the 
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urethral  orifice  and  adjacent  parts.  With  the 
patient  in  bed  this  is  extremely  difficult  and, 
as  generally  carried  out,  is  next  to  useless. 
Catheterization  should  be  left  to  the  physician 
or  a nurse  known  to  be  careful  and  efficient 
in  the  technic.  The  forcing  of  fluids  to  their 
limit  following  operation  and  in  the  acutely 
ill  and  debilitated  patient  will  go  far  to  pre- 
vent bladder  infections.  Though  argyrol  did 
not  prove  effective  in  the  present  clinical 
series,  there  are  many  other  preparations 
which  should  prove  more  or  less  effective  in 
preventing  postcatheterization  cystitis.  Some 
of  these,  when  used  following  postoperative 
catheterizations,  may  also  act  to  stimulate  the 
return  of  voluntary  bladder  control,  provided 
there  be  no  damage  to  vesical  innervation  and 
not  an  unduly  extensive  traumatization  of  the 
bladder  and  adjacent  parts.  Esch^  reports 
very  satisfactory  results  from  the  administra- 
tion of  myrmalyd,t  j grs.  (0.5  Gm.),  three 
times  a day,  continuing  the  administration 
three  days  after  the  last  catheterization. 
Where  it  was  necessary  to  continue  the  drug 
for  several  days  it  was  stopped  for  24-  hours 
to  allow  for  taking  cultures.  Using  this  rou- 
tine in  1784  operative  cases  only  two  per  cent 
developed  cystitis  over  against  24  per  cent 
occurring  during  one  year  when  no  myrmalyd 
was  used.  The  disadvantage,  however,  of  any 
drug  requiring  constant  oral  administration 
for  its  effect,  is  the  Interruption  necessitated 
by  a general  anesthetic.  Esch  somewhat  ob- 
viates this  difficulty  by  giving  myrmalyd  the 
afternoon  before  and  on  the  morning  of  opera- 
tion. He  also  believes  the  hexamethylen 
preparations  produce  a postoperative  diuresis, 
which  in  itself  may  be  of  value. 

When  an  infection  of  the  bladder  is  known 
to  exist,  treatment  should  first  consist  of 
simple  and  conservative  measures,  which  may 
vary  according  to  the  severity  of  the  infection 
and  the  underlying  cause.  In  the  milder  in- 
fections of  short  duration,  forcing  fluids  will 
often  promote  the  clearing  up  of  the  urine 
as  the  general  health  of  the  patient  Improves. 
Irrigations  of  some  mild  antiseptic  solution 
are  of  great  benefit  in  many  cases.  Half 
saturated  boric  acid  solution  is  an  inexpensive 


and  satisfactory  solution.  Following  irriga- 
tions the  instillation  of  one  of  the  relatively 
non-irritating,  mild  antiseptic  solutions,  no 
doubt,  is  of  more  or  less  value.  Although 
sterilization  of  the  bladder  mucosa  can  not  be 
expected  of  any  irrigation  or  instillation,  yet 
inhibition  of  the  growth  of  the  Infecting 
organism  may  be  anticipated.  Any  irrigation 
or  instillation  that  is  so  irritating  to  the  acutely 
Inflamed  bladder,  as  to  make  treatment  next 
to  intolerable,  should  not  be  used. 

Alkallnlzation  of  the  urine,  preferably  with 
one  of  the  buffered  effervescent  salts,  often 
renders  the  urine  less  irritating  and  may  even 
have  an  inhibitory  action  upon  the  growth  of 
certain  organisms.  A mixture  of  tincture  of 
hyoscyamus  and  potassium  citrate  may  lessen 
irritation  and  promote  relaxation  of  the  vesi- 
cal musculature. 

The  value  of  urinary  antiseptics  adminis- 
tered orally  is  always  a subject  for  debate. 
Various  preparations  have  been  exploited  by 
pharmaceutical  houses,  and  always  at  great 
cost  to  the  public,  if  not  to  the  physician  him- 
self. A few  of  these  preparations  have  even 
been  given  more  or  less  recognition  by  the 
Council  on  Pharmacy  and  Chemistry.  None, 
so  far  as  I have  been  able  to  ascertain,  have 
had  their  supposed  virtues  substantiated  by 
adequate  clinical  and  laboratory  studies,  from 
w’hich  the  data  had  been  carefully  checked 
and  correlated. 

In  my  experience,  hexamethylenamin  given 
in  rather  large  doses  is  of  value  in  clearing 
up  some  of  the  more  resistant  chronic  infec- 
tions. It,  however,  is  rather  irritating  to  the 
acutely  inflammed  mucosa  and  for  this  reason 
should  not  be  given  in  certain  instances.  More- 
over, in  large  doses  it  may  be  irritating  to 
the  renal  epithelium,  evidence  of  w'hlch  must 
be  carefully  watched  for  in  the  urine.  Pre- 
ceding the  administration  of  the  drug  by 
about  one  hour  sodium  acid  phosphate  should 
be  given  in  a sufficiently  large  dose  to  Insure 
an  acid  urine. 

In  any  case  of  cystitis,  in  which  there  may 
be  a mechanical  or  other  contributory  factor, 
such  a possibility  should  be  early  eliminated. 
In  many  postoperative  patients  residual  urine 
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must  be  determined  and  dealt  with  from  the 
start.  Strictures,  foreign  bodies,  upper  uri- 
nary tract  infections  and  various  mechanical 
factors,  as  previously  noted,  must  be  kept  in 
mind.  Any  case  of  cystitis  that  does  not  re- 
spond to  simple  conservative  measures  within 
two  or  three  weeks  should  have  a cystoscopic, 
and  perhaps  an  urethroscopic,  examination, 
including  differential  renal  function  tests, 
cultures  of  the  urine  from  each  renal  pelvis 
and  pyeloureterograms.  It  is  quite  obvious 
that  a cystitis  will  not  clear  up  as  long  as 
aggravating  and  contributory  factors  are  ac- 
tive. Many  cases,  likewise,  will  not  respond 
satisfactorily  as  long  as  foci  of  infection  exist 
elsewhere  in  the  body.  The  patient  indi- 
vidually, as  well  as  the  disease,  must  be  kept 
constantly  in  mind. 

Nummary  and  Conclusions. — The  histories 
of  two  hundred  patients  undergoing  various 
gynecological  operations  are  studied  relative 
to  postoperative  cystitis.  An  effort  is  made 
to  determine  the  significance  of  certain  asso- 
ciated and  interrelated  factors.  Among  these 
catheterization  seems  to  be  the  most  constant 
predisposing  cause  in  the  production  of  post- 
operative cystitis.  Surgical  traumatization, 
pelvic  Infection  and  general  anesthesia  are 
also  important  factors  in  certain  cases,  and, 
no  doubt,  greatly  influence  the  duration  of  the 
disease  and  its  response  to  treatment. 
Ktiology,  diagnosis  and  treatment  of  cystitis 
in  the  female  are  discussed  in  general. 

'Dhcinnon 

Dr.  I).  A.  \1acGrk(;oRj  ^^'hc•c•ling:  I bring 
apologies  am!  ix|)lanations  for  my  associate,  Dr. 
Gill,  who  was  so  ahsent-mimled  as  to  arrange  for 
bis  wedding  ceremony  during  the  week  of  the  state 
meeting.  Dr.  Nicholson  was  kind  enough  to  send 
us  a copy  of  his  paper  in  advance.  Dr.  Gill  and  I 
read  it  over  and  en  joyed  it  very  greatly,  and  want 
to  express  our  appreciation  of  it.  From  the  stand- 
point of  the  general  practitioner  there  are  two  or 
three  interesting  things  about  this  problem  of  cystitis 
I would  like  to  mention. 

.All  of  us  are  verv  jirone  to  decide  upon  a method 
of  treatment  before  we  make  a careful  diagnosis. 
Complaints  suggestive  of  ctstitis  are  very  common 
among  female  patients,  and  we  are  very  apt  to 


prescribe  a little  medicine  immediately  after  sus- 
pecting the  trouble,  hoping  to  cure  the  patient  w'ith- 
out  having  to  resort  to  special  diagnostic  procedures 
or  unusual  therapeutic  measures. 

There  are  three  or  four  common  disorders  which 
may  be  easily  confused  with  a simple  cystitis.  In 
the  first  place,  urethritis  gives  practically  the  same 
clinical  symptoms.  In  the  second  place,  chronic 
interstitial  inflammation  of  the  walls  of  the  bladder, 
in  contradistinction  to  the  mucosa  of  the  bladder, 
presents  similar  symptoms.  It  is  in  connection  w'ith 
the  chronic  interstitial  inflammatory  that  the  so- 
called  H tinner’s  ulcer  develops.  A third  very  com- 
mon condition  which  is  easy  to  confuse  w'ith  simple 
cystitis  is  an  inflammation  of  the  trigone.  Fortu- 
nately, there  is  a very  simple  method  of  differentia- 
tion betw'een  these  afflictions.  A catheterization 
carried  out  under  sterile  precautions  will  differentiate 
chronic  interstitial  inflammation  of  the  walls  of  the 
bladder  from  urethritis  and  simple  cystitis,  because 
in  both  urethritis  and  simple  cystitis,  you  will  find  an 
abundance  of  pus,  whereas,  interstitial  inflammation 
of  the  bladder  walls  does  not  produce  pyuria.  There 
you  have  an  immediate,  a clear-cut  distinction. 
Urethritis  can  usually  be  differentiated  from  cystitis 
by  a simple  direct  examination  and  digital  expression 
of  pus  from  the  urethra.  Differentiation  between 
chronic  inflammation  of  the  bladder  wall  and  trigo- 
nitis can  likewise  be  done  in  a simple  manner,  by 
estimating  bladder  capacity.  In  a case  of  interstitial 
inflammation  of  the  bladder  walls,  a fibrous  contrac- 
ton  of  the  viscus  occurs  which  diminishes  the  capacity 
of  the  bladder  so  that  in  the  typical  case  it  is  not 
capable  of  containing  more  than  100  c.c.  of  urine. 
In  a case  of  trigonitis  there  is  no  contraction  of  the 
bladder.  The  content  is  somewhere  near  normal. 
'I'here  you  have  an  immediate  distinction  bctw'een 
chronic  interstitial  inflammation  and  trigonitis. 

I bring  this  up  just  with  the  idea  that  perhaps  the 
general  practitioners,  you  and  I,  are  too  prone  to 
accept  a hasty  impression  without  looking  a little 
farther  to  find  out  if  the  patient  might  perchance 
have  one  of  these  three  other  common  diseases  which 
may  be  easily  confused  with  simple  cystitis. 

'File  last  thing  I wish  to  mention  is  the  use  of 
argyrol  after  catheterization.  Dr.  Nicholson  men- 
tioned it  in  his  discussion  and  I agree  with  him 
whole-heartedh . I have  h.ul  some  experience  with 
argyrol,  perhaps  old  solutions,  but  they  behave  most 
unpleasanth  in  the  female  bladder.  It  has  pro- 
duced incrustations  on  the  bladder  mucosa  and  has 
also  been  precipitated  in  lumps  within  the  organ  so 
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' that  the  cystitis  v\as  intensely  aggra\ated.  I have 
I seen  it  passed  from  the  bladder  in  chunks  after 
weeks  of  distress.  ^Ve  now  use  other  antiseptics 
such  as  mercurochrome,  or  just  the  simple  irriga- 
I tion  with  boric  acid  solution. 

Dr.  Nicholson  (closing  the  discussion):  I ha\e 
little  to  say  other  than  to  thank  the  gentlemen  for 
their  kind  discussion  and  for  the  additional  points 
brought  out.  I would,  howe\er,  like  to  stress  one 
p(unt  concerning  Dr.  .MacGregor’s  discussion  rela- 
tive to  interstitial  cvstitis.  I am  afraid  he  is  leaving 
the  impression  that  the  diagnosis  of  interstitial  cystitis 
is  always  very  easv.  I think  Dr.  .MacGregor  had 
in  mind  the  t\pe  of  interstitial  cvstitis  that  has  gone 
on  to  a rather  advanced  stage,  there  being  such  a 
marked  contracture  of  the  bladder  as  to  bring  about 
a markedly  reduced  capacity. 

In  the  early  stages  about  the  onlv  way  a diag- 
nosis may  be  made  is  through  careful  cy>toscopic 
examination;  and  even  then,  if  you  are  not  right 
on  vour  toes  and  looking  for  it,  after  having  over- 


distended  the  bladder  with  irrigating  fluid,  thereby 
producing  a certain  amount  of  hemorrhage,  you 
mav  miss  it.  Moreover,  even  under  these  circum- 
stances, von  mav  get  a hemorrhage  into  the  mucosa, 
with  the  resultant  failure  to  recognize  an  early  slight 
lesion.  So,  in  the  earlv  case,  diagnosis,  I feel,  is 
not  altogether  simple  and  mav  not  be  made  without 
a verv  careful  cvstoscopic  examination. 
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tAccording  to  Gehes  Codex,  a German  publication  de- 
voted to  proprietary  medicinal  articles,  'myrmalyd"  is 
prepared  from  seven  parts  of  urotropin  (methenamine,  or 
hexamethylenetetramin ) and  three  parts  of  sodium  for- 
mate. Sodium  formate  has  the  action  of  acetates  when 
administered  orally,  yet  Esch  states  that  myrmalyd  has  the 
property  of  increasing  the  acidity  of  the  urine. 


SOMK  PHASES  OF  CONTR.\CT  PRACTICE 

AX  OUTLINE  OF  SOME  IMPORTANT  QUESTIONS  WHICH  DESERVE 
IMMEDIATE  CONSIDERATION 

‘By  R.  G.  Leland,  M.D. 

Directory  Bureau  of  Medical  EconomieSy 
American  Medical  Association 


( Continued  from  February  issue) 
According  to  the  stated  purposes  of  the 
plan,  the  physicians  of  the  new  organization 
would  almost  certainly  be  sold  out  ultimately, 
if  not  in  a very  short  time,  to  the  insurance 
interests.  By  certain  provisions  in  the  plan 
the  group  was  to  undertake  to  pass  on  the 
type  of  medical  care  rendered  by  its  mem- 
bers. It  further  was  to  undertake  to  furnish 
medical  opinions  for  use  in  court  to  offset  the 
practice  of  purchasing  false  medical  testi- 
mony. It  is  stated  that  the  proposed  organi- 
zation would  be  able  to  control  the  expendi- 
ture of  large  sums  of  money,  much  of  which 
is  now  wasted.  No  details  are  given  as  to 
the  nature  of  these  large  sums  of  money,  or 
the  manner  in  which  the  control  of  these  sums 
is  to  be  affected.  It  is  difficult  to  understand 
the  claim  that  an  organization  of  this  type 


would  be  able  to  reduce  the  medical  overhead 
of  insurance  carriers.  It  is  believed  that  the 
primary  interest  and  concern  of  any  group 
of  physicians  is  for  the  welfare  of  the  public 
rather  than  the  protection  of  the  funds  of 
insurance  companies.  It  is  claimed  that  the 
association  could  not  only  save  vast  sums  for 
the  carrier,  but  that  it  would  pay  for  medical 
services  what  each  case  is  worth. 

With  the  information  at  hand,  this  seems 
to  be  another  of  the  plans  inimical  to  the  best 
interests  of  the  public  and  the  medical  pro- 
fession and  designed  to  ht  in  closely  with,  or 
to  be  taken  over  ultimately  by  the  insurance 
carriers. 

11.  Bassett  Hospital  Annual  Payment 
Plan. — This  plan  was  described  under  the 
headings  of  Medical  Economics  in  The 
Journal  of  July  9,  1932,  as  “An  Experiment 
in  Collective  Medical  Service.”  The  plan  is 
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described  as  entirely  a physician’s  undertak- 
ing. The  charges  for  membership  are  $25 
per  year  per  individual,  and  $100  a year  for 
an  entire  family  of  any  size.  This  plan  is 
sponsored  by  a group  of  physicians  which 
comprises  the  staff  of  the  Bassett  Hospital; 
all  of  these  physicians  are  on  a salary  basis 
and  all  have  their  offices  in  the  hospital. 
There  are  but  two  other  physicians  in  the 
community. 

The  plan  has  been  in  operation  only  ap- 
proximately one  year.  The  group  covered 
was  very  small,  numbering  only  1 74 
members. 

Since  the  physicians  are  all  paid  by  salary 
from  the  hospital,  this  becomes  essentially 
a hospital  plan.  The  net  receipts  from  the 
beneficiaries  of  the  service  were  added  to  the 
general  hospital  fund.  The  plan  can  not  be 
accepted  as  having  universal  applicability, 
since  it  is  admitted  it  applies  only  to  a par- 
ticular group  of  individuals  and  a particular 
group  of  physicians  working  under  a par- 
ticular set  of  conditions  which  are  far  from 
typical. 

12.  Columbia  Casually  Comfany  Sickness 
Insurance. — Outline  of  Scheme:  The  Colum- 
bia Casualty  Company  is  a subsidiary  of  the 
Ocean  Accident  and  Guarantee  Corporation 
of  London,  England.  The  scheme  is  pro- 
posed to  extend  over  the  groups  of  states  on 
the  Pacific  coast  and  near  by. 

h'our  grades  of  protection  are  provided, 
d'he  corresponding  premiums  vary  from  $3 
to  $10  per  month.  The  service  differs  prin- 
cipally in  regard  to  hospitalization.  The 
cheaper  grades  furnish  only  general  ward 
and  floor  nursing  without  drugs  and  medi- 
cines for  a period  of  not  more  than  six  weeks. 
'Phe  highest  class  service  provides  the  hos- 
pital care  for  twenty-six  weeks  with  a private 
room  at  a rate  not  exceeding  $15  per  day 
with  whatever  nursing  service  and  whatever 
drug  and  medicines  may  be  prescribed  by  the 
surgeon  or  hospital.  The  other  grades  of 
service  provide  care  midway  between  these 
two. 


Arrangements  with  Physicians  and  Hos- 
pitals: The  administration  of  medical  service 
has  been  separated  as  far  as  possible  from  the 
financial  administration  of  the  company.  It 
is  specifically  provided  that  the  company  shall 
have  no  control  over  the  character  of  the  med- 
ical practice.  Medical  and  hospital  groups  are 
given  a contract  with  the  Columbia  Casualty 
Company  constituting  the  medical  division  as 
a largely  separated  organization.  One  para- 
graph of  this  contract  provides  that: 

Whereas,  the  Parties  hereto  recognize  and  • n- 
dorse  the  efforts  of  the  medical  profession  to  main- 
tain and  raise  standards  of  practice  both  through 
individual  effort  and  collective  association  activities, 
and  agree  that  the  insurance  solution  of  this  problem 
now  undertaken  must  embody  fundamental  prin- 
ciples not  at  variance  with  the  principles  of  the 
American  Medical  Association,  the  American  Col- 
lege of  Surgeons,  and  the  American  College  of 
Phv’sicians;  and  therefore  the  following  declaration 
of  intent  is  made  by  all  parties  at  interest  hereto. 

The  medical  groups  are  selected  to  cover 
specific  territories  and  the  contract  is  made 
with  the  group.  While  the  original  selection 
of  the  members  of  the  group  in  the  begin- 
ning are  made  by  the  promoters  of  the  in- 
surance plan  the  contract  provides  that  no 
addition  may  be  made  by  any  such  group 
except  by  unanimous  consent  of  the  members 
of  the  group.  Furthermore,  the  author  of 
the  plan  informed  us  that  arrangements  were 
being  made  for  a central,  controlled  group 
of  physicians  who  would  name  the  physicians 
who  might  be  solicited  to  form  a new  group 
in  any  new  locality  where  such  a group  does 
not  now  exist. 

There  is  to  be  no  use  of  any  physician’s 
name  in  any  advertising  and  all  advertising 
must  be  appro\'ed  by  thb  medical  groups 
before  Ixang  issued. 

Payments  for  medical  service  are  provided 
for  by  setting  aside  45  per  cent  of  all  pre- 
miums for  medical  service  aside  from  hos- 
pitals and  12.5  per  cent  for  hospitalization. 
This  leaves  42.5  per  cent  to  use  for  promo- 
tion, organization,  sales,  administration  and 
profits. 
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It  is  proposed  to  organize  a corps  of  sales- 
men working  on  a commission,  which  is  ex- 
pected to  be  fixed  at  20  per  cent,  selling  the 
insurance  to  individuals.  Provisions  are  also 
made  for  group  insurance  sales,  but  this  por- 
tion of  the  scheme  is  like  similar  schemes  in 
operation  elsewhere,  except  that  the  medical 
care  required  will  be  provided  by  the  medical 
groups  already  described. 

The  money  which  goes  to  physicians  is  to 
be  divided  within  the  medical  group  accord- 
ing to  a plan  worked  out  by  that  group  itself. 
The  promoter  stated  that  the  fee  schedule 
which  has  been  tentativ^ely  adopted  is  an 
adoption  of  the  P'rench  plan.  By  this  system 
the  lowest  medical  service,  an  office  visit 
without  treatment,  is  counted  as  one  unit.  All 
other  services  are  considered  as  a certain  mul- 
tipl  eof  this  unit.  The  total  sum  assigned 
to  a group  would  then  be  divided  by  the  total 
number  of  units  of  service  supplied  by  the 
members  of  that  group.  F.ach  individual 
would  then  receiv’e  payment  according  to  the 
units  of  service  rendered  by  him. 

Criticism. — It  must  be  admitted  that  if  the 
general  idea  of  insurance  is  accepted,  this 
plan  is  one  which  is  difficult  to  criticize  as 
to  details.  It  has  been  formulated  by  expert 
insurance  men  cooperating  with  able  medical 
men  with  a vfiew  to  meeting  as  many  as  pos- 
sible of  the  objections  that  are  generally 
raised  against  contract  practice.  Nevertheless 
it  has  some  very  weak  points.  In  the  first 
place,  it  provides  for  no  choice  of  physician 
except  for  a very  slight  trace  of  such  a choice 
which  the  insurer  has  when  he  decides  to  ac- 
cept the  services  of  the  group  of  physicians 
that  are  tendered  him.  The  plan  has  already 
arranged  to  take  in  a number  of  schemes  now 
existing  in  California  including  one  which  it 
is  claimed  now  has  40,000  patients.  By  such 
an  arrangement  it  is  unavoidable  that  some 
of  the  evils  existing  in  these  previous  groups 
will  be  carried  into  the  new  scheme. 

The  medical  care  must  be  given  by  the 
physicians  belonging  to  the  specially  selected 
and  organized  groups  or  their  assistants. 


There  is  no  clear  provision  in  the  plan  as  to 
the  number  of  such  assistants  which  may  be 
employed  by  any  physician  within  the  group 
or  as  to  their  methods  of  compensation.  This 
would  seem  to  open  the  way  to  the  defect 
existing  in  the  original  British  law,  which 
has  now  been  removed  by  amendment,  by 
means  of  which  the  physician  hired  a number 
of  cheaper  assistants  who  did  work  for  less 
than  was  paid  in  the  insurance  plan,  the  dif- 
ference going  to  the  physician  at  the  head  of 
the  group.  It  is  claimed  by  the  author  of  the 
plan  that  there  are  two  safeguards  against 
this  abuse.  First,  the  physician  who  is  a 
member  of  the  group  is  required  to  assume 
full  rqsponsiblllty  for  all  such  treatment; 
second,  he  claims  that  the  group  itself  would 
not  permit  any  member  to  undertake  such  a 
form  of  practice  which  would  deteriorate  the 
service  to  the  profit  of  the  individual  and  the 
assumed  injury  of  the  other  members  of  the 
group. 

The  plan  inevitably  provides  for  the  exclu- 
sion of  a great  mass  of  the  profession  from  its 
operation.  This  would  seem  to  mean  that 
recent  graduates  could  only  enter  the  profes- 
sion by  becoming  assistants  to  members  of 
the  group  or  by  attempting  to  obtain  a foot- 
hold in  the  greatly  overcrowded  and  con- 
stantly diminishing  field  of  private  practice. 
This  point  has  other  features  to  be  discussed 
later. 

The  whole  scheme  rests  on  solicitation  by 
salesmen  at  a profit  to  the  managing  corpo- 
ration. Perhaps  the  worst  feature  that  looms 
in  the  immediate  present  is  the  certainty  of 
a split  in  the  profession.  The  author  of  this 
scheme  admitted  that  the  rumors  of  the  plan, 
which  are  already  circulating,  had  given  rise 
to  much  opposition  within  local  medical 
societies.  He  stated  that  no  cooperation  had 
been  sought  and  no  consultations  held  with 
organized  medicine  in  California.  This  causes 
the  whole  scheme  to  appear  like  something 
of  a surprise  action  which  has  not  been  sub- 
jected to  free  discussion.  As  a consequence 
there  is  no  group  within  organized  medicine 
in  California  now  prepared  to  meet  this 
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proposition  and  either  to  oppose  it  effectively 
or  criticize  it  or  offer  a better  substitute. 

He  expects  to  get  20  per  cent  of  the  medi- 
cal profession  within  a comparatively  short 
period.  He  has  evidently  succeeded  in  secur- 
ing the  Interest,  if  not  the  adherence,  of  many 
of  the  leaders  of  the  medical  profession  in 
the  various  localities.  He  can  do  this  because 
his  plan  undoubtedly  offers  greater  security 
of  income  and  probably  a much  higher  in- 
come than  the  average  physician  now  receives. 
This  lays  the  basis  for  an  organization  within 
the  medical  profession  on  a financial  basis 
and  which  would  be  composed  of  some  of  the 
ablest  men  in  the  profession.  This  action  will 
leave  the  remainder  of  the  profession  dis- 
organized and  impoverished  as  they  will  be 
unable  to  secure  any  considerable  share  of  the 
private  practice  on  the  competition  with  the 
high  pressure  salesmen  employed  by  the  in- 
surance companies.  This  outcome  will  make 
difficult,  if  not  impossible,  any  professional 
leadership  in  the  solution  of  the  medical 
problem. 

When  future  developments  are  considered, 
which  are  not  simply  probable  but  which  if 
experience  elsewhere  is  any  guide  are  in- 
evitable, the  objections  grow  stronger.  It  was 
stated  by  the  promoter  of  this  plan  that  there 
are  other  insurance  companies  already  con- 
sidering the  field.  He  seems  to  think  that 
the  Columbia  Casualty  Company  by  being 
first  in  the  field  will  be  able  to  skim  the  cream 
from  the  insurance  system.  He  expects  to 
secure  the  most  capable  physicians  and  has 
shrewdly  outlined  his  scheme  so  as  to  appeal 
to  the  class  of  laymen  most  susceptible  to  an 
insurance  scheme.  This  is  the  class  with  in- 
cotnes  from  $2,000  to  $10,000  a year  who 
find  it  difficult  to  save  to  meet  catastrophic 
illness  but  who  could  afford  the  $5  a month, 
which  he  assumes  will  be  the  average  pre- 
mium. If  this  class  is  absorbed  by  insurance 
it  will  leave  only  luxury  and  poverty  jiractice 
for  the  private  practitioner. 

Once  there  are  a number  of  competing  in- 
surance schemes  iti  the  field  this  competition 
will  mean  that  poorer  grades  of  the  popula- 


tion will  be  successively  tapped  by  schemes 
offering  a cheaper  and  more  inferior  service. 
The  next  step  in  such  competition  in  every 
country  has  always  been  that  the  payment 
for  medical  service  is  cut  with  the  further 
deterioration  of  the  medical  service  and  de- 
cline in  professional  influence.  The  author 
of  this  plan  frankly  admitted  that,  in  his 
opinion,  this  consequence  would  follow. 

13.  Medical  Diagnostic  Association. — The 
Medical  Diagnostic  Association  of  Los  An- 
geles, formerly  the  Cooperative  Diagnostic 
Laboratories,  with  a listed  membership  of  916 
physicians,  among  which  many  duplications 
are  found,  and  45  dentists  in  Los  Angeles, 
is  now  completing  a plan  for  flat  rate  monthly 
payment  contract  practice;  it  plans  to  build 
a large  office  building;  it  offers  physicians 
solicited  for  membership  rebates  of  part  of 
the  fees  charged  their  referred  patients  by  the 
association  for  x-ray  and  laboratory  work  and 
it  publishes  in  its  list  of  members  many  of 
the  prominent  physicians  of  Los  Angeles. 

Criticism. — This  association  is  another  ex- 
ample of  a group  of  physicians  organized 
within  the  recognized  chartered  bodies  of  the 
profession  to  carry  on  a practice  which  is  to 
compete  very  sharply  with  the  remainder  of 
the  I.os  Angeles  Medical  Association,  not 
members  of  the  Medical  Diagnostic  Associa- 
tion. The  rebating  of  part  of  fees  collected 
would  seem  to  be  in  violation  of  the  principles 
of  medical  ethics. 

14.  Golden  State  Hospital. — The  Golden 

State  Hospital  of  Los  Angeles  has  initiated 
a health  column  in  one  of  the  I.os  Angeles 
newspapers.  One  of  the  first  of  the  series  of 
articles  entitled  “So  the  People  May  Know” 
appeared  in  the  Los  Angeles  Evening  Herald 
and  Express  of  September  2,  1932.  1 his 

article  is  concluded  by  the  following  para- 
graph: 

4'his  is  one  of  a series  of  educational  bulletins 
sponsored  by  Golden  State  Hospital  and  clinics  to 
eidigbten  the  |niblic  as  to  tbe  true  value  of  scientific 
nunlicine  and  its  adjuncts  and  to  distinguish  it  from 
other  forms  of  treatment.  417-23  'rowne  .Avenue, 
Los  .Angeles. 

(Concluded  in  April  Jourtial) 
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TUBERCULOSIS  ABSTRACTS 

Furniihcd  through  the  courtesy  of  the  U>sf  V'lr^iOKi 
Tuberculosis  Association 


The  \alue  of  procedures  for  putting  the 
lungs  at  rest  in  the  treatment  of  tuberculosis 
is  established.  The  sev'eral  methods  used  are 
pneumothorax,  interruption  of  the  innerva- 
tion of  the  diaphragm  or  the  muscles  of  res- 
piration, removal  of  portions  of  the  ribs,  the 
insertion  of  foreign  substances  or  structures 
between  the  ribs  and  pleura,  and  intrapleural 
pneumolysis.  Recently,  a new  measure, 
scaleniotomy,  has  been  suggested  for  obtain- 
ing surgical  rest  of  the  lung.  Abstracts  of 
two  articles  on  this  subject  follow. 

SC  ALE  N lOTOM  A P R E L I .\  1 IN  A R V 

REPORT 

Scaleniotomy  is  the  division  of  the  fibres  of  the 
scaleni  muscles  for  the  purpose  of  decreasing  the 
motility  of  the  upper  chest.  This  procedure  was 
advocated  bv  Kochs,  Els  and  Junkersdorf  in  Octo- 
ber, 1930,  and  independently  by  Gale  and  Middle- 
ton  in  lulv,  1931.  After  their  preliminary  work 
the  authors  felt  that  they  had  established  apical  rest 
satisfactorily  and  that  the  procedure  mav  be  a valu- 
able aid,  either  in  conjunction  with  phrenic  exairesis, 
or  when  phrenic  exairesis  has  failed  and  some 
measure  of  a relatively  conservative  type  is  to  be 
attempted  before  the  patient  is  subjected  to  a more 
radical  operation. 

Mechanism  of  Scaleniotomy . — The  scaleni  are 
three  muscles  (sometimes  four)  of  the  deep  cervical 
group.  They  arise  from  the  transverse  processes 
of  the  third,  fourth,  fifth,  sixth  and  seventh  cervical 
vertebra;,  and  are  inserted  by  tendinous  bands  into 
the  first  and  second  ribs.  The  scaleni  provide 
anchorage  for  the  first  three  ribs  so  that  the  inter- 
costal group  may  function  on  them.  Paralysis  of 
the  scaleni  results  in  a caudad  (toward  the  posterior) 
movement  of  the  upper  three  ribs  and  exaggerated 
outward  movement  of  the  costal  margins  on  inspira- 
tion. This  tends  to  immobilize  the  pulmonary 
apices. 

Lender  local  anesthesia  the  scaleni  are  carefully 
dissected  out  and  divided  as  near  their  insertions  as 
possible.  Injury  to  the  subclavian  artery  and  the 
lower  cervical  nerves  must  be  avoided.  ( The  sur- 
gical technic  is  clearly  described  by  the  author. ) 


hen  the  wound  is  closed  there  is  a cavit\'  about 
the  size  of  a pigeon’s  egg,  the  seyered  edges  of  the 
muscle  haying  retracted  actually  1.5  inches.  No 
bridging  with  muscle  fibres  was  obseryed  as  late  as 
six  months  after  operation. 

“ I he  results  obtained  from  phrenic  exairesis  de- 
pend upon  the  changes  in  the  relationship  of  one 
part  of  the  diseased  lung  to  another;  and  the 
rela.xation  and  rest.  1 he  amount  of  improvement 
is  not  dependent  entirel\'  upon  the  height  to  which 
the  paraltzed  diaphragm  rises  in  the  thorax, 
although  in  the  main  this  is  so.  Some  improve- 
ment may  usually  be  expecteil  from  phrenic  exaire- 
sis in  lesions  throughout  the  lung,  especially  in  the 
lower  three-fourths.  In  the  more  remote  apical 
lesions,  not  so  much  improyement  may  be  hoped 
for,  and  it  is  in  these  cases  that  scaleniotomy  may 
he  e.xpected  to  change  the  anatomy,  and  the  rela- 
tionship of  diseased  parts  to  each  other,  and  rest 
the  area  inyohed. 

“In  all  our  cases,  as  in  the  cases  reported  by  Gale 
and  .Middleton,  a marked  reduction  in  the  respira- 
tory excursion  of  the  upper  part  of  the  chest  was 
noted,  due  to  decreased  intercostal  moyement;  and, 
when  the  combined  operation  was  done,  there  was 
no  increased  upper  intercostal  moyement,  so  often 
seen  when  the  phrenic  nerye  alone  is  blocked  or 
eyulsed. 

“When  scaleniotomy  is  combined  with  phrenic 
exairesis,  upper  as  well  as  lower  lung  lesions  may 
be  expected  to  improve. 

“IVhen  scaleniotomy  alone  was  done,  very  little 
reaction  occurred;  three  of  the  cases  ran  fever  for 
one  week,  and  in  two  the  pulse-rate  was  increased 
for  two  weeks.  No  complication  has  occurred,  nor 
has  any  deformity  resulted.  The  results  in  these 
cases  are  based  on  their  clinical  records  and  clinical 
progress.” 

The  results  in  a series  of  52  cases  were  as 
follows: 

Of  20  cases  in  which  a phrenic  exairesis  had  been 
done  previously,  and  in  which  improvement  had 
stopped,  ten  w'ere  improved  and  ten  not  improved. 

Of  29  cases  in  which  scaleniotomy  was  com- 
bined with  phrenic  exairesis,  19  improved  and  ten 
did  not  improve. 

Of  3 cases  in  which  scaleniotomy  only  was  done, 
two  improved  definitely.  — Scaleniotomy  in  the 
Treatment  of  Tuberculosis,  Meade  Clyne,  Am. 
Rev.  of  Tuberc.,  Dec.,  1932. 
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ScALENIOTOMY  AS  AN  ADJUNCT  TO  CoLLAPSE 
Therapy. — Fisher  discusses  the  merits  of  the  vari- 
ous methods  of  collapse  therapy  and  comments  on 
the  results  of  31  scaleniotomies  done  at  Waverly 
Hills  Sanatorium.  Eighteen  of  these  had  had 
phrenic  exairesis  from  six  months  to  three  years 
previously  without  obtaining  satisfactory  contraction 
of  the  lesion.  The  remaining  13  patients  were  sub- 
jected to  combined  phrenicectomy  and  scaleniotomy. 
In  every  case  the  inspiratory  elevation  of  the  ribs 
in  the  upper  portion  of  the  hemithorax  has  been 
markedly  reduced  or  eliminated  as  noted  on  inspec- 
tion and  fluoroscopic  examination.  By  actual 
measurements  in  comparable  x-ray  films,  the  caudad 
dropping  on  inspiration  showed  as  much  as  a 2-cm. 


A 6-cm.  c.ivity  present  for  three  years.  Marked  clearing 
and  Contraction  in  four  weeks:  phrenicetomy  2 years 
ago  resulted  in  no  improvement. 

narrowing  in  the  upper  hemithorax.  “A  downward 
pull  on  that  side,  accompanied  by  a sense  of  weight 
over  the  upper  half  of  the  chest,  was  voluntarily 
noted  by  practically  every  patient  in  the  series. 
Cough  and  expectoration  tended  to  show  a moder- 
ate increase  the  first  day  or  two,  later  subsiding  or 
disappearing  altogether.  Likewise,  moderate  dys- 
pnoeti  was  temporarily  noticed  by  a number  of  pa- 
tients, as  indicative  of  a transitory  reduction  of  vital 
capacity.  In  the  patients  who  had  had  a prior 
|)hrenicectomy  these  symptomatic  effects  could  defi- 
nitely be  attributed  to  scaleniotomy  alone.” 

Other  favorable  results  noted  include  release  of 
tension  on  cavity  walls,  the  ability  to  sleep  without 
being  awakened  by  a strangling  cough,  ability  to 
control  cough,  no  recurrence  of  h:emo|itysis  in  two 
patients  in  whom  it  had  been  frecpient  before,  nor- 
mal teinjierature  in  one  patient  with  fever  of  long 
duration.  Reduction  with  clearing  throughout  the 
lesion  was  noted  in  several. 


Summary. — The  author  summarizes  as  follows: 

“Scaleniotomy  affords  a definite  adjunct  to  col- 
lapse therapy  and  deserves  consideration,  along  with 
phrenicectomy,  in  a certain  proportion  of  cases. 

“The  effect  is  probably  more  nearly  that  of  re- 
laxation rather  than  of  true  compression,  although 
a negative  sort  of  compression  is  obtained  by 
eliminating  the  upward,  inspiratory  pull  exerted  by 
the  first  and  second  ribs  upon  the  apex  of  an  ad- 
herent lung.  Slight  narrowing  of  the  upper  hemi- 
thorax has  been  shown. 

“Striking  improvement  may  be  produced  by 
scaleniotomy  in  a relatively  short  time,  although 
progressive  gains  may  reasonably  be  expected  to  con- 
tinue over  an  extended  period. 

“In  a series  of  31  cases,  some  persistent  cavities 
having  lung  tissue  around  them  have  been  closed 
or  markedly  reduced  in  size  within  a very  few 
weeks.  Others  which  were  subpleural  have  been 
definitely  flattened  by  costal  drooping. 

“Symptomatic  improvement  begins  immediately 
in  most  cases.  Relief  from  cough  and  decreased 
expectoration  have  been  consistent  effects.  Preven- 
tion of  reccurent  haemoptysis  and  rapid  reduction 
of  temperature  to  normal  have  been  noted.” — 
Scaleniotomy  as  an  Adjunct  to  Collapse  Therapy^ 
Lincoln  Fisher,  Am.  Rev.  of  Tuberc.,  Dec.,  1932. 


JOHN  ROLLIN  SHULTZ,  M.D. 

Dr.  John  Rollin  Shultz,  prominent  Charleston 
surgeon,  died  unexpectedly  on  the  morning  of 
February  6,  1933.  He  was  43  years  of  age  and 
had  been  prominent  in  the  activities  of  the  Kan- 
awha Medical  Society  and  the  State  Association  for 
many  years,  being  secretary  of  the  county  society 
for  two  years  and  heading  several  important  com- 
mittees of  the  state  association. 

Dr.  Shultz,  who  had  been  practicing  in  Charles- 
ton for  eleven  years,  obtained  his  academic  educa- 
tion at  West  Virginia  Weslej'an  College,  Buckhan- 
non,  and  at  Marshall  College,  Huntington.  Edu- 
cated in  medicine  and  surgery  at  the  Medical  Col- 
lege of  Virginia,  he  graduated  there  in  1918.  He 
opened  an  office  at  Matoaka  when  he  received  his 
license  to  practice  the  same  year. 

Surviving  are  his  widow,  and  one  daughter  by 
a former  marriage.  His  mother  and  father  and 
one  brother  also  survive. 
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Tt  has  long  been  recognized  that  the  employer  of  labor  should  bear  some  responsi- 

bilitv  in  connection  with  accidents  sustained  by  his  employees  while  in  line  of  duty. 
Prior  to  the  adoption  of  the  W orkmen’s  Compensation  Law  in  1913  it  was  usually 
possible  for  employers  to  evade  this  responsibility  by  pleading  the  defense  of  contribu- 
tory negligence,  whenever  an  employee  sought  to  recover  damages  in  court. 

However,  the  possibility  of  being  called  upon  to  defend  numerous  suits  for  damages 
on  account  of  injuries  was  not  very  pleasing,  and  employers  generally  were  glad  to 
subscribe  to  the  terms  of  the  W^)rkmen’s  Compensation  Law,  which  gave  them 
immunity  from  such  damage  suits  in  return  for  monthly  cash  payments  into  the 
compensation  fund. 

The  Compensation  Commissioner  was  empowered  by  the  act  to  pay  out  of  the  com- 
pensation fund  for  medical,  surgical,  and  hospital  care  for  injured  employees,  to 
provide  for  a modest  funeral  in  case  of  death,  and  to  pay  out  certain  cash  sums  to 
injured  employees,  or  their  heirs  in  case  of  death,  by  way  of  compensation  for  disability 
or  death  due  to  industri.al  accidents. 

It  is  evident  from  the  foregoing  that  it  was  the  original  intent  of  the  W'^orkmen’s 
Compensation  Law  to  have  employers  pay  the  cost  of  medical,  hospital,  and  surgical 
care  for  injured  employees,  as  well  as  the  other  benefits  mentioned.  Certain  industries 
in  our  state  are  evading  payment  for  the  medical,  surgical,  and  hospital  care  of  em- 
ployees who  are  injured  while  in  their  employ.  The  employee  is  made  to  pay  this 
cost  himself  through  payroll  deductions.  In  order  to  keep  his  job  it  is  necessary  for 
the  employee  to  submit  to  these  payroll  deductions.  Usually  he  does  not  object  to  the 
plan,  because  the  check-off  takes  care  of  other  acciedents  and  illnesses  which  occur  to 
him  and  his  family.  However,  there  is  at  least  one  industry  in  the  state  which  re- 
moves all  of  the  sugar  coating  from  the  proposition  and  insists  upon  a check-off  from 
its  employees  to  cover  industrial  accidents  only.  If  an  employee  of  this  company 
suffers  from  any  illness  or  accident  not  connected  with  his  work,  he  pays  for  it 
himself  in  addition  to  the  check-off'. 

These  employers  who  evade  their  responsibilities  in  connection  with  industrial  acci- 
dents remain  within  the  law  by  virtue  of  the  presence  of  one  certain  paragraph 
(.Article  .A,  Sec.  3,  Par.  [c])  in  our  present  Compensation  Law.  This  evasion  is 
permissible  under  the  letter  of  the  law,  but  it  is  absolutely  opposed  to  the  spirit  of  the 
law'.  It  is  wrong — essentially  a dishonest  practice! 

\Ve  are  confident  that  every  member  of  our  legislature  who  fully  understands  the 
sinister  significance  of  this  particular  paragraph  will  be  willing  to  vote  to  have  it 
deleted  from  the  law.  We  strongly  suspect  that  any  legislator  who  understands  the 
situation  and  votes  otherwise  is  directly  or  indirectly  influenced  by  the  interests  which 
profit  from  the  exploitation  of  their  employees  in  this  manner. 
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ARK  WE  SOLICITING? 

From  time  to  time  the  attention  of  the 
Association  is  called  to  some  new  form  of 
health  insurance  in  West  \’irginia  that  in- 
volves the  solicitation  of  patients.  Every 
doctor  and  every  hospital  that  subscribes  or 
participates  in  any  plan  of  health  insurance 
should  first  make  sure  that  the  element  of 
solicitation  is  entirely  eliminated.  Solicitation 
of  patients  is  the  one  thing  that  will  bring 
havoc  to  the  medical  profession,  because  it 
creates  dissension  and  strife  within  the  pro- 
fession itself.  Organized  medicine  has  little 
to  fear  so  long  as  the  doctors  put  up  a united 
front,  but  organized  medicine  has  everything 
to  fear  if  the  doctors  lose  faith  in  one  another. 

Somehow  it  rarely  occurs  to  the  average 
doctor  or  hospital  superintendent  that  there 
is  one  form  of  solicitation  that  is  entirely 
harmless.  I'hat  is,  the  solicitation  of  patients 
for  some  form  of  health  insurance  that  leaves 
the  patient  absolutely  free  to  select  the  doc- 
tor and  the  hospital  of  his  choice.  One  such 
plan  is  already  in  operation  in  West  Virginia 
and,  while  it  has  certain  faults,  it  does  not 
antagonize  the  doctors  with  the  solicitation 
problem. 

No  group  of  doctors  and  no  group  of  hos- 
pitals can  operate  any  ethical  plan  of  health 
insurance  unless  all  the  doctors  and  all  the 
hos|)itals  are  included  in  the  plan.  'Fhat 
should  be  the  iron-clad  rule  in  every  health 
insurance  plan.  Otherwise,  either  the  plan 
or  the  profession  will  sooner  or  later  come 
to  grief. 

In  order  to  illustiate  our  point,  let  us  as- 


sume that  there  are  two  hospitals  in  a given 
community,  and  hfty  doctors.  One-half  of 
these  doctors  belong  to  the  staff  of  hospital 
A,  and  the  other  half  belong  to  the  staff  of 
hospital  B.  The  wage  earners  in  the  com- 
munity have  great  difficulty  with  their  medi- 
cal and  hospital  bills  and  there  is  a crying 
need  for  some  plan  that  will  take  care  of 
them. 

Recognizing  the  demand  for  a sickness 
fund  of  some  sort,  hospital  A organizes  a 
health  insurance  plan.  A solicitor  is  employed. 
The  solicitor  calls  on  the  wage  earners  and, 
for  the  payment  of  $2.20  per  month,  guar- 
antees them  medical  and  hospital  service  at 
hospital  A.  L-ittle  attention  is  paid  to  the 
plan  until  a sizeable  group  is  organized. 
Suddenly  hospital  B realizes  that  many  of  its 
patients  have  been  lured  away  by  hospital  A. 
The  staff  members  discover  that  many  of 
their  patients  have  gone  to  the  staff  members 
of  the  now  rival  hospital.  Hospital  B,  and 
its  staff,  can  do  but  one  of  two  things.  It  can 
protest  to  the  Association,  or  it  can  organize 
an  insurance  plan  of  its  own  and,  by  under- 
bidding, attempt  to  lure  its  patients  back  into 
the  fold.  Blither  of  these  alternatives  is  badj 
very  bad. 

Suppose  in  this  community,  or  a similar 
community,  there  is  a real  leader  of  the  pro- 
fession. He  looks  far  enough  ahead  to  antici- 
pate the  chaos  that  will  result  from  the  plan 
outlined  above.  So  he  gets  the  two  hospitals 
together,  he  explains  the  whole  matter  to  the 
staff  members  of  both  hospitals,  he  recognizes 
the  demand  for  some  monthly-payment  plan, 
and  the  two  hospitals  join  hands  to  work  out 
their  mutual  problem.  The  result  is  a plan 
that  may  employ  the  same  solicitor  at  the 
same  rate,  but  which  gives  all  subscribers  free 
choice  of  hospital  and  physician.  Here,  in- 
stead of  chaos,  we  have  union.  We  have  a 
plan  that  will  draw  the  hospitals  and  the 
physicians  together,  instead  of  driving  them 
further  apart. 

Sickness  insurance  plans  should  be  looked 
upon  by  the  medical  profession,  especially  in 
this  day  and  age,  as  necessary  evils.  Every 
sizeable  community  is  going  to  have  some 
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plan  of  sickness  Insurance  whether  the  pro- 
fession likes  it  or  not.  If  the  doctors  and  the 
hospitals  don’t  get  together  and  organize  a 
plan  of  their  own,  somebody  else  will.  If 
such  plans  are  bad,  that  is  all  the  more  reason 
why  they  should  be  controlled  within  the 
profession.  It  is  far  wiser  for  the  profession 
to  get  control  of  these  insurance  schemes  than 
to  risk  the  chance  that  the  insurance  schemes, 
in  lay  hands,  ma\'  some  day  control  the 
profession. 

The  Journal  does  not  for  one  minute  ad- 
vocate the  organization  of  health  insurance- 
plans  throughout  the  state,  nor  does  it  en- 
dorse any  particular  plan  in  any  particular 
community.  We  do  feel  that  in  some  sec- 
tions, where  there  is  an  unquestionable  de- 
mand for  some  health  insurance  plan,  the 
doctors  and  the  hospitals  would  be  wise  to 
go  into  the  matter  openly  and  frankly  and 
work  out  a satisfactory  solution  before  some- 
one else  works  out  an  unsatisfactory  plan. 
There  is  no  reason  why  any  county  society 
should  hold  aloof  from  such  a move. 

There  has  been  too  much  fear  and 
trembling  over  this  octopus  of  sickness  insur- 
ance. We  have  made  a bugaboo  of  it.  The 
subject  is  taboo  in  polite  medical  circles.  It 
is  hushed  up  in  county  society  meetings.  What 
we  need  at  this  time  is  the  courage  to  bring 
this  problem  out  in  the  open  and  the  confi- 
dence to  speak  openly  on  the  subject  without 
hurting  the  feelings  of  our  confreres.  Sick- 
ness insurance  is  not  a bugbear,  but  a very 
decided  reality.  If  it’s  bad,  let’s  get  control 
of  It.  If  it’s  good,  let’s  keep  that  control. 


HEALING  BY  PRAYER 
At  the  time  this  editorial  is  being  written, 
a bill  is  under  consideration  by  the  house  of 
delegates  of  the  West  Virginia  legislature  to 
exempt  faith  healers  from  the  provisions  and 
restrictions  of  the  medical  practice  act.  The 
measure,  known  as  H.  B.  269,  would  allow 
spiritual  healers  to  open  business  offices  and 
charge  fees  for  treating  the  sick  by  prayer. 
The  bill  is  sponsored  by  the  Christian  Science 
Church. 


In  protesting  against  such  legislation,  the 
Association  has  repeatedly  pointed  out  that 
the  question  involved  is  of  far  more  concern 
to  the  public  than  to  the  medical  profession. 
.A.S  a matter  of  fact,  the  passage  of  H.  B.  269 
would  probably  increase  the  incomes  of  most 
of  the  doctors  in  the  state,  because,  if  the  bill 
should  pass,  there  would  be  a decided  upward 
trend  in  the  number  and  severity  of  epi- 
demics. However,  the  medical  profession, 
not  the  faith  healers,  is  charged  with  the  re- 
sponsibility of  keeping  epidemics  under  con- 
trol. We  know-  that  epidemics  can’t  be  con- 
trolled by  any  group  that  does  not  believe  in 
the  germ  theory  of  disease. 

The  motive  behind  H.  B.  269  is  to  com- 
mercialize prayer,  so  that  spiritual  healers 
may  open  offices,  solicit  patients,  and  charge 
for  their  services.  We  have  no  particular 
quarrel  with  the  Christian  Science  Church, 
but  we  do  feel  that  prayer  belongs  to  the 
church  and  the  home.  Faith  has  unques- 
tionably cured  many  sufferers,  yet  faith  is 
neither  a science  nor  a business.  If  faith 
healing  is  to  be  commercialized,  let  us  look 
at  the  commercial  investment  in  regulated 
medical  practice  in  West  Virginia. 

There  are  more  than  1,500  licensed  phy- 
sicians in  active  practice  in  this  state  today. 
Each  physician  spent  approximately  $10,000 
on  his  education  and  gave  up  approximately 
seven  years  to  preparation  and  study.  We 
have,  therefore,  an  investment  of  some  fifteen 
million  dollars  in  medical  education  in  the 
state.  We  have,  in  addition,  an  investment 
of  more  than  10,000  years  of  scientific  study 
behind  the  medical  profession. 

This  colossal  investment  in  time  and 
money,  built  up  for  the  protection  of  our  citi- 
zens, is  the  result  of  more  than  sixty  years 
experience  under  our  medical  practice  act.  We 
can  not  believe  that  the  legislature  of  West 
Virginia  will  ignore  such  an  investment.  Cer- 
tainly it  is  not  consistent  with  sound  judg- 
ment to  say  that  one  group  (the  medical  pro- 
fession) must  spend  years  of  study  before 
being  allowed  to  treat  the  sick  and  that  an- 
other group  (the  Christian  Scientists)  can  go 
ahead  without  any  preparation  whatever. 
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COUNTY  SOCIETY  NEWS 


OHIO  COUNTY 

Two  interesting  meetings  of  the  Ohio  County 
Medical  Society  were  held  at  the  Ohio  Valley 
General  Hospital  in  February,  the  first  on  February 
3.  Dr.  Deryl  Hart  of  Duke  University,  Durham, 
North  Carolina,  was  the  scientific  essayist  and  pre- 
sented a most  interesting  paper  on  “Treatment  of 
Empyema  by  Tidal  Irrigation.”  Discussion  was 
opened  by  Dr.  R.  B.  Bailey,  Dr.  R.  U.  Drinkard, 
and  Dr.  J.  W.  Gilmore. 

Dr.  Henry  J.  Gerstenberger  of  the  Babies’  and 
Children’s  Hospital,  Cleveland,  was  the  essayist  at 
the  February  17  meeting  of  the  society.  His  sub- 
ject was  “Cinematographic  Demonstration  of  Vari- 
ous Conditions  and  Diseases  of  Infants  and  Chil- 
dren.” Discussion  was  opened  by  Dr.  J.  R. 
McClung,  Dr.  J.  T.  Thornton,  and  Dr.  J.  L. 
Cowl. 

Dr.  W.  M.  Sheppe  of  Wheeling  was  one  of  the 
scientific  essayists  at  the  scientific  session  of  the  Ohio 
Society  of  Clinical  and  Laboratory  Diagnosis  which 
was  held  at  Ohio  State  University,  Columbus,  on 
January  21.  His  subject  was  “Pathological  Physi- 
ology of  Insulin  Reactions.” 

Russell  C.  Bond,  Secretary. 

CABELL  COUNTY 

'Fhe  regular  meeting  of  the  Cabell  County 
Medical  Society  was  held  at  the  Hotel  Pritchard, 
Huntington,  on  Thursday  evening,  February  9, 
with  a fine  attendance.  'I'he  program  consisted  of 
a symposium  on  dietetic  treatment.  Dr.  Leo 
Christian  discussed  diet  and  treatment  of  chronic 
constipation;  Dr.  H.  Fi.  Beard,  diet  in  diabetes; 
and  Dr.  Stuart  Van  Metre,  diet  in  malnutrition. 

Plans  are  under  way  for  the  Cabell  County 
Society  to  provide  club  rooms  for  the  members  at 
the  Pritchard  Hotel.  A committee  is  already  at 
work  on  the  plan  and  considerable  enthusiasm  has 
been  shown  by  members  of  the  society. 

W.  W.  Strange,  Secretary. 

MERCER  COUN'FY 

'I'hc  regular  meeting  of  the  .Mercer  County 
Med  ical  Society  was  held  at  the  W'est  Virginian 
Hotel,  Bluefield,  on  January  26,  at  8:30  P.  M. 
I’rior  to  the  medical  program  there  was  a baiuiuct 
for  members  and  wives  and  visitors.  'I  here  were 
38  present. 


The  society  convened  at  8:30  for  its  regular 
program  and  election  of  officers.  Dr.  H.  Lee  Harris 
was  elected  a new  member.  A motion  was  made 
by  Dr.  Blaydes  that  the  society  endorse  Dr.  Little- 
john of  Charleston  as  State  Health  Commissioner. 
The  motion  was  carried. 

We  then  had  the  following  scientific  papers: 
“Binovular  Twins,”  report  of  a case  by  Dr.  Harry 
G.  Steele;  and  “Treatment  of  the  Hypertrophied 
Prostate  by  Resection,”  by  Dr.  C.  J.  Reynolds. 
These  papers  were  very  freely  discussed  and  enjoyed 
by  all. 

The  following  officers  were  elected:  Dr.  C.  J. 
Reynolds,  Bluefield,  president;  Dr.  W.  M.  Harloe, 
Matoaka,  vice-president;  Dr.  R.  R.  Stuart,  Blue- 
field, secretary  (reelected)  ; Dr.  H.  G.  Steele,  Blue- 
field, treasurer  (reelected).  Delegates  to  the  state 
meeting:  Dr.  R.  O.  Rogers,  Bluefield;  Dr.  B.  S. 
Clements,  Matoaka.  Alternates:  Dr.  H.  G.  Steele, 
Bluefield;  Dr.  J.  L.  Marked,  Princeton.  Censors: 
Dr.  D.  B.  Lepper,  for  three  years;  Dr.  D.  L. 
Hosmer,  for  one  year. 

R.  R.  Stuart,  Secretary. 


MARION  COUNTY 

The  annual  election  of  officers  of  the  Marion 
County  Medical  Society  was  held  at  the  Fairmont 
Hotel  on  the  evening  of  December  27.  Dr.  Joe 
Yost,  F'airmont,  was  elected  president  for  1933,  to 
succeed  Dr.  G.  V.  Morgan.  Dr.  J-  M.  Trach  was 
elected  vice-president,;  Dr.  C.  T.  Francis,  secretary, 
and  Dr.  C.  W.  Waddell,  treasurer.  Dr.  Morgan 
was  elected  to  the  Board  of  Censors. 

Delegates  to  the  state  meeting  at  Charleston  in 
May  were  also  elected.  The  Marion  delegates  will 
be  Dr.  L.  1).  Howard,  Dr.  W.  J.  Leahy,  and  Dr. 
P.  F.  Prioleau.  Alternates  will  be  Dr.  George 
Traugh,  Dr.  J.  J.  Jenkins,  and  Dr.  G.  R.  Miller. 

'J'he  January  meeting  of  the  society  was  held  at 
the  F'airmont  Hotel  on  the  evening  of  January  31. 
'Pile  guest  speaker  was  Dr.  A.  H.  Colwell  of  Pitts- 
burgh, who  gave  an  interesting  paper  on  “Cardio- 
vascular F'.mcrgencies.” 

I here  was  an  unusually  large  attendance  at  this 
meeting,  56  physicians  being  in  attendance.  Visitors 
were  Drs.  C.  F'.  Shafer  and  R.  I).  Stout  of  Graf- 
ton; Drs.  C.  C.  Romine,  J.  N.  Simpson,  C.  C. 
F enton,  F..  B.  'Fucker,  and  F . R.  Whittlesey,  Mor- 
gantown; Drs.  B.  S.  Brake,  J.  F'.  Williams,  C.  N. 
Slater,  F'.  V.  Langfitt,  S.  L.  Cherry,  Eugene  B. 
^Vright,  and  R.  C.  Hood  of  Clarksburg. 
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Due  to  a lack  of  secretarial  assistance,  Dr.  C.  T. 
Francis  has  found  it  necessary  to  submit  his  resigna- 
tion as  secretary  of  the  Marion  County  Medical 
Society.  Dr.  Traugh  is  acting  secretary  until  a 
successor  is  duly  elected. 

.MONONG.ALI.A  COUNTS' 

Dr.  Paul  P.  Steele  of  Pittsburgh  was  the  scientiric 
essayist  at  the  February  7 meeting  of  the  Monon- 
galia County  .Medical  Society,  which  was  held  in 
the  Coffee  Shop  of  the  .Morgan  Hotel,  Morgantown. 
His  paper  was  entitled  “Subacromial  Hursitis.”  I'he 
subject  was  presented  in  a most  interesting  and  able 
manner  and  w'as- widely  discussed  b\'  the  members 
present. 

G.  R.  Maxwell,  Secretary. 

K.AN.-\\VH.\  .MEDIC.-VL  SOCIETY 

The  regular  meeting  of  the  Kanawha  Medical 
Society  was  held  in  the  Public  Library  building, 
Charleston,  on  the  eyening  of  February  14  with 
an  excellent  attendance.  A number  of  important 
business  matters  were  disposed  of,  including  a dis- 
cussion of  pending  legislation  and  plans  for  the 
state  meeting  in  May. 

The  scientific  essayist  of  the  eyening  was  Dr. 
Archer  A.  Wilson  of  Charleston,  who  presented  a 
paper  on  “Practical  Information  Obtained  from 
Examination  of  Spinal  Fluid.”  This  paper  included 
a description  of  the  technique  of  obtaining  fluid  from 
the  yarious  levels  of  the  cerebro-spinal  canal.  Dis- 
cussion was  opened  by  Dr.  Phillip  Jaisohn  and  Dr. 
P.  A.  Tuckwiller. 

The  first  of  a series  of  case  reports  was  also 
presented  at  the  February  meeting  by  Dr.  Francis 
Clark,  Dr.  H.  A.  Bailey,  and  Dr.  Earl  Shamblin, 
all  of  Charleston. 

M.  F.  Petersen,  Secretary. 

McDowell  county 

At  the  last  meeting  of  the  McDowell  County 
Medical  Society  Dr.  G.  L.  Straub  of  Welch  was 
elected  president  for  1933,  succeeding  Dr.  J.  How- 
ard Anderson  of  Hemphill.  Dr.  C.  F.  lohnson  of 
\Velch  was  elected  vice-president;  Dr.  H.  T. 
Schiefelbein,  Welch,  secretary;  and  Dr.  A.  C.  Van 
Reenen,  Davy,  treasurer.  Dr.  Schiefelbein  succeeds 
Dr.  A.  G.  Rutherford  and  Dr.  Van  Reenen  suc- 
ceeds Dr.  E.  Vermillion. 

Delegates  to  the  state  meeting  at  Charleston  in 
IV  lay  were  also  elected.  The  delegates  will  be  Dr. 
Straub  and  Dr.  H.  G.  Camper,  with  Dr.  J.  C. 
Killey  and  Dr.  W.  C.  Hall  as  alternates. 


The  annual  banquet  and  dance  of  the  McDowell 
County  .Medical  Society  was  held  in  the  Memorial 
building  at  Welch  on  the  evening  of  December  16. 
Many  guests  were  in  attendance  and  the  aflFair  was 
greatly  enjoyed  by  all. 

•At  the  January  meeting  a paper  on  “Nervous 
Indigestion”  was  given  by  Dr.  Charles  B.  Chap- 
man. .\t  the  same  meeting  Dr.  D.  F.  Love  of 
Raysal,  and  Dr.  V.  L.  Wetherby  of  WYlch  were 
elected  to  membership. 

d'he  February  meeting  of  the  society  was  fea- 
tured by  a symposium  on  the  timely  topic  of  “In- 
fluenza.” This  was  very  ably  presented  by  Drs. 
C.  F.  Johnson,  V.  L.  WYtherby,  and  A.  C.  VYn 
Reenen. 

Dr.  \\*.  B.  Stevens  of  the  staff  of  the  Stevens 
Clinic  Hospital  of  Welch  continues  quite  ill  at  his 
home  where  he  was  stricken  with  a heart  attack  on 
December  15,  1932. 

H.  T.  Schiefelbein,  Secretary. 


LOGAN  COUNTS' 

The  Logan  County  Medical  Society  held  its 
regular  February  meeting  at  8 P.M.,  on  Wednes- 
day, February  15,  at  the  Hatfield-Lawson  Hospital 
v,'ith  23  members  and  visitors  present. 

After  transacting  routine  business  the  following 
scientific  program  was  rendered:  Dr.  Thomas  W. 
Moore  of  Huntington  addressed  the  society  on 
“Iritis”;  and  Dr.  James  R.  Bloss,  also  of  Hunting- 
ton,  on  “Obstetric  Forceps  and  Their  L^se.” 

Both  addresses  were  much  enjoyed  and  appre- 
ciated by  the  members  present.  Dr.  Bloss  exhibited 
quite  a display  of  obstetric  forceps  showing  the  de- 
velopment of  forceps  from  the  crude  instruments 
of  the  past  to  the  more  nearly  perfected  forceps  of 
the  present.  He  also  demonstrated  the  use  and 
mis-use  of  forceps  on  his  mounted  specimen  of 
female  pelvis  and  fetal  skull. 

Fred  E.  Brammer,  Secretary. 


FAYETTE  COUNTY 

The  Fayette  County  Medical  Society  held  its 
regular  monthly  meeting  February  14  at  Mont- 
gomery, in  the  assembly  room  of  the  Methodist 
Church. 

Dr.  Claude  Frazier,  Montgomery,  presented  the 
scientific  program  with  a paper  on  “Hematemesis,” 
which  was  freely  discussed  by  the  members  present. 

The  next  program  of  the  society  will  be  held  at 
Hotel  Hill,  Oak  Hill. 

Gilbert  D.aniel,  Secretary. 
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WOMAN’S  AUXILIARY 


THE  STATE  MEETING 

Plans  are  already  under  way  for  the  Auxiliary 
participation  in  the  sixty-sixth  annual  meeting  of 
the  State  Association  to  he  held  in  Charleston  on 
May  22,  23,  and  24,  1933.  Mrs.  Howard  T. 
Phillips,  state  president,  is  working  with  her  various 
committees  in  arranging  the  program  for  the 
Auxiliar)-  meetings.  The  Kanawha  County  Aux- 
iliary will  be  in  charge  of  the  local  arrangements 
and  a number  of  interesting  social  functions  will 
be  sponsored  by  the  local  group. 

A meeting  with  the  local  Auxiliary  at  Charles- 
ton is  planned  by  Mrs.  Phillips  some  time  in  March, 
at  which  time  a definite  program  and  social  outline 
will  be  worked  out.  The  Auxiliary  meeting  at 
Parkersburg  last  year  was  one  of  the  largest  in  the 
history  of  the  organization  and  it  is  felt  that  the 
Charleston  meeting  will  be  even  larger. 


COSTS  OF  MEDICAL  CARE 
In  the  last  National  news  letter,  Mrs.  Freeman’s 
article  emphasized  the  importance  and  value  of 
Hygcia.  Today  let  us  turn  to  the  importance  of 
public  relations.  Every  newspaper,  as  well  as  medi- 
cal journal,  has  given  headlines  to  the  reports  of 
the  Committee  on  the  Costs  of  Medical  Care.  Who 
more  than  the  .Auxiliary  should  carefully  read,  dis- 
cuss and  understand  both  the  majority  and  minority 
reports  and  be  thoroughly  familiar  with  their  argu- 
ments and  claims.^ 


PUBLIC  RELATIONS  .ACTIVFFIES 

In  the  Pcnnsylva}ha  Medical  Journal  we  read 
from  the  physicians  themselves,  “.A  gradual  exten- 
sion of  our  public  relations  activity  is  the  only  sane 
solution  for  meeting  those  who  interfere  with  the 
evolutional  progress  of  medical  science.”  'J'his  well 
expresses  the  spirit  of  the  recommendations  from 
the  Committee  on  J’ublic  Relations  through  its 
chairman,  .Mrs.  .A.  Haines  Lippincott,  and  her  com- 
mittees which  should  be,  and  are,  reaching  to  the 
individual  members,  for  from  the  .Auxiliary  columns 
of  the  medical  journals  of  manv  states  we  find  it 
has  become  a vit;d  note  in  our  education,  each  a 
committee  of  one  carr\ing  with  them  into  other 
organizations  the  facts  in  reference  to  scientific 
medicine  that  should  be  the  common  possession  of 
every  citizen. 


HEALTH  INSURANCE  PLAN 

As  preferable  as  it  may  seem  to  stand  by 
and  hopefully  watch  the  present  array  of  in- 
surance plans  come  to  grief,  the  possibility 
of  some  one  or  several  of  these  schemes,  pro- 
posed by  outsiders,  meeting  with  success 
should  spur  us  all  to  thought  and  action  along 
this  line.  Doctors  in  the  front  line  trenches 
need  every  support  that  can  be  mustered  to 
help  them  in  maintaining  their  private  prac- 
tices and  to  keep  them  from  becoming  the 
employees  of  non-medical  profit-seeking 
groups.  A policy  of  unconcern,  indifference 
and  unpreparedness  can  only  spell  R-U-I-N 
to  the  medical  profession.  A policy  of  ob- 
struction, which  never  has  succeeded  in  halt- 
ing the  progress  of  a scheme  in  w'hich  the 
public  believes,  erroneously  or  otherwise,  will 
only  bring  discredit  to  medical  men. 

Therefore,  organized  medicine  must  for- 
mulate its  own  application  of  the  health  in- 
surance principle  if  it  is  to  remain  master  of 
its  own  destiny.  Otherwise,  the  scientific  and 
cultural  level  of  the  profession  shall  have 
been  lowered,  and  the  health  and  happiness 
of  humanity  shall  have  paid  the  toll  for  its 
folly.  — J.  Milton  Robb,  M.D.,  in  The 
American  Medical  Association  Bulletin,  Jan., 
1933. 


SCIENTIFIC  EXHIBITS 

A new  innovation  for  the  annual  meeting  to  be 
held  at  Charleston  next  May  22-24  has  been 
planned  by  the  Kanawha  Medical  Society  in  the 
nature  of  scientific  exhibits  by  the  hospitals  and 
clinics  in  ^Vest  Virginia.  Dr.  I).  N.  Barber  of 
Charleston,  chairman  of  the  Exhibit  Committee, 
has  already  sent  out  letters  to  all  West  Virginia  hos- 
pitals outlining  the  plan. 

'Fhe  letter  calls  attention  to  the  coming  meeting 
and  announces  that  booths  will  be  available  for 
hospital  and  clinic  exhibits.  'I'he  announcement  in- 
vites and  urges  the  participation  of  the  hospitals  in 
this  idea.  Gross  or  microscopic  specimens,  laboratory 
test  set-ups,  charts,  etc.,  are  suggested  as  the  types 
of  exhibits  desired. 

.Anv  hospital,  clinic  or  individual  physician  inter- 
ested in  displaying  such  an  exhibit  should  communi- 
cate with  Dr.  Barber,  1117  \ irginia  St.,  Charleston. 
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hi  NILS  DISE'.ASK  IN  CHILDRKN  * 


By  V.  \\'.  Fischbach,  M.D. 
Cincinnati,  Ohio 


INURING  recent  years  the  increased  interest 
and  study  of  sinus  infection  in  infants  and 
children  has  uncovered  some  very  enlighten- 
ing observations  and  helpful  facts.  It  would 
be  very  difficult  to  divorce  completely  one’s 
study  of  sinus  infected  children  from  a similar 
condition  in  an  adult,  the  reason  being  that 
the  development  of  chronic  sinus  infection  in 
adults  is  simply  an  advanced  stage  of  that 
which  happens  repeatedly  in  the  infant.  We 
have  learned  to  look  upon  the  sinus  problem 
as  a composite  picture,  beginning  the  day  one 
is  born,  or  soon  thereafter,  up  until  the  time 
he  presents  himself  for  diagnosis.  I will  have 
to  refer  to  observations  and  findings  occur- 
ring in  the  adult,  which  we  have  found 
through  careful  history  taking  to  have  had 
their  primary  inception  in  the  same  patient  as 
an  infant.  This  may  be  better  illustrated  in 
the  following  observation. 

A careful  study  of  our  records  over  the 
past  years,  of  chronic  sinus  cases  occurring  in 
adults,  has  presented  in  65  per  cent  of  the 
cases  a definite  history  of  repeated,  acute 
head  infections  as  an  infant,  and  extending 
through  early  childhood.  We  have  in  com- 
mon vernacular  called  this  the  “runny  nose.” 
I do  not  think  it  will  be  necessary  for  me  to 
describe  this  condition  more,  as  we  all  realize 

* Read  before  West  Virginia  Stale  Medical  Association.  June  23. 

1 932.  at  Parkersburg. 


what  this  picture  presents.  In  the  remaining 
35  per  cent  of  our  cases,  we  have  found  con- 
tributory causes,  of  which  we  will  speak  later, 
that  were  acting  in  infancy,  as  well  as  in  adult 
life,  leading  to  repeated  nasal  infections. 
Namely,  because  of  these  facts,  we  have  felt 
the  urgency  of  more  careful  and  thorough 
understanding  of  proper  diagnosis  of  nasal 
sinus  disease  in  children.  It  has  been  a revela- 
tion to  find  how  frequently  children  go 
through  their  early  years  with  an  unmis- 
takable nasal  condition,  presenting  these  early 
changes  of  sinusitis,  which  are  never  recog- 
nized. 

It  may  be  well  at  this  point  to  call  atten- 
tion to  the  fact  that  a child  is  born  with  a 
very  definite  antrum  cavity,  and  also  sphenoid 
formation.  The  ethmoid  space  is  always  in- 
vaginated,  and  very  frequently  cellular  at 
birth.  The  full  development  of  the  ethmoid 
capsule  and  frontal  cavity  follows  usually  in 
the  first  to  third  year,  and  the  latter  may  be 
as  late  as  the  twelfth  year.  It  is,  therefore, 
the  prime  object  of  this  paper  to  emphasize 
the  importance  of  careful  and  thorough  nasal 
sinus  study  in  all  cases  of  children’s  disease, 
where  either  local  or  general  manifestations 
point  to  head  involvement.  My  secondary 
object  will  be  to  relate  some  practical  meth- 
ods, which  experience  has  given  us,  to  handle 
such  cases. 
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The  first  group,  which  I believe  presents 
the  greatest  number  of  cases,  includes  the 
children  in  which  a tonsil  and  adenoid  opera- 
tion has  been  advised  for  the  relief  of  fre- 
quent sore  throats  and  head  colds,  without 
further  nasal  study.  I know'  many  of  you 
have  seen  these  cases,  where  the  operation  has 
been  performed  with  utmost  skill  and  per- 
fect result  in  so  far  as  the  complete  removal 
of  the  tonsil  and  adenoid  lymphatic  tissue  is 
concerned,  yet  the  parents  consult  you,  stating 
that  the  child  still  has  sore  throat,  w'ith  fre- 
quent colds,  and  probably  more  nasal  dis- 
charge with  the  colds  than  previously.  This 
picture  alone  points  a guilty  finger  to  the  one 
who  has  been  lacking  in  proper  pre-operative 
nasal  study.  When  these  cases  are  examined, 
and  we  find  the  tonsillar  fossse  clean  and 
smooth,  and  with  a laryngeal  mirror  the  ade- 
noid space  clean,  except  for  marked  follicular 
hypertrophy  and  redness,  beginning  in  the 
naso-pharynx  and  extending  down  the 
posterior  wall,  particularly  the  lateral  folds, 
we  should  immediately  have  it  suggested  to 
carry  out  a complete  and  thorough  nasal 
diagnosis.  A child  may  have  a pharyngitis, 
which  is  entirely  secondary  to  a nasal  sinus 
infection,  or  it  may  be  a primary  infection, 
which  will  soon  spread  down  into  the 
bronchial  tree,  or  upward  into  the  nasal 
membrane. 

A second  group  presents  the  ear  cases,  both 
of  tubal  character  and  otitis  media,  par- 
ticularly those  having  repeated  attacks  of 
acute,  purulent  middle  ear  abscess,  or  even 
those  having  chronic  middle  ear  discharge. 
We  again  find  in  most  all  of  these  cases  the 
tonsils  and  adenoids  to  have  been  removed 
without  much  consicieration  giv'en  to  the  nasal 
condition.  I believe  the  frequency  of  infec- 
tion carried  to  the  middle  ear  by  way  of  the 
custachian  tube  is  a well  established  fact,  and 
we  readily  realize  the  constant  draitiage 
posteriorally  can  by  this  route  involve  the 
middle  ear. 

The  third  group  of  cases  are  those  in  which 
the  pediatricians  atid  general  practitioners 
have  been  treating  a bronchial  infection,  in 
which  they  realize  the  primary  source  is  in 


the  upper  respiratory  tracts.  The  secondary 
condition  of  lower  respiratory  infection  to 
upper  has  been  w'ell  established  by  repeated 
w'orkers  and  clinical  observation. 

In  the  last  and  more  varied  group  are  those 
cases  presenting  toxemia  or  septicemia,  result- 
ing from  a sinus  infection,  the  latter  acting 
as  a focus.  The  complications  which  may 
accompany  these  cases  often  vary  from  an 
arthritis  to  nephritis.  We  also  have  found 
certain  mental  deficiencies  resulting  from  a 
nasal  infection. 

The  etiology  of  nasal  sinus  disease  is  pri- 
marily considered  to  be  bacterial  in  origin. 
We  feel,  however,  that  there  are  many  con- 
tributing conditions  which  play  such  an  im- 
portant factor  in  predisposing  to  nasal  infec- 
tion, that  their  complete  and  thorough  study 
and  removal  must  be  carefully  gone  into.  I 
should  first  like  to  call  attention  to  the  exciting 
causes  of  acute  head  colds,  and  discuss  a few 
of  these,  the  more  Important  being  exposure 
to  temperature  changes  and  improper  pro- 
tection in  the  form  of  insufficient  dress,  fatigue 
produced  by  the  lack  of  proper  rest  and  over- 
physical and  mental  exercise  during  the  day, 
alkalinity,  and  proper  bathing  time.  Exten- 
sive experimentation  has  been  carried  out,  in 
which  prolonged  exposures  to  lowered  tem- 
perature changes  produced  a lowering  of  the 
body  temperature  and  low  metabolic  chemi- 
cal changes.  By  these  findings  we  can  un- 
derstand the  necessity  of  sufficient  clothing, 
particularly  in  the  colder  months,  and  also 
the  necessity  of  regulating  bathing  time,  so 
that  the  patient  is  not  exposed  to  these  tem- 
perature changes  when  there  may  be  con- 
siderable moisture  on  the  surface  of  the  body. 
Many  of  these  low  resistance  cases  can  not 
stand  bathing  Immediately  previous  to  going 
out  into  the  air.  This  also  holds  true  for 
night  exposures.  Particularly  at  this  time  of 
the  year  we  find  that  at  retiring  time  the  tem- 
perature is  (juite  warm.  \’ery  little  covering 
is  used  and  the  windows  are  thrown  wide 
open.  During  the  night  the  temperature 
may  be  suddenly  lowered,  with  the  patient 
sleeping,  having  a slight  coating  of  perspira- 
tion upon  the  body,  and  with  the  windows 
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open,  the  cold  drafts  complete  the  exciting 
cause. 

I am  sure  all  of  you  have  had  your  atten- 
tion calleci  to  the  frequency  of  infections  de- 
veloping in  travelers  using  Pullmans  at  night. 
In  our  experience  the  exposure  in  lower  berths 
is  such  that  we  recommend  for  cases  suffering 
with  repeated  head  infections  upper  berth 
traveling,  and  the  advisability  of  this  has  been 
borne  out  in  the  diminishing  of  attacks  of 
acute  head  infection.  Fatigue,  which  is  due 
to  the  Jack  of  sufficient  sleep,  or  fatigue  re- 
sulting from  excessive  muscular  and  mental 
activity,  certainly  predispose  to  susceptibility, 
I would  like  to  recommend  that  our  histories 
carefully  elicit  the  state  of  fatigue  previous  to 
the  onset  of  the  acute  condition.  It  will  be 
surprising  how  often  a child  may  be  over- 
exerted, either  muscularly  or  mentally,  one, 
two  or  three  days  previous  to  an  acute  head 
infection. 

The  subject  of  alkalinity  has  been  well 
studied,  particularly  in  relation  to  resistive 
powers  of  the  body  to  any  type  of  Invading 
organism. 

We  know  that  all  of  the  above  exciting 
causes  are  correlated  in  that  excessive  exposure 
or  fatigue  produces  immediately  high  hydro- 
gen-ion content  of  the  blood,  or  acidosis. 

The  contributory  conditions  found  in  sinus 
infected  children  may  be  classified  into  four 
groups : 

( 1 ) Focal  Infection. 

(2)  Allergy. 

(3)  Dietary. 

(4)  Contact  with  chronic  infection. 

In  the  first  group  we  will  find  those  cases 
of  chronic  infected  tonsils  and  adenoids,  which 
lead  to  general  lowered  resistance  and  fre- 
quent, acute  nasal  infection.  It  is  this  type 
of  case  which  should  be  thoroughly  studied 
in  regard  to  the  nasal  diagnosis  and  prog- 
nosis before  advising  the  necessary  tonsil  and 
adenoid  removal.  The  parents  of  these  chil- 
dren should  be  thoroughly  informed  that  the 
tonsil  and  adenoid  removal  is  absolutely  com- 
pulsory, in  order  to  permit  of  possible 
therapeutic  care  of  the  nasal  sinus  Infection. 
They  should  also  be  informed  of  the  very 


careful  protection  of  these  children  after 
tonsil  removal,  and  also  the  length  of  time 
re(]uired  to  clear  up  the  sinus,  which  is  show- 
ing e\'ldence  of  subacute  or  early  chronic 
change.  Any  Infection  in  these  children, 
which  may  act  as  a focus,  must  be  remedied, 
namely,  bad  gums  and  teeth,  and  possible 
intestinal  disturbance,  such  as  chronic  appen- 
dicitis, or  constipation. 

The  second,  or  allergic  group  of  cases,  hav'^e 
during  very  recent  years  presented  an  inter- 
esting subject  for  research.  It  has  only  been 
in  the  past  few  years  that  the  realization  of 
an  allergic  reaction  occurring  in  adults  may 
have  been  present  since  Infancy.  Also  that 
this  same  allergic  reaction  in  infancy  can  pro- 
duce repeated  reactions,  which  sooner  or  later 
lead  to  secondary  bacterial  infection  of  the 
nasal  sinuses.  We  have  all  seen  the  familiar 
hay  fever  and  rose  fever  patients,  with  the 
usual  marked  edematous  membrane  highly 
congested,  which  often  shows  no  bacterial  in- 
vasion, as  demonstrated  by  complete  cure  as 
soon  as  the  pollen  is  removed  from  the  air. 
On  the  other  hand,  we  have  seen  hay  fever 
patients,  who  after  five  or  six  or  more  years 
of  attacks  soon  complain  of  the  condition  per- 
sisting, even  after  the  hay  fever  season  is  over. 
If  we  study  these  latter  cases  closely  between 
seasonal  attacks,  we  find  that  a low  grade 
chronic  sinus  infection  is  occurring,  which  de- 
mands care  and  attention  other  than  that 
given  during  hay  fever  attack.  In  the  past 
five  years  we  have  had  quite  a number  of 
children  undergoing  the  same  secondary 
change  as  pictured  above.  Seasonal  attacks 
of  one  kind  or  another  soon  give  way  to  a 
secondary  bacterial  invasion,  and  the  child  is 
headed  for  all  the  results  of  a chronic  nasal 
infection.  Many  of  these  children  develop  a 
similar  allergic  reaction  to  the  organisms 
causing  their  infection.  We  believe  that  de- 
sensitization to  bacterial  protein  is  exactly  the 
same  as  to  the  pollen  protein  found  in  seasonal 
attacks.  We  are  now  carrying  our  allergic 
studies  further  in  sinus  infected  children,  and 
can  safely  say  that  a certain  percentage  of 
these  cases  present  definite  allergic  reactions 
to  certain  foods,  and  to  a lesser  degree  other 
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foreign  proteins,  such  as  dust,  pyrethrum  and 
fungus  proteins. 

(3)Dietary  group.  Much  has  been  written 
pro  and  con  regarding  dietary  correction,  par- 
ticularly in  children.  The  tendency  a few 
years  ago  was  to  swing  entirely  toward  the 
low  carbohydrates  and  high  vitamin  contain- 
ing diet}  but  just  a few  months  ago  Dr.  Hess, 
of  New  York,  read  a paper  in  which  he 
proved  that  a definite  conclusion  of  beneficial 
nature  regarding  vitamin  feeding  of  sinus  in- 
fected children  and  in  concomitant  diseases 
could  not  be  drawn.  Dr.  Hess  was  the 
original  worker  in  the  study  of  vitamin  con- 
tent, particularly  in  children,  and  has  made 
a very  broad  and  searching  study  of  this 
problem.  The  doctor  was  able  to  take  a large 
series  of  cases  over  a period  of  several  years, 
and  divide  the  groups  into  high  vitamin  feed- 
ings and  low  vitamin  feedings,  and  study  the 
percentage  developing  acute  nasal  infection. 
At  certain  times  of  the  year  the  percentage 
in  the  two  groups  would  be  the  same,  while 
at  other  times  one  or  the  other  group  would 
present  a slightly  more  apparent  resistance 
to  acute  catarrhal  conditions.  This  rather 
upset  most  of  our  ideas,  particularly  in  regard 
to  vitamins  D and  A.  The  vitamin  A found 
in  butter  fats,  and  vitamin  D found  in  all  cod 
liver  preparations  has  seemed  in  our  hands 
to  be  of  great  benefit  in  the  care  of  children 
developing  early  sinus  changes,  and  although 
Dr.  Hess’  extensive  report  has  a tendency  to 
discourage  our  conclusions,  we  still  feel  that 
the  percentage  of  improvement  warrants  the 
use  of  these  medicaments.  It  has  been  our 
experience  in  going  over  the  diet  of  these 
patients  that  most  of  them  like  certain  foods, 
and  eat  these  foods  to  the  exclusion  of  a mixed 
diet,  which  is  needed.  By  this  I mean  many 
children  are  great  meat  eaters,  others  con- 
sume great  (juantities  of  potatoes,  while  others 
live  practically  on  milk.  All  of  these  are 
good  foods,  but  we  believe  that  a well  bal- 
anced diet,  including  carbohydrates,  protein 
and  fat  in  normal  relation,  with  sufficient 
intake  of  vitamin  and  fluids  gives  the  most 
beneficial  regimen  in  diet.  It  is  surprising 
when  we  sec  a child  that  consumes  a quart 


to  two  quarts  of  milk  a day,  and  not  eating 
much  of  the  mixed  green  vegetables  and  other 
mixed  foods,  show  marked  change  for  im- 
provement when  they  are  permitted  one  or 
two  six  ounce  glasses  of  milk  a day,  and  forced 
to  eat  the  necessary  foods  to  give  the  balance 
mentioned  above.  I believe  that  a little  com- 
mon sense  in  the  amount  of  consumption  of 
any  single  food  must  be  urged  by  the  phy- 
sician upon  the  parent,  so  that  these  children 
will  obtain  the  proper  mixture.  We  also  have 
found  that  it  is  compulsory  that  the  meal 
time  be  regular,  with  no  eating  between 
meals.  Quite  frequently  we  experience  over- 
weighted children  showing  definite  hypopit- 
uitary  and  thyroid  disturbance  developing 
severe  nasal  infections.  In  these  cases  it  is 
only  a sensible  deduction  that  a low  carbo- 
hydrate and  fat  diet  is  indicated  until  proper 
regulation  of  these  endocrine  glands  can  be 
established  through  indicated  therapy.  It  is 
in  this  type  of  case  that  the  low  carbohydrate 
and  fat  intake  gives  very  marked  and  imme- 
diate improvement  to  the  nasal  condition. 

The  fourth  and  last  contributing  cause  is 
the  contact  with  chronic  infections.  In  re- 
cent years  the  occurrence  has  been  so  fre- 
quent, in  which  children  developing  repeated 
acute  nasal  infections,  come  from  a household 
in  which  some  one  of  the  family  is  carrying 
a chronic  nasal  sinus  infection,  that  we  have 
made  it  a routine  in  history  taking  to  go  into 
the  family  history  of  head  conditions  very 
carefully.  Given  a child  in  a predisposed  con- 
dition for  acute  nasal  sinusitis,  and  then  add 
the  contact  with  low  grade  chronic  organisms, 
we  can  readily  realize  how  repeated  attacks 
take  place,  even  with  the  utmost  care  and 
precision  in  both  local  and  general  treatment 
of  these  children.  A parent  with  a discharg- 
ing nasal  sinusitis  can  transmit,  in  so  many 
ways  in  the  home,  this  infection  to  the  child, 
that  it  takes  a detailed  instruction  in  order  to 
stop  this  continued  form  of  reinfection.  1 he 
most  common  place  of  contact,  of  course,  is 
found  in  the  bathroom,  the  towels,  both  hand 
and  face  towels,  and  the  wash  bowl,  where 
running  water  is  not  used  continually  while 
bathing;  in  the  dishes,  and  in  sneezing  and 
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coughing  without  covering  the  mouth,  not 
keeping  the  hands  clean  when  having  them 
come  in  contact  with  the  face  or  nose.  We 
have  even  gone  so  far  as  to  recommend  a 
careful  nasal  study  of  both  parents,  where  a 
child  is  developing  repeated  attacks  of  acute 
infection,  the  contributing  cause  of  which  can 
not  be  unco^'ered. 

The  symptoms  of  sinus  disease  in  children 
do  not  vary  from  those  in  adults,  and  we 
should  always  keep  this  clear  in  our  minds 
when  making  a nasal  and  throat  examination 
of  such  patient.  In  a child  a discharging  nose 
either  of  thick  yellow,  or  greenish  colored, 
varying  to  ropy  gray  muco-pus,  should  always 
throw  us  on  our  guard.  Nasal  obstruction, 
which  during  acute  attacks  is  always  more 
severe,  and  often  marked  pain  in  the  ears, 
while  examination  of  the  tympani  is  negative, 
headaches  varying  in  location  and  intensity, 
accompanying  these  acute  attacks,  and  also  in 
the  chronic  cases,  is  a very  common  occur- 
rence. IMay  I mention  here  that  it  happens 
only  too  often  that  a child  complains  of  a 
headache,  and  too  little  credence  is  given  to 
this  symptom.  Just  two  weeks  ago  I operated 
upon  an  adult,  about  the  age  of  2-4,  suffering 
with  typical,  chronic,  hyperplastic  ethmo- 
sphenoiditis,  complicated  with  retrobulbar 
neuritis,  and  during  the  taking  of  his  history, 
his  mother  referred  to  the  fact  that  this  boy 
suffered  almost  continually  with  headaches 
while  attending  school  between  the  age  of 
six  and  eighteen.  His  eyes  were  examined 
repeatedly,  w'ith  ho  relief  j but  no  further 
study  was  made  as  to  the  cause  of  this  child’s 
headache.  I firmly  believe  that  the  chronic 
change  in  the  sinus  membrane,  and  serious 
complications  resulting,  could  have  been  pre- 
vented if  this  boy  had  been  properly  cared 
for  at  the  time  he  was  having  headaches. 

The  symptom  of  sore  throat  often  is  the 
first  in  the  acute  attack,  irrespective  whether 
or  not  the  tonsils  are  present.  At  this  time,  if 
we  make  a very  careful  examination  nasally, 
we  will  find  the  pharyngeal  and  epipharyn- 
geal lymphatic  ring  becomes  very  swollen  and 
highly  inflamed.  Within  24-48  hours,  this 
inflammation,  if  not  already  present  in  the 


nasal  membrane,  will  soon  occur,  and  unless 
the  infection  can  be  controled  at  this  period, 
a purulent  drainage  from  the  sinuses  soon 
follows. 

The  general  symptoms  of  malaise,  aching 
shoulders,  fever  and  chills,  cough,  post-nasal 
hawking  and  expectoration,  often  vary  widely. 
Kxaminatlon  of  these  children  reveals  in  the 
acute  cases  markedly  swollen  turbinates,  often 
with  pus  located  according  to  the  sinuses  in- 
v'olved.  The  majority  of  these  cases,  how- 
ever, present  considerable  quantities  of  pus 
along  the  floor  of  both  nasal  passages.  Post- 
nasal examination  may  often  be  accomplished 
by  carefully  obtaining  the  confidence  of  the 
patient,  and  by  using  a very  small  laryngeal 
mirror.  Very  pathognomonic  changes,  par- 
ticularly in  the  ends  of  the  turbinates,  in  the 
form  of  a hypertrophied  condition,  and  also 
the  aforementioned  changes  in  the  lym- 
phatics of  the  epipharynx  and  pharynx  may 
be  found.  Cervical  adenopothy  is  often  evi- 
dent to  palpation,  if  not  to  the  eye.  In  chronic 
cases  we  look  for  turbinal  hyperplasia  and 
displacement.  The  former  is  found  most 
often  in  the  middle  portion  and  posterior  ends 
of  the  inferior  turbinates.  With  very  slight 
cocaln  shrinkage  this  definite  hyperplasia  is 
more  demonstrable.  We  will  frequently  find 
a large  bulla  ethmoldalis  displacing  the 
middle  turbinate  medianly.  Again,  posterior 
rhinoscopy  often  helps  to  locate  the  small  or 
large  masses  of  chronic  muco-pus,  which  is 
usually  very  glary  and  located  in  relation  to 
the  middle  or  inferior  turbinates,  according 
to  the  sinuses  involved. 

At  this  point  I should  like  to  call  attention 
to  the  nasal  examination  of  the  allergic  cases, 
in  which  we  do  not  find  marked  hyperplasia, 
but  simply  vaso-motor  changes  of  the  mem- 
branes, with  marked  edema  and  no  pus. 
Shrinkage  under  cocaln  or  adrenalin  will  help 
to  differentiate  these  cases,  as  well  as  a 
characteristic  pale,  water-logged  appearance 
of  the  membrane.  We  have  had  several  cases 
in  which  definite  conclusions  as  to  the  differ- 
ential diagnosis  was  so  shaded  that  only  accu- 
rate results  could  be  obtained  by  isolating 
these  children  in  their  rooms  at  the  hospital, 
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and  more  recently  the  method  of  air  washing 
has  been  of  considerable  benefit. 

The  handling  of  very  acute  sinus  infection 
demands  plenty  of  patience  in  the  patient, 
specialist  and  nurse.  Every  effort  should  be 
directed  toward  as  rapid  a control  and  cure 
of  the  acute  inflammatory  condition  as  is 
possible.  The  use  of  all  the  well  known 
forms  of  treatment,  such  as  nasal  shrinkage 
and  douching,  hot  or  cold  application  as  indi- 
cated, bed  rest,  small  doses  of  some  anti- 
pyretic, diaphoresis,  alkalinization  and  cathar- 
sis should  all  be  carefully  ministered.  In 
addition,  these  patients  must  be  guarded 
against  drafts,  particularly  at  night.  We  find 
that  this  is  best  accomplished  by  advising  the 
parents  to  ventilate  the  room  by  lowering  the 
window  from  the  top,  rather  than  raising 
from  the  bottom.  The  door  in  the  bedroom 
should  also  be  closed,  to  prevent  the  creation 
of  draft.  In  real  cold  weather,  advise  against 
these  children  sleeping  in  bedrooms  colder 
than  45-50  degrees.  Fresh,  mildly  cool  air 
is  the  best  for  nocturnal  use.  After  the  acute 
symptoms  subside  slightly,  we  then  begin  the 
use  of  ultra-violet  irradiation,  both  intra- 
nasally  and  externally.  Particularly  in  the 
winter  we  recommend  the  use  of  this  form 
of  treatment  in  the  home.  Many  inexpen- 
sive and  very  efficient  carbon  arc  lamps  are 
being  made  all  over  the  country  at  the  pres- 
ent time,  and  the  financial  obligation  is  not 
too  great  in  order  for  patients  to  have  the 
lights  in  their  home.  In  many  of  the  severe- 
acute  attacks,  we  have  found  that  a properly 
prepared  autogenous  vaccine  is  very  bene- 
ficial to  the  cure  of  that  particular  attack. 
Immunity,  however,  is  not  established  against 
any  organism,  with  the  exception  of  the  one 
which  is  usually  found  in  pure  culture  in  an 
acute  nasal  sinusitis.  WT  have  had  cases 
where  during  the  winter  months  children 
have  had  two,  three  and  as  high  as  five  severe 
and  distinct  acute,  purulent  sinusitis  attacks, 
in  which  each  time  a different  organism  is 
found,  but  in  which  an  autogenous  vaccine  was 
beneficial  in  bringing  about  convalescence. 
This  will  naturally  firing  up  the  subject  of 
vaccines  as  a jirophylactic  form  of  treatment. 


Much  has  been  written  pro  and  con  upon  this 
subject,  and  I believe  this  form  of  treatment 
has  been  greatly  abused  by  many  not  under- 
standing the  thoroughness  with  which  this 
form  of  therapy  has  to  be  administered. 

After  several  years  of  studying  the  bac- 
teriological phase  of  acute  nasal  sinusitis,  it  has 
been  determined  in  and  about  Cincinnati  that 
there  are  as  a rule  fifteen  to  sixteen  organisms 
prevalent  to  which  anyone  living  in  this  com- 
munity must  develop  immunity.  Pure  strain 
cultures  of  these  organisms  have  been  ob- 
tained, and  a carefully  prepared  vaccine  of  the 
mixture  of  all  these  has,  indeed,  been  of 
great  benefit  in  producing  immunization.  The 
injections  must  be  started  very  low,  and  not 
given  in  two  or  three  large  doses,  but  in  vary- 
ing amounts,  between  ten  and  twenty.  Dosage 
must  be  increased  gradually,  so  that  the  re- 
action is  never  great,  as  the  latter  is  always 
detrimental.  We  have  found  that  by  start- 
ing these  injections  the  middle  of  September 
or  the  first  of  October,  many  of  these  children, 
as  well  as  adults,  have  been  carried  over  the 
winter  with  very  little  acute  head  infection. 
Very  often  the  immunity  begins  to  lessen 
along  in  the  month  of  March,  and  a few 
injections  given  at  this  time  will  tide  the  pa- 
tient over  until  the  summer  months. 

Before  going  further,  I would  like  to  say 
at  this  point  that  w^e  bend  every  effort  pos- 
sible to  prevent  acute  attacks,  and  when  acute 
attacks  do  develop,  relieve  them  as  quickly 
as  possible,  as  each  carries  a certain  element 
of  danger  toward  subacute  or  chronic  sinus 
changes.  Simply  to  treat  an  acute  attack,  and 
not  follow  the  case,  further,  would  be  an 
injustice  to  our  patients.  Many  of  these 
sinuses  need  careful  treatment  for  weeks  after, 
in  order  to  prev'ent  a subacute  or  ultimate 
chronic  development  later.  In  many  of  the 
severe,  acute  attacks,  involving  mostly  the 
antrum  sinuses,  we  ask  our  patients  to  report 
to  us  a month  or  six  weeks  after  apparent  nor- 
mal sinus  condition  returns,  in  order  to  be 
positive  that  no  retained  secretion  or  undis- 
covered subacute  condition  has  been  over- 
looked. In  these  cases  having  repeated  attacks 
of  acute  infection,  the  parents  are  instructed 
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that  the  earliest  symptoms  develop  usually 
the  first  12-24  hoursj  and  abortive  measures 
may  be  successful  if  taken  at  that  time.  The 
earliest  symptoms  may  only  be  a slight 
sniffling,  or  slight  rawness  in  the  throat,  head- 
ache, or  lassitude.  The  minute  this  develops 
a very  thorough  treatment  and  24  hours  of 
bed  rest  and  all  the  above  mentioned  treat- 
ment will  in  the  majority  of  cases  abort  the 
development  of  a catarrhal  or  purulent  stage 
of  the  cold. 

Surgical  intervention  of  acute  conditions  is 
rarely  necessary.  The  only  indication  for  such 
would  be  a serious  complication,  such  as  an 
orbital  abscess  developing  from  ethmoid  or 
frontal  condition,  obstruction  of  the  antra, 
with  excessive  pain  and  edema  or  frontal  con- 
dition, obstruction  of  the  antra,  with  exces- 
sive pain  and  edema  of  the  face,  and  thorough 
intranasal  shrinkage  treatment  failing  to  drain 
the  sinus.  Any  evidence  of  meningeal  irri- 
tation, or  ocular  compliqation,  would  ailso 
indicate  the  possible  necessity  for  surgical 
drainage  of  the  sinuses  involved. 

The  care  of  the  chronic  cases  demands  e\  en 
more  patience  and  time  than  that  given  to 
the  acutely  infected  child.  It  is  our  opinion 
that  one  of  the  first  requisites  for  the  proper 
handling  of  chronic  sinusitis  in  a child  is  to 
inform  the  parents  that  the  cure  of  these 
membranes  can  not  be  accomplished  in  a 
week  or  two,  but  often  two  or  three  and  even 
five  years  of  constant  watching  and  care  on 
the  part  of  both  the  doctor  and  the  parents 
are  necessary.  The  only  hope  of  curing  such 
pathological  changes  in  a sinus  membrane  is 
to  give  nature  that  opportunity,  by  keeping 
the  child’s  resistance  up  to  a maximum  and 
preventing  as  much  as  possible  the  acute  in- 
flammatory changes,  which  always  add  to  a 
certain  degree  to  the  chronicity.  If  a child 
presents  a definite  thickening  of  the  mem- 
brane to  even  polypoid  change,  but  is  given 
the  proper  number  of  summer  periods  and 
winter  periods,  the  latter  being  practically 
free  of  colds,  we  have  found  that  cellular 
absorption  takes  place,  with  return  of  prac- 
tically normal  membrane.  It  is  in  this  type 
of  case  that  we  insist  upon  ultra-violet  irriadi- 


ation  during  the  winter  months,  when  we 
know  that  the  sun’s  ultra-violet  filtration  to 
earth  is  the  minimum.  Prophylactic  vaccines 
every  fall,  general  constitutional  correction, 
properly  balanced  diet,  and  in  the  winter  the 
shrinkage  of  the  nasal  membrane  with  one  of 
the  ephedrine  inhalant  compounds,  should  all 
be  insisted  upon.  The  turbinates  of  these 
children  always  present  a turgescent  stage, 
and  with  improper  aeration  the  nasal  passages 
are  very  apt  to  develop  tension  changes,  which 
lend  toward  bacterial  growth.  Many  of  these 
children  present  a rather  under-weighted  type, 
with  little  appetite  and  constipation.  Many  of 
these,  when  given  small  doses  of  thyroid  and 
calcium,  will  show  rapid  improvement.  We 
always  feel  safer  if  these  children  present  a 
neutral  or  alkalin  urine  reaction,  and  try  to 
maintain  this  by  whatever  method  is  easiest 
for  the  child.  This  may  often  be  done  with 
citrus  fruits,  along  with  small  doses  of  any  of 
the  alkalinizing  salts  which  may  be  palatable 
to  the  child.  We  also  insist  that  these  chil- 
dren drink  large  quantities  of  water,  as  most 
of  them  do  not  and  have  had  low  water 
intake. 

Of  course,  where  there  may  be  an  allergic 
element  in  a child  developing  chronic  changes, 
we  make  a complete  study  by  intradermal 
testing.  This  involves  a very  complicated 
number  of  tests,  but  often  is  gratifying  in  that 
a rapid  improvement  occurs  when  sensitiza- 
tion is  relieved. 

Surgical  care  of  these  cases  varies  from 
very  simple  procedures  to  highly  complicated 
ones.  A rule  which  we  use,  always  variable 
to  exceptions,  is  to  lavage  an  antrum  when 
not  responding  in  three  or  four  weeks  to  in- 
tensive medical  treatment.  Medication  then 
may  be  used  into  the  cavity,  according  to  the 
type  of  organism  found.  The  surgical  re- 
moval of  the  tonsils  and  adenoids  between 
acute  attacks  is  an  essential  in  our  opinion  in 
the  early  chronic  sinusitis  cases  as  it  is  in  cases 
of  nephritis,  where  focal  infection  must  al- 
ways be  removed.  When  definite  chronic 
changes  have  been  established  in  the  sinuses, 
which  are  the  cause  of  a systemic  disturbance, 
or  serious  local  complication,  a major  sur- 
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gical  drainage  of  the  sinuses  must  be  per- 
formed. As  a rule,  intranasal  antrum  opera- 
tion, with  uncapping  of  the  ethmoids,  usually 
accomplishes  our  ends.  Occasionally  in  chil- 
dren who  present  a fully  developed  ethmoid 
capsule,  all  of  the  cell  structures  must  be 
exenterated,  as  well  as  opening  the  sphenoid. 
More  rarely  is  it  compulsory  to  perform  radi- 
cal operations  upon  the  antra  or  frontal 
sinuses,  and  the  latter  only  in  case  of  possible 
extension  intracranially,  or  intraorbitally. 
Where  such  operations,  either  of  minor  or 
major  nature,  have  to  be  performed,  we  again 
inform  the  parents  of  the  continued  length 
of  time  necessary  for  treatment  and  obser- 
vation in  order  to  obtain  a complete  cure. 
Many  people  believe  that  a nasal  operative 
result  should  be  immediate,  and  often  a 
panacea  for  all  their  illness,  whereas  it  may 
be  two  or  three  years  before  the  desired  result 
is  possible.  I should  like  to  add  that  all  these 
cases  are  warned  time  and  time  again  of  the 


danger  of  excessive  fatigue,  lack  of  rest,  lack 
of  sunlight,  and  particularly  the  contact  infec- 
tion at  home,  where  improper  home  hygiene, 
or  even  no  hygiene,  is  carried  out. 

In  conclusion,  I should  like  to  emphasize: 

1.  The  importance  of  careful  nasal  diag- 
nosis in  all  cases  of  children  suffering  with 
diseased  tonsils  and  adenoids. 

2.  The  relationship  of  diseased  tonsils  and 
adenoids  to  nasal  sinusitis. 

3.  The  prolonged  time  element  in  the 
treatment  of  children  suffering  with  nasal 
sinusitis. 

4.  The  vast  majority  of  sinus  infected 
children  respond  to  medical  care,  rather  than 
surgical. 

5.  The  prophylaxis  of  chronic  nasal 
sinusitis  in  adults  is  better  undertaken  in  the 
care  of  these  patients  during  childhood.  I 
believe  the  future  holds  much  for  us  along 
this  line,  if  we  can  cure  and  prevent  further 
sinus  disease  when  it  develops  in  early  life. 


KXCRETORY  UROGRAPHY  * 


‘By  Bernard  H.  Nichols,  M.  D. 
Clevclfind  Clinic,  Cleveland,  Ohio 


''JpHE  rapidly  increasing  use  of  excretory 
'*■  urography  has  prompted  me  to  select  this 
subject  for  my  part  of  this  program.  The 
simplicity  and  safety  of  the  intravenous  injec- 
tion of  certain  iodide  compounds  which  are 
excreted  almost  entirely  by  the  kidney  has 
disseminated  this  practice  into  the  field  of 
urinary  diagnosis  to  such  an  extent  that  uro- 
grams are  made  by  this  procedure  in  most 
localities  where  roentgen-ray  equipment  is 
available.  Cieneral  practitioners  in  greatly 
increasing  numbers  are  making  use  of  this 
method. 

'J’he  use  of  intravenous  urography  by  gen- 
eral practitioners  certainly  should  not  be  dis- 
couraged, for  much  valuable  diagnostic  infor- 
mation may  be  obtained  in  this  manner  which 
heretofore  has  been  available  only  to  the 

• Rtj<l  bfforr  Wc«(  Virninu  Slil«  Mfilical  A»»ocijlion.  Junt  2 2. 
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urologist  and  consequently  only  to  a limited 
number  of  patients.  With  the  increased  use 
of  this  method  of  investigation,  howev^er,  goes 
a great  responsibility  which  must  not  be 
ignored  and  this  is  the  interpretation  of  the 
urographic  findings. 

Before  discussing  this  phase  of  excretory 
urography  I should  like  first  to  review  briefly 
the  preliminary  work  in  this  field. 

History. — The  development  of  the  selectan 
group  of  drugs  has  been  followed  for  several 
years  by  Professor  Arthur  Binz  of  Berlin. 
I laving  found  that  some  of  these  drugs  were 
excreted  by  the  kidney  it  was  hoped  that  some 
of  them  might  have  value  in  roentgenographic 
diagnosis.  While  working  in  von  Lichten- 
berg’s  laboratory.  Dr.  Swlck  of  New  York 
finally  developed  one  of  the  group  which 
showed  a minimum  of  toxic  activity.  This 
drug  was  called  uro-selectan  and  prov'ed  to 
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be  of  practical  use  in  the  roentgenographic 
diagnosis  of  kidney  lesions.  Since  then  other 
compounds  such  as  skiodan  and  neo-iopax 
ha\e  been  developed  with  progressive  im- 
provement in  the  results  obtained. 

The  principle  involved  in  the  use  of  these 
compounds  is  excretion  of  iodide  by  the 
kidney  in  a concentration  of  about  ri\  e to  six 
per  cent.  This,  then,  provides  the  maximum 
density  of  shadow  and  larger  quantities  of 
material,  or  compounds  with  a greater  iodine 
content  do  not  increase  the  density  of  the 
urographic  shadow.  Hence  it  is  necessary  to 
learn  to  interpret  the  shadow  densities  from 
this  six  per  cent  solution  as  a guide  to  func- 
tion. These  shadows  of  necessity  must  be 
much  less  dense  than  those  obtained  by  direct 
injection  of  sodium  iodide  into  the  ureter. 
The  urogram  of  iodide  excretion,  however, 
represents  not  only  the  anatomic  deviation  as 
shown  by  the  instrumental  pyelogram  but 
also  the  physiologic  aspect  of  the  case  under 
investigation.  This  is  a marked  advance  over 
any  method  heretofore  attainable  and  with 
careful  interpretation  much  valuable  infor- 
mation may  be  accurately  determined. 

Pyelograms  made  by  means  of  intravenous 
urography  are  devoid  of  artefacts.  These  are 
often  present  in  the  ordinary  pyelogram  either 
because  of  incomplete  filling  or  over-disten- 
tion of  the  kidney  pelvis,  which  may  easily 
simulate  a moderate  hydronephrosis  in  a per- 
fectly normal  kidney  or  a deformity  such  as 
would  be  present  with  tumor  or  infection. 
Hence  the  final  diagnosis  in  such  instances 
must  rest  entirely  with  the  clinical  history  and 
findings  and  the  pyelogram  contributes  little 
save  confusion  of  the  true  picture. 

To  avoid  such  erroneous  findings,  all  inter- 
ference with  activity  of  the  urinary  tract 
should  be  avoided.  When  excretory  uro- 
graphy is  being  done,  compression  bags,  a 
distended  bladder,  or  mechanical  interference 
with  ureteral  drainage  should  be  eliminated, 
thus  allowing  normal  functional  activity  for 
the  patient  being  examined.  Any  deviation 
from  this  procedure  may  give  rise  to  false 
interpretation  of  the  urographic  findings. 
Opinion  on  urologlc  films  made  by  this 


method  should  be  guarded  unless  all  the 
conditions  under  which  the  examination  was 
made,  are  known. 

Indications. — This  method  of  investigation 
may  be  considered  as  indicated  in  any  case 
in  which  pyelography  of  any  type  is  necessary 
to  aid  in  the  diagnosis  of  urinary  disease.  In 
addition,  there  are  special  indications  for  this 
method  of  examination,  in  all  those  cases  in 
which  cystoscoplc  examination  is  impossible 
or  extremely  difficult,  as  in  cases  of  tubercu- 
losis of  the  bladder,  of  vesicle  hemorrhage, 
of  prostatic  obstruction,  of  bladder  tumor,  of 
.active  infection,  of  urethral  stricture  or  de- 
formities, and  in  children  and  patients  who 
can  not  tolerate  cystoscopy.  Intravenous  uro- 
graphy is  indicated  also  in  cases  of  ruptured 
kidney,  of  ruptured  bladder,  of  transplanted 
ureters,  of  ureteral  obstruction  due  to  stone 
or  stricture  and  in  severe  urinary  infection. 
This  method  also  provides  bilateral  pyelo- 
grams. Perhaps  its  greatest  use  in  cases  in 
which  pyelography  can  be  done  is  to  check 
the  findings  for  comparison  j the  former 
shows  only  the  presence  of  anatomic  devia- 
tions from  normal  while  the  excretory  uro- 
gram discloses  the  anatomic  picture  of  the 
kidney  under  normal  functional  conditions  to- 
gether with  the  undistorted  dynamics  of  the 
organ.  A definite  illustration  of  this  may  be 
seen  in  the  case  of  a ptosed  kidney  in  which 
a pyelogram  done  by  catheterization  of  the 
ureter  shows  perhaps  a little  over-distention 
of  the  pelvis  and  raises  the  question  as  to 
whether  or  not  the  patient’s  pain  may  be  due 
to  hydronephrosis  of  moderate  degree.  Ex- 
cretory urography  in  such  a case,  when  there 
is  no  hydronephrosis,  shows  the  pelvis  of  both 
kidneys  and  comparison  reveals  no  dilatation 
of  the  renal  pelvis  being  investigated. 

Renal  Function. — The  determination  of 
renal  function  by  this  method,  however,  must 
take  into  consideration  the  possibility  of  in- 
hibitory secretion  which  may  be  present  in 
many  cases  where  no  pyelographlc  shadow  is 
seen,  particularly  on  one  side.  From  this 
finding,  a diagnosis  of  non-function  or  absence 
of  a kidney  should  not  be  concluded.  How- 
ever, when  the  iodine  compound  appears  on 
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both  sides,  bilateral  function  is  certain  and 
observation  of  the  successive  films  gives  a 
clear  idea  as  to  the  degree  of  function  on  each 
side.  Obstructions  and  retention  usually  give 
rise  to  shadows  of  increased  density  due  to 
accumulation  of  the  iodide  and  continuation 
of  the  shadow  shows  the  degree  of  obstruc- 
tion. In  my  experience  the  most  reliable  data 
are  obtained  by  excretory  urograms  in  cases 
of  hydronephrosis,  in  the  identification  of 
suspicious  urinary  shadows,  in  the  determina- 
tion of  whether  or  not  a kidney  is  normal, 
also  in  ruling  out  the  presence  of  abdominal 
masses  suspected  of  being  connected  with  the 
kidney.  And  valuable  information  concern- 
ing renal  function  is  obtained  in  a vast  num- 
ber of  cases  in  which  instrumental  pyelo- 
graphy is  difficult  or  impossible. 

Roentgenologists  and  diagnosticians  should 
not  be  discouraged  in  the  use  of  this  method 
of  diagnosis  of  kidney  lesions,  but  all  efforts 
should  be  made  to  increase  their  interpretive 
acumen.  If  this  is  done,  many  more  cases 
of  urologic  disease  will  reach  the  urologist 
for  diagnosis  and  treatment  and  most  of  the 
difficult  cases  do  require  his  aid  for  diagnosis 
and  surgical  opinion. 

Braasch'  has  said:  “1  see  no  objection  to 
relying  on  the  data  afforded  by  intravenous 
urography.  In  determining  the  indication 
for  surgical  treatment  in  most  cases  of 
hydronephrosis  and  renal  stone,  cystoscopic 
examination  is  superfluous.” 

Contramd'icatwns. — A marked  degree  of 
kidney  deficiency  with  hepatic  disease  consti- 
tutes a definite  contraindication  to  the  use  of 
intravenous  urography.  Due  to  excretory 
deficiency,  no  shadow  is  found  in  the  kidneys 
in  such  cases.  'I'he  use  of  this  method  has 
been  stated  to  be  contraindicated  in  pregnant 
women.  Dr.  Paul  Schumacker^  reported  the 
sfutly  by  intravenous  urograjihy  of  one  hun- 
dred pregnant  women  with  fre<iuent  exami- 
nations during  the  period  of  gravidity.  No 
untoward  effects  of  any  kind  were  noted. 
Much  valuable  information,  however,  was 
obtained^  I report  his  conclusions: 

1.  Our  knowledge  of  the  changes  in  the 
ureters  caused  by  pregnancy  so  far  has  been 


based  upon  more  or  less  nonphysiological 
methods  of  examination,  and,  therefore,  the 
results  are  not  very  reliable. 

2.  Intravenous  pyelography  with  uro- 
selectan,  on  the  other  hand,  permits  obtaining 
a true  picture  of  the  normal  and  pathological 
ureters,  and  is,  therefore,  of  great  value. 

3.  These  examinations  were  made  by 
means  of  the  stereoscopic  method  on  100 
pregnant  women  with  the  following  results: 

4.  The  ureters  are  normal  in  the  first 
four  months  of  the  pregnancy. 

5.  In  the  fifth-sixth  months  the  lower  sec- 
tion of  the  abdominal  ureter  is  displaced  in  50 
per  cent  of  the  cases  by  the  gravid  uterus, 
and  in  the  seventh-eighth  months  in  over  80 
per  cent  of  the  cases. 

6.  The  pelvic  ureter  is  only  slightly  dis- 
placed by  the  growing  uterus. 

7.  Beside  the  displacement  of  the  abdomi- 
nal ureter  towards  one  side  and  toward  the 
back,  one  can  see  that  even  at  early  pregnancy, 
the  abdominal  ureter  is  slightly  enlarged  and 
hypotonic. 

8.  This  enlargement  and  decrease  of  tonus 
can  be  noticed  in  1 00  per  cent  of  the  cases, 
starting  with  the  fifth  month.  It  increases 
toward  the  end  of  pregnancy  and  affects  both 
ureters  in  83  per  cent  of  the  cases.  In  15  per 
cent  of  the  cases  on  the  left  side,  and  in  two 
per  cent  of  the  cases  on  the  right  side  no 
dilatation  can  be  noticed. 

9.  The  abdominal  ureter  can  be  enlarged 
to  a diameter  of  2-2:5  cm.  This  dilatation 
is  found  in  primiparous  and  multiparous  cases. 

10.  We  only  found  the  pelvic  ureter 
dilated  in  two  cases  (congenital  anomaly?). 
In  extreme  dilatation  of  the  abdominal 
ureter,  the  pelvic  ureter,  on  account  of  its 
hyperperistalsis  shows  only  small,  interrupted 
fillings. 

1 1 . Formation  of  kinks  of  the  ureter 
directly  below  the  kidney  pelvis  or  at  the 
boundary  of  the  upper  and  middle  third  of 
the  abdominal  ureter  is  found  in  pregnancy 
in  60  per  cent  and  20  per  cent,  respectively; 
that  is,  in  80  per  cent  of  all  of  the  cases,  and 
usually  in  a conseiiuence  of  stoppage. 
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12.  The  obstructive  effect  of  this  kink  for- 
mation upon  the  renal  flow  upon  the  kidney 
pelvis  is  generally  of  small  significance  and 
can  be  recognized  radiographically  only  in 
very  marked  kinking. 

13.  The  cause  of  the  dilatation  of  the 
ureters  and  the  kidney  pelvis  is  to  be  found 
in  a compression  of  the  hypotonic  ureters.  A 
compression  of  the  ureters  on  the  linea  inno- 
minata  can  be  observed  very  rarely  in  two 
per  cent  of  the  cases, 

14.  The  fact  that  the  right  ureter  is  dilated 
more  frequently  and  to  a higher  degree  than 
the  left  one  is  a consequence  of  the  increased 
compression  of  the  right  ureter  by  the  body 
of  the  uterus,  which  is  inclined  toward  the 
right  side. 

1 5.  A change  of  the  position  of  the  patient 
can,  in  some  cases,  relieve  the  obstruction. 

1 6.  The  form  of  the  pelvis  and  position 
of  the  fetus  and  small  displacement  of  the 
pelvic  ureter  have  no  significance  upon  the 
compression. 

1 7.  The  degree  of  dilatation,  however, 
shows  a certain  dependence  upon  the  tonus 
of  the  uterus,  since  for  a flabby  uterus,  com- 
pression is  especially  high. 

1 8.  In  asthenia,  compression  of  the  uterus 
is  very  frequent,  but  extreme  obstruction 
occurs  in  healthy  pregnant  women. 

19.  The  decreased  tonus  of  the  ureters  in 
pregnancy  can  be  recognized  on  the  pyelo- 
gram  and  can  be  proven  by  artiflcial  stoppage 
in  pregnant  and  non-pregnant  women. 

Interpretation.  ■ — Interpretation  of  the 
bladder  shadow  by  the  intravenous  method 
of  examination  shows  the  usual  diverticulum, 
trabecLilations  and  definitions  of  tumors,  as 
seen  by  the  cystogram  and  in  many  instances 
is  sufficient  to  establish  a diagnosis. 

The  Ureter.- — It  has  been  said  by  some 
authors  that  if  the  urogram  shows  the  ureter 
filled  with  the  dye  the  presence  of  a diseased 
ureter  is  indicated.  My  experience,  however, 
is  that  such  an  Interpretation  should  not  be 
placed  upon  this  finding  alone,  for  many 
normal  ureters  may  be  seen  in  their  entire 
length.  Partial  filling,  however,  is  the  rule 
and  if  a series  of  films  is  studied,  usually  the 


entire  ureter  may  be  seen  in  various  stages 
of  filling.  This  gives  a clear  idea  of  the 
ureteral  position  and  activity  without  distor- 
tion or  artificial  stimulation.  Obstruction 
or  dilatation  may  readily  be  determined  and 
the  presence  of  ureteral  stricture  usually  is 
accurately  shown  by  a constant  filling  defect 
in  the  serial  films.  If  spasm  is  present,  the 
shadow  usually  changes  with  the  peristalsis 
of  the  ureter.  Such  an  examination  also  gives 
a clear  picture  of  the  kidney  above  such  an 
obstruction.  Whether  or  not  the  function 
of  the  kidney  is  found  to  be  normal.  Impaired 
or  absent,  will  aid  in  determining  whether 
Instrumental  attempts  be  continued  for  dila- 
tation of  a stricture  or  removal  of  a stone 
without  permanent  damage  to  the  kidney. 
Such  information  can  not  in  many  instances 
be  obtained  by  ureteral  catheterization,  as  the 
obstruction  prevents  investigation  beyond  that 
point. 

Anomalous  ureters,  particularly  those 
showing  bifurcation  with  only  one  opening 
in  the  bladder  may  be  illustrated  nicely,  and 
also  ureters  with  openings  outside  the  bladder 
and  all  types  of  ureteral  anomalies  may  be 
shown.  Studies  of  the  ureter  after  operative 
procedures,  such  as  removal  of  stones,  show 
the  extent  of  narrowing  of  the  ureter  and  also 
the  amount  of  improvement  in  the  previous 
kidney  damage  either  as  evidenced  by  the 
function  or  by  diminished  hydronephrosis. 
Studies  of  transplanted  ureters  showing  the 
usual  dilatation  together  with  the  kidney 
function  are  more  satisfactory  than  by  any 
other  method. 

The  Kidney. — Interpretation  of  the  pye- 
logram  is  of  much  importance.  The  case  in 
which  there  is  hydronephrosis  usually  shows 
enlargement  of  the  pelvis  and  calyces  as  in 
the  instrumental  pyelogram-  but  in  the  in- 
travenous pyelogram  the  dilatation  represents 
a true  functional  picture  of  the  kidney  without 
the  possibility  of  over-distention  or  distortion 
often  seen  by  Instrumental  examination. 

The  presence  and  location  of  calculi  may 
be  well  demonstrated  in  most  instances  and 
the  function  of  both  kidneys  may  be  ascer- 
tained at  the  same  time. 
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The  identity  of  a palpable  abdominal  mass 
may  be  determined  by  the  intravenous  pyelo- 
gram  which  shows  the  kidney  pelvis  and  the 
kidney  outline  and  either  excludes  or  incrimi- 
nates the  kidney  as  the  harbinger  of  such  a 
mass.  If  the  tumor  is  attached  to  this  organ, 
its  effect  on  the  kidney  may  be  shown. 

Anomalous  kidneys,  with  the  exception  of 
polycystic  kidneys,  which  usually  have  a poor 
function,  may  well  be  determined  with  the 
same  characteristic  shadows  as  are  seen  with 
instrumental  pyelograms. 

Infection  of  the  Kidney. — The  inter- 
pretation of  the  pyelogram  in  cases  of  infec- 
tion of  the  kidney  usually  is  difficult.  Im- 
paired renal  function,  the  presence  of  retained 
pus  and  detritus  often  render  impossible  a 
diagnosis  by  means  of  the  intravenous  pyelo- 
gram. Early  destructive  lesions  are  not 
recognized,  in  many  instances,  or  filling  de- 
fects due  to  poor  function  may  be  mistaken 
for  disease. 

In  my  experience,  retrograde  pyelography 
is  indispensable  in  most  cases  of  renal  infec- 
tion. However,  in  tuberculosis  of  the  kidney, 
a diagnosis  often  can  be  made  by  an  intra- 
vcneous  pyelogram  and  comparison  of  the 
opposite  side  can  be  made,  together  with  the 
demonstration  of  ureteral  stricture  so  com- 
monly accompanying  tuberculous  kidney.  This 
method  solves  the  difficulty  of  bilateral  pyelo- 
grams and  also  the  controversy  as  to  whether 
or  not  a tuberculous  ureter  should  be  catheter- 
ized.  Many  cases  may  be  difficult  to  diag- 
nose by  this  method  alone  and  in  our  clinic 
there  is  no  hesitancy  in  doing  a retrograde 
pyelogram  in  the  presence  of  a tuberculous 
kidney  if  it  is  technically  possible.  However, 
there  are  cases  in  which  the  bladder  involve- 
ment is  so  great  that  cystoscopic  examination 
and  catheterization  can  not  be  done  and  in 
these  cases  intravenous  pyelography  gives  the 
only  information  obtainable. 

Kidney  Tumor. — Interpretation  of  uro- 
grams in  the  presence  of  tumor  is  difficult, 
particularly  in  the  early  cases  or  those  in 
which  function  is  much  impaired.  Since 
tumors  usually  produce  evidence  of  anatomic 
distortion  retrograde  pyelography  with  its 


sharp  dense  outlines,  is  the  better  procedure 
in  the  presence  of  a kidney  tumor.  Intra- 
venous pyelography  is  a good  initial  check  for 
suspicious  cases  and  is  often  sufficient  for 
diagnosis  and  is  valuable  in  ruling  out  other 
diseases  of  the  kidney.  It  is  our  experience 
that  most  kidney  lesions  require  all  the  evi- 
dence it  is  possible  to  obtain,  including  a care- 
ful history,  cystoscopic  findings,  and  urinary 
examinations  from  both  kidneys,  so  that  a 
final  opinion  should  be  reserved  until  the 
patient  has  been  studied  by  the  urologist  be- 
fore operative  treatment  or  surgical  procedure 
is  undertaken. 

Summary. — 1.  Excretory  urography  is  not 
a competitive  method  of  examination,  but  a 
very  valuable  adjunct  to  other  diagnostic  pro- 
cedures and  is  almost  universally  applicable. 

2.  This  method  determines  the  functional 
as  well  as  the  anatomic  condition  of  the  uri- 
nary tract. 

3.  No  artificial  means  should  be  used  to 
accentuate  the  shadow's  as  this  precludes  the 
advantages  of  this  method. 

4.  No  greater  concentration  of  the  iodine 
than  five  or  six  per  cent  will  be  excreted  by 
the  kidney  with  a normal  excretion  threshold. 

5.  The  technique  of  application  is  com- 
parable to,  and  apparently  may  be  done  w'lth 
no  greater  difficulty  or  danger  than  is  en- 
countered in  the  practice  of  intravenous  cho- 
lecystography. 

6.  An  entirely  new'  understanding  of  some 
phases  of  kidney  dynamics  is  Illustrated  by 
intravenous  urography.  For  instance,  the 
normally  functioning  kidney  pelvis  is  almost 
completely  filled  instead  of  empty  as  was 
believed  formerly. 

7.  There  is  a systolic  and  diastolic  rhythm 
in  the  pelvis  of  the  kidney. 

8.  The  true  shape  and  position  of  the 
ureter  has  been  learned  without  distortion, 
and  also  its  peristalsis  with  alternate  narrow- 
ing and  distention,  thus  giving  a definite 
identity  to  ureteral  stricture. 

9.  \'aluable  information  as  to  the  cause 
of  hydronephrosis  in  pregnancy  has  been 
determined. 
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10.  The  findings  of  intravenous  urography 
are  most  valuable  in  the  presence  of  hydro- 
nephrosis anci  of  calculi. 

1 1.  This  method  is  not  well  suited  to  the 
study  of  infectious  processes  in  the  kidney 
other  than  tuberculosis. 

12.  Renal  tuberculosis  in  its  early  stages 
is  also  difficult  to  diagnose  b\'  the  intravenous 
pyelogram. 

1 3.  The  use  of  this  method  of  urography 
eliminates  the  controversy  as  to  whether  or 
not  bilateral  pyelograms  should  be  made,  and 
also  settles  the  question  as  to  whether  pyelo- 
graphy should  be  attempted  in  the  presence 
of  renal  tuberculosis. 


1 4.  The  intravenous  method  does  not 
yield  sufficient  information  in  most  cases  of 
renal  tumor,  particularly  in  the  early  stages. 

15.  All  information  possibly  obtainable 
must  be  used  in  the  diagnosis  of  questionable 
cases,  including  history,  urinary  findings, 
cystoscopic  examination,  and  especially  the 
opinion  of  a competent  urologist. 
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SUDDEN  HEART  DEATH  * 


'By  W.  T.  McClure,  M.D. 
Wheeliug,  W.  Va. 


'^HE  high  incidence  of  heart  disease  among 
the  average  run  of  patients  is  a fact,  and 
not  a theory.  A brief  mental  review  of  the 
total  cases  of  serious  disease,  seen  by  any  one 
general  physician  in  any  arbitrary  period  of 
time,  will  show  a high  proportion  in  the 
cardiovascular  group. 

In  Ohio  County,  West  Virginia,  which  in- 
cludes the  city  of  Wheeling,  heart  disease  is 
the  leading  cause  of  death.  In  the  year  1931, 
917  fatal  cases  were  reported  to  the  health 
commissioner;  heart  disease  was  given  as  the 
cause  147  times,  for  an  average  of  sixteen 
per  cent.  Cancer,  violence  and  pneumonia 
followed  In  the  order  named,  with  100,  97 
and  73  cases,  respectively. 

Statistics  from  larger  centers  of  population 
are  equally  interesting  and  even  more  con- 
vincing. In  New  York  City,  one  out  of 
every  four  deaths  is  attributed  to  diseases  of 
the  heart,  and  there  were  18,000  such  deaths 
in  the  year  1931.  This  latter  figure  repre- 
sents an  increase  of  twenty-five  per  cent  in 
the  annual  rate  since  1920. 

It  is  realized  that  no  figures  quoted  are 

* Read  before  West  Virginia  State  Medical  Association.  June  23, 
1932.  at  Parkersburg. 


100  per  cent  correct;  however,  as  a group  of 
diseases,  those  of  the  heart  ordinarily  present 
no  great  difficulty  in  diagnosis.  Present  or 
previous  infection,  evidence  of  enlarged  heart, 
signs  of  valvular  damage,  symptoms  of  de- 
compensation, and  other  studies  point  to 
organic  damage  to  the  heart.  Finer  details 
may  be  lacking  in  the  diagnosis  of  particular 
cases,  but  it  is  likely  that  the  diagnosis  of 
heart  disease,  in  the  great  majority  of  cases, 
is  correct,  and  that  figures  showing  a wide 
prevalence  of  such  diseases  are,  on  the  whole, 
reliable. 

In  the  great  majority  of  heart  cases,  death 
is  a slow  process.  The  death  of  a patient 
who  suffered,  for  example,  over  a period  of 
years  from  valvular  heart  disease  of  rheu- 
matic origin,  is  not  usually  regarded  as  a sud- 
den event.  There  is  a group,  however,  said 
to  comprise  2.5  per  cent  of  all  deaths,  in 
which  the  signs  and  symptoms  are  more  ob- 
scure, and  in  which  death  is  rather  sudden, 
and  often  unexpected. 

In  considering  the  subject  of  sudden  heart 
death,  two  other  diseases  of  sudden  onset 
should  be  mentioned  which  are  frequently 
confused  with  acute  heart  attacks.  Of  these 
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apoplexy  is,  of  course,  sudden  in  onset,  but 
death  itself  is  usually  not  immediate.  Acute 
dilatation  of  the  viscera,  especially  the 
stomach,  is  occasionally  blamed  for  a hasty 
exit,  but  this  condition  usually  occurs  in  acute 
diseases,  and  post- operatively  5 and  while  it 
will,  no  doubt,  contribute  to  a fatal  issue 
there  is  usually  plenty  of  warning. 

In  a large  series  of  cases  consulted,  the 
relatively  rare  causes  of  sudden  deaths  of  all 
kinds  were  rupture  of  the  heart,  emboli  from 
areas  of  venous  thrombosis,  thymic  death,  and 
massive  pulmonary  hemorrhage  5 while  the 
overwhelming  majority  were  cardiac  in 
origin,  and  were  caused  by  angina  pectoris 
and  occlusion  of  the  coronary  arteries. 

The  two  terms,  angina  pectoris  and  coro- 
nary occlusion,  are  used  advisedly.  There 
has  been  some  controversy  as  to  the  Identity 
of  the  two  conditions  5 some  writers  believe 
that  in  classical  angina  pectoris,  the  seat  of 
the  fatal  disturbance,  is  in  the  muscle  fibres  of 
the  heart,  combined  with  spasm  of  the  aorta. 
Others  hold  that  a spasmodic  contraction  of 
the  walls  of  the  coronary  arteries  takes  place, 
resulting  in  anemia  of  the  heart  muscle  and 
instant  death.  Reflex  stimulation  of  the  vagus 
nerve  is  still  another  explanation.  It  is  quite 
evident  that,  in  such  a transient  phenomenon 
as  angina  pectoris,  associated  with  such  in- 
tangibles as  emotion  and  exertion,  the  exact 
mechanism  of  death  is  hard  to  observe.  If 
such  theories  are  true,  there  is  little  reason 
to  look  for  a preexisting  anatomical  back- 
ground. Cases  are  cited  in  which  a careful 
post-mortem  study  failed  to  reveal  a cause  of 
death;  and  further,  other  cases  are  described 
in  which  the  coronary  arteries  are  almost 
closed  by  disease  in  patients  who  never  had 
symptoms  of  angina,  and  who  died  apparently 
of  other  causes.  Other  authorities  state  that 
sclerosis  of  the  coronary  arteries  is  always 
present  and  can  be  found  if  a thorough  search 
be  made.  In  this  connection  are  recalled  the 
myocardial  changes  and  sudden  death  of 
syphilitic  origin.  Warthin’s  proof  of  active 
periarteritis  of  the  vessels  of  the  heart,  in 
patients  who  were  clinically  cured  of  syphilis. 


was  reached  after  months  of  study  on  single 
specimens. 

An  inquiry  into  the  mechanism  of  sudden 
heart  death,  as  observed  clinically,  may  be 
profitable.  According  to  experience,  these 
cases  will  usually  fall  into  one  of  three 
groups: 

1.  Those  initiated  by  an  acute  pulmonary 
edema. 

2.  Those  characterized  by  gastric  pain  and 
vomiting,  with  death  in  a few  hours,  or  even 
recovery. 

3.  Those  who  die  instantaneously  without 
a death  struggle. 

Acute  pulmonary  edema  is  not  an  uncom- 
mon mode  of  sudden  death  for  an  old  heart 
case.  This  condition  is  caused  by  increased 
tension  in  the  capillaries  of  the  lungs  due 
to  an  embarrassed  left  ventricle,  the  right 
ventricle  remaining  relatively  strong.  There 
may  be  an  added  toxic  factor  acting  on  the 
pulmonary  vessels,  some  metabolite,  perhaps 
not  thrown  off  by  damaged  kidneys,  so  often 
present  in  these  cases.  Gallop  rhythm  and 
left  branch  block  (with  a question  mark  after 
the  “left”)  were  observed  in  one  patient,  in 
the  Interval  between  attacks.  Acute  pul- 
monary edema  is  one  of  the  most  urgent  of 
all  medical  emergencies.  The  intense  dys- 
pnea, the  anxious  expression,  the  ashy-gray 
color,  the  cold  clammy  leaking  skin,  present 
a most  distressing  picture  to  the  physician. 
Death  may  occur  in  a few  minutes.  Asso- 
ciated with  such  serious  myocardial  damage, 
the  patient  usually  does  not  survive  two  or 
three  attacks. 

In  a second  type  of,  fatal  heart  attack,  the 
chief  symptom  may  be  epigastric  pain  and 
vomiting,  the  acute  indigestion  of  the  daily 
newspaper.  During  an  attack  of  average 
severity,  embarrassment  of  the  circulation  is 
evident,  as  shown  by  cyanosis,  weak  pulse, 
distant  and  irregular  heart  sounds.  The 
lungs  may  remain  free  of  rales.  Certain 
cases  may  be  v'ery  mild,  without  pronounced 
symptoms,  and  gross  changes  in  the  circula- 
tion absent.  In  such  cases  we  are  liable  to 
grave  diagnostic  mistakes.  There  may  be  a 
history  of  some  unusual  exertion  or  excite- 
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niL'nt  preceding  the  attack.  The  pain  may  be 
a mere  discomfort,  not  referred.  The  pa- 
tient himself  will  refer  his  trouble  to  wind- 
pipe, stomach  and  liver,  or  blame  it  on  the 
last  thing  eaten.  He  will  not  be  alarmed, 
or  say  he  isn’t,  and  will  often  cJiscredit  the 
suggestion  that  serious  myocardial  changes 
will  produce  such  symptoms.  These  attacks 
may  occur  at  inter\als  of  months  or  years. 
In  those  cases  caused  by  infarct,  a cure  may 
follow,  because  of  the  establishment  of  a 
collateral  circulation  in  the  damaged  area.  In 
the  graver  forms,  cieath  usually  occurs  within 
a few  hours  from  a superimposed  myocardial 
failure. 

In  a third  type  of  acute  heart  attack,  death 
may  be  so  sudden  as  to  be  almost  instantane- 
ous. The  death  struggle  may  consist  of  a 
few  involuntary  twitchings  of  the  muscles. 
Cyanosis  is  a prominent  symptom,  in  fact  the 
only  one  usually  seen  by  the  physician.  To 
explain  the  suddenness  of  the  event,  fibrilla- 
tion of  the  ventricles  becomes  highly  prob- 
able. There  are  some  reasons  for  reaching 
such  a conclusion.  In  the  first  place,  the 
worm-like  fibrillary  contraction  of  the  ven- 
tricles has  been  seen  In  the  experimental 
animal  under  a variety  of  conditions,  and,  in 
fact,  was  described  in  the  dog  before  it  was 
known  to  occur  in  the  human.  And  we  are 
taught  by  those  experienced  both  In  experi- 
mental and  clinical  medicine  that  the  instant 
death  seen  in  ventricular  fibrillation,  experi- 
mentally produced,  resembles  very  much 
those  cases  of  extremely  sudden  heart  death 
in  the  human.  In  the  second  place,  ven- 
tricular fibrillation  has  been  recorded  in  the 
human  heart,  both  as  a transient  phenomenon 
and  in  the  dying  individual.  Its  occurrence  as 
a probable  cause  of  very  sudden  death  may 
even  be  assumed  in  those  patients  who  are 
known  to  have  had  multiple  foci  of  irritation 
in  the  ventricles. 

This  discussion  has  for  a background  a 
clinical  experience  of  twenty-two  cases  of 
sudden  heart  death  seen  in  a general  prac- 
tice during  the  past  six  years.  Such  a small 
series  would  hardly  deserve  detailed  analysis. 


except  that  the  lessons  learned  can  be  amply 
verified  in  studying  the  work  of  others  whose 
experience  is  more  extensive. 

The  patients  were  mostly  old  people;  the 
oldest  was  eighty,  the  youngest  thirty-five. 
The  average  age  was  sixty-nine  years.  There 
were  thirteen  males  and  nine  females.  Of 
these  cases  five  died  during  attacks  of  acute 
pulmonary  edema.  Twelv'e  deaths  followed 
precordial  or  epigastric  pain  and  vomiting, 
more  or  less  prolonged.  Of  the  remaining 
five  cases,  the  most  prominent  feature  was 
the  suddenness  of  the  death. 

It  is  worthy  of  note  that  swelling  of  the 
feet,  or  other  gross  signs  of  chronic  passive 
congestion,  were  found  In  no  case.  In  twelve 
patients  only  were  blood  pressure  readings 
taken  previous  to  the  attack,  and  of  these  only 
one  showed  hypertension.  Cardiovascular  lues 
usually  appears  in  lower  age  groups,  and  most 
of  these  had  reached  an  age  at  which  syphilis 
would  not  be  believed  until  proven.  In  three 
only,  as  it  happened,  the  three  youngest,  was 
the  blood  examined,  and  in  these  cases  both 
the  clinical  history  and  the  negative  Wasser- 
mann  were  against  syphilis.  It  is  likely  that 
syphilis  played  no  part  in  the  death  of  any 
of  these  patients.  Not  one  of  them  died  in 
a hospital  and  not  one  came  to  autopsy. 
Angina  pectoris  and  coronary  occlusion  are 
diseases  of  the  home,  office  and  street,  and 
sudden  heart  death  is  usually  observed  and 
attended  by  the  family  or  neighborhood  phy- 
sician. 

A recent  study  shows  that  fifty  per  cent 
of  all  heart  deaths  occur  in  the  latter  decades 
of  life,  i.e.,  after  fifty  years,  and  fall  in  the 
arteriosclerotic  group.  There  surely  has  been 
an  absolute  increase  in  the  number  of  heart 
deaths  presenting  the  clinical  picture  of 
angina  pectoris.  Physicians  have  shown  little 
concern  when  comparing  this  Increase  with 
statistics  of  former  years.  Such  an  Increase 
might  be  expected,  and  is  merely  a corollary 
to  the  general  well-known  proposition  that 
the  span  of  life  has  been  Increased  and  that 
more  people  live  to  an  age  when  such  dis- 
eases are  more  common.  Any  emphasis  on 
the  wide  prevalence  of  this  type  of  heart  dis- 
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ease,  by  physicians,  would  benefit  very  little  vention  of  heart  disease,  unless  they  are  in  a 
those  who  really  are  afflicted,  and  would  cause  position  to  offer  suggestions  how  to  escape  the 
needless  worry  in  that  large  group  who  think  commonest  of  all  lesions,  an  obliterating 
they  have  heart  disease.  The  profession  endarteritis  of  heart  and  kidney.  There  should 
should  undertake  no  campaign  for  the  pre-  be  no  “Heart  Disease  Week.” 

EYE,  EAR,  NOSE  AND  THROAT  PATHOLOGY  IN  CHILDREN* 


'By  A.  P.  Hudgins,  M.D. 
Hinton^  IV.  Prt. 


'^HERE  is  an  impression  among  the  laity 
at  times  found  even  among  doctors  that 
the  only  thing  a child  need  to  do  is  consult 
the  eye,  ear,  nose  and  throat  department  for 
his  tonsils  and  adenoids.  If  these  have  been 
removed,  nothing  else  can  be  done  in  this 
department.  This  is  afar  from  the  truth. 

Little  need  be  said  here  about  how  im- 
portant it  is  to  remove  diseased  tonsils  and 
adenoids  which  cause  obstruction.  This  is  a 
well  known  fact — too  well  eistablished  at 
times.  For  in  all  fair  mindedness  one  should 
not  stop  looking  for  pathology  just  because 
diseased  tonsils  are  found.  This  is  not  a 
panacea  for  juvenile  complainants.  One  may 
subject  himself  to  severe  and  unnecessary 
criticism  at  times  because  of  too  positive  a 
statement  about  the  cure  to  be  expected. 

A good  deal  can  be  said  on  both  sides  of 
this  problem.  Rather  severe  symptoms  can 
be  caused  by  tonsils  that  are  small  and  insig- 
nificant while  tonsils  that  are  large  and  im- 
posing in  their  appearance  may  not  be  the 
pathology  underlying  a condition  whose 
etiology  is  usually  thought  of  in  terms  of 
tonsils. 

A good  illustration  of  this  may  be  cited 
in  case  b'.  S.,  white  female,  aged  nine,  ad- 
mitted to  the  hospital  with  chief  complaint 
recurrent  choreic  attacks.  About  June,  1930, 
symptoms  of  nervous  irritability  were  first 
noticed.  'Ponsillectomy  was  performed  Aug- 
ust, 1930,  with  marked  improvement  for  a 
few  months.  No  further  improvement  was 
noted,  and  about  a year  or  more  later  symp- 
toms became  acute  again.  The  family  phy- 

• Head  before  the  of  ihe  Minion  flospiNl.  Hinton. 


sician,  who  is  very  careful  and  thorough,  con-  f' 
eluded  that  it  was  due  to  a small  piece  of  ^ 
tonsillar  regrowth,  and  he  sent  the  patient  j 
to  the  hospital  for  the  removal  of  tonsil  tissue.  , 
On  examination  the  pharynx  was  practically 
normal  except  for  small  nodules  in  the  left  ' 
fossa  which  were  found  to  be  connective  tissue 
and  not  lymphatic  in  character.  A careful  , 
history  and  physical  examination  revealed 
“head  colds  almost  constantly,  nasal  conges- 
tion and  discharge.”  Roentgenological  exami- 
nation show'ed  cloudiness  of  ethmoids,  anterior 
and  posterior.  An  intranasal  operation  was  . 
done  and  the  symptoms  gradually  abated,  i 
Because  the  tonsils  were  found  enlarged  at  1 
the  first  examination  no  further  search  was  r 

■j 

made  for  the  possible  source  of  trouble.  The  y 
sinusitis  had  perhaps  been  present  for  a num-  # 
ber  of  years  and  was  the  etiological  factor 
throughout.  / 

For  the  sake  of  completeness  and  thorough-  ' 
ness  in  discussing  the  subject  of  throat  condi-  , 
tions  in  children,  let  us  at  least  mention  some  ' 
of  the  symptom.s  and  complaints  which  are  at 
time  caused  by  chronically  diseased  tonsils  - 
and  adenoids:  mouth  breathing,  rheumatic  * 
pains  (growing  pains),  nasal  catarrh,  pre- 
cordial pains,  cardiac  symptoms,  acute  otitis 
media,  cervical  adenitis,  “malnutrition”  (in  ‘i 
reality  a toxemia),  indigestion  and  gastric 
Irritation,  enlargement  of  upper  curvical  ^ 
glands,  foul  breath,  anemia,  general  debility, 
chorea. 

The  Importance  of  studying  the  defense  ar- 
rangements of  the  upper  respiratory  tracts 
and  the  importance  of  keeping  them  in  full 
acti\  lty  is  emphasized  by  observations  which 
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show  that  most  generalized  diseases  in  chil- 
dren take  origin  from  the  respiratory  tract 
rather  than  from  the  intestinal  tract. ^ 

Tuberculosis,  scarlet  fe\  er,  measles,  articu- 
lar rheumatism,  nephritis,  diphtheria,  and 
cerebro-spinal  meningitis  ought  to  be  thought 
of  in  this  connection. 

It  is  probable  that  when  local  resistance  is 
lowered  by  hot,  dust\-,  ill-ventilated  atmos- 
pheres and  cHuring  epidemics  of  cerebro-spinal 
meningitis  the  meningo-cocci  which  are  found 
in  the  nasopharynx  of  healthy  adults  are 
communicated  to  the  upper  respirator}'  tracts 
of  children.'* 

As  to  the  relation  between  upper  respira- 
tory infections  and  appendicitis,  1 need  only 
refer  you  to  the  excellent  article  by  Dr. 
Joseph  Brenneman.  He  states  that  there  are 
some  vague  abdominal  pains  from  this  source, 
but  actual  appendicitis  which  requires  opera- 
tion is  also  often  present,  an  infection  from 
the  throat  flaring  up  an  inflammation  in  the 
^•ermiform  appendix. 

Acute  laryngitis:  synonyms — false  croup, 
spiasmodic  laryngitis.  Acute  laryngitis  is  a 
catarrhal  inflammation  of  the  mucous  mem- 
brane of  the  larynx,  characterized  by  hoarse- 
ness or  aphonia  and  occasionally  by  cough. 
In  childhood  the  lar\nx  is  not  only  abso- 
lutely smaller  than  in  the  adult  but  is  pro- 
portionately smaller  as  well  when  we  consider 
the  development  of  other  organs.  The 
cartilages  are  softer  and  more  yielding,  the 
mucosa  is  less  closely  adherent  to  the  sub- 
jacent tissues  and  consequently  effusion  and 
stenosis  take  place  more  readily.  The  lym.- 
phatic  supply  of  the  mucosa  is  richer,  hence 
acute  laryngitis  is  more  likely  to  be  attended 
by  submucous  infiltration,  especially  in  the 
infraglottic  region.  The  nervous  system  of 
the  child  is  unstable  and  it  appears  to  be  par- 
ticularly sensitive  when  the  larynx  is  involved. 
In  consequence  of  these  peculiarities,  inflam- 
mation of  the  larynx  is  always  a serious  affec- 
tion in  children  and  produces  acute  symptoms 
— dyspnea,  cyanosis,  and  tendency  to  spasm — 
more  quickly  than  in  adults. 

The  symptoms  sometimes  give  rise  to  what 
has  been  called  false  croup.  The  child  may 


appear  quite  well  during  the  day  or  may  be 
only  affected  with  slight  cough  and  yet  to- 
ward evening  or  during  the  night  dyspnea 
may  develop  rapidly  and  alarming  symptoms 
of  spasm  set  in  within  a few  hours,  b'rom 
these  paroxysmal  attacks  the  affection  is  often 
^poken  of  as  spasmodic  laryngitis.  In  most 
cases  the  s\'mptoms  are  connected  with  naso- 
pharyngeal catarrh  and  are  partly  those  of 
laryngismus  stridulus.  .•\ny  decided  eleva- 
tion of  temperature  would  be  opposed  to  a 
diagnosis  of  simple  laryngitis.  The  proba- 
bilit\'  of  a foreign  body  having  entered  larynx 
should  never  be  o\’erlooked.  Diphtheritic 
laryngitis  should  always  be  uppermost  in  the 
physician’s  mind. 

I>aryngismus  stridulus  (spasmodic  croup, 
spasm  of  the  glottis,  spasm  of  the  larynx  in 
children  and  the  many  other  names  by  which 
it  is  called)  is  an  alarming  condition,  though 
rarely  fatal. 

The  paroxysms  of  acute  dyspnea  may  be 
met  with  any  time  from  the  flrst  month  of 
life  to  the  eighth  or  ninth  year.  The  child 
gasps,  often  tossing  his  head  and  holding  his 
throat. 

A differential  diagnosis  must  be  made  be- 
tween this  and  laryngeal  diphtheria.  The 
absence  of  fever  and  hoarseness,  the  rapidity 
with  which  the  condition  subsides  and  free 
breathing  between  attacks  are  usually  suffi- 
cient to  distinguish  between  the  two. 

The  present  view  as  to  the  etiology  is  that 
of  exhaustion  and  tissue  collapse  rather  than 
spasm  of  the  muscles.  General  debility  is 
usually  met  with.  Adenoids  have  been  found 
in  a large  per  cent  of  the  cases. ^ 

A child  whose  entire  physical  examination 
is  negative  except  for  cervical  adenitis  and 
gives  a history  of  fever,  loss  of  appetite,  irri- 
tability, cough,  etc.,  is  entitled  to  a careful 
nasal  examination.  Acute  sinusitis  is  more 
common  in  children  than  is  usually  thought. 
In  infants  the  diagnosis  may  be  overlooked 
as  the  symptoms  of  a sinusitis  are  frequently 
identical  with  those  of  an  accompanying 
adenoid  catarrh.  Headache,  and  particularly 
supra-orbital  pain,  should  direct  attention  to 
the  accessory  sinuses.  The  acute  form  may 
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develop  in  children  especially  after  measles 
and  scarlatina'  or  after  various  pharyngeal 
infections.^ 

Krieger^^  and  others  think  that  scarlet 
fever,  measles  and  whooping  cough  are  pri- 
marily nose  and  throat  Infections  and  if 
treated  as  such  many  complications  would 
be  avoided  and  epidemics  of  contagious  dis- 
eases very  markedly  decreased. 

The  immediate  causes  of  sinusitis  in  chil- 
dren are  the  upper  respiratory  infections, 
acute  infections  of  childhood,  such  as  measles, 
whooping  cough,  scarlet  fever,  diphtheria, 
and  influenza.  With  this  in  mind,  it  is  very- 
important  to  examine  children  carefully  for 
nasal  sinus  infections  when  the  history  is 
given  that  “the  child  never  has  been  well 
since  whooping  cough,  etc.”  There  can  be  a 
hangover  of  infection  which  may  seriously 
hinder  convalescence  and  may  be  the  cause 
of  more  serious  pathology  elsewhere  due  to 
the  undiscovered  pus  as  a focus. 

Swimming^°  also  is  a possible  cause  of  in- 
fection in  sinusitis.  In  children,  especially, 
pharyngitis,  laryngitis,  and  bronchitis  are 
often  the  end  result  of  paranasal  sinus  in- 
fection. 

Any  condition  that  may  result  from  a focus 
of  infection,  especially  in  children,  may  result 
from  sinus  disease.  Among  these  conditions 
may  be  included  the  following:  cardiopathies, 
rheumatic  fever,  chorea,  nephritis,  pyelitis, 
certain  cases  of  cyclic  vomiting,  deforming 
periarthritis,  anemia,  anorexia,  malnutrition, 
and  chronic  digestive  disturbances,  as  well  as 
many  vague  symptoms  such  as  listlessness, 
poor  appetite,  underweight,  and  poor  color. 

Simpson^  especially  draws  attention  to  the 
fact  that  even  in  young  children  when  the 
sinuses  are  comparatively  undeveloped, 
sinusitis  is  occasionally  the  sole  etiological 
factor  in  some  of  the  worst  forms  of  joint 
in  fection. 

Aland'^  cites  the  multiplicity  of  symptoms 
and  a few  of  the  complications  of  sinusitis  in 
children. 

Ciatewood®  concisely  expresses  in  his  article 
in  the  Virginia  Medical  Monthly:  “Kveryone 
who  has  had  much  experience  with  children 


can  recall  a case  or  two  In  which  there  is 
acute  illness,  with  high  fever,  leukocytosis, 
vomiting,  loss  of  appetite,  and  headache,  in 
which  suppurative  disease  of  the  nasal  sinus 
is  the  only  discoverable  cause.”  It  is  the  belief 
of  many  that  one  of  the  systemic  manifesta- 
tions of  sinus  Infections  in  children  is  acute 
parenchymatous  nephritis,  and  that  when  the 
sinuses  are  cleared  up  all  evidences  of 
nephritis  promptly  disappear. 

Dean  lists  several  conditions  associated  with 
sinus  disease  which  are  cleared  up  by  removal 
of  the  sinus  pathology.  The  interdependence 
between  chronic  multiple  infectious  arthritis 
in  children,  and  sinusitis  and  absorption  of 
bacterial  protein  from  an,  infection  of  the 
sinuses  and  asthma  in  childhood  is  empha- 
sized. 

Every  pediatrician  and  internist  should 
familiarize  himself  with  the  use  of  the  nasal 
speculum,  using  it  routinely  as  other  instru- 
ments and  of  diagnosis  are  used  routinely. 
In  the  various  clinics  great  emphasis  is  placed 
on  child  hygiene,  and  rightly  so,  habits, 
sleeping  time  and  conditions,  rest  periods, 
recreation,  diet,  etc.  The  child  speaks  to  the 
doctor  and  then  opens  his  mouth  for  examina- 
tion because  they  have  been  told  of  this  part 
of  the  procedure.  The  tongue  depressor  has 
been  overworked,  perhaps  at  the  expense  of 
the  nasal  speculum.  If  there  is  any  difficulty 
at  all  in  breathing  the  child  is  immediately 
marked  up  for  tonsillectomy  and  adenoid- 
ectomy  without  any  examination  of  the  nose 
at  all.  A large  sign  over  the  pediatrician’s 
desk  would  help:  “Has  this  child  sinus  in- 
fection?” Laurens®  reports  a case  of  nasal 
polyps  In  a three-weeks-old  infant.  And 
Terracol  and  Goetz'°  report  a case  of  recur- 
ring polypi  in  a child  nine  years  old. 

The  possibility  of  a foreign  body  in  the 
nose  should  not  be  overlooked  in  small  chil- 
dren when  nasal  symptoms  are  pronounced. 

careful  history  may  help,  but  a careful 
examination  may  be  necessary  and  even  post- 
nasal  examination. 

Examination  of  Eyes. — \ baby  of  about 
three  weeks  may  fix  one  eye  on  an  object j 
about  six  weeks,  both  eyes  are  usually  fixed 
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on  an  object.  If  the  visual  acuity  of  the  eyes 
is  markedly  unequal  or  if  there  is  a serious 
refractive  error,  especially  farsightedness,  a 
squint  may  develop.  Any  injury  or  disease 
which  occurs  about  this  time  is  usually  blamed 
for  the  squint  but  in  reality  has  nothing  to  do 
with  the  condition.  It  is  due  to  the  fact  that 
the  child  (about  two  years  old)  begins  to 
look  intently  and  at  close  objects.  Accommo- 
dation thus  causes  over-convergence.  Treat- 
ment should  be  given  at  this  time;  that  is, 
as  soon  as  noticed. 

Constant  tearing  of  one  or  both  eyes  should 
call  for  an  examination  of  the  lachrymal  duct 
looking  for  obstruction. 

Ptosis  of  the  lid  is  one  of  the  most  dis- 
tressing and  unsatisfactory  conditions  to 
handle.  It  is  due  to  birth  accidents  or  from 
absence  of  the  muscle  that  elevates  the  lids. 

Phlyctenular  conjunctivitis  is  a disease  of 
childhood  chiefly,  and  manifests  Itself  in  one 
or  more  small  lymphoid  accumulations  some- 
what umbilicated  and  surrounded  by  a spider- 
like  vascular  base.  This  condition  is  a local 
manifestation  of  a systemic  weakness,  and 
should  be  treated  as  potentially  tuberculous. 

Ophthalmia  neonatorum  is  rapidly  disap- 
pearing due  to  widespread  educational  pro- 
grams as  to  its  prevention. 

Cataracts  may  appear  as  partial  or  complete 
opacity  of  the  lens.  The  eyes  may  otherwise 
be  healthy  or  there  may  be  Inflammatory 
changes  in  the  fundus  which  would  Influence 
the  visual  acuity  even  though  a successful 
operation  for  cataract  were  performed. 

The  rarer  diseases  of  the  eye  should  be 
mentioned. 

Traquair"  and  Pfingst'^  report  cases  of 
glioma  o_f  the  retina,  and  Commes'^  a case  of 
melanosarcoma. 

Multiple  sclerosis  with  its  nystagmus, 
transitory  blindness,  ocular  palsies,  and  other 
ocular  findings  is  another  less  frequent  con- 
dition. 

Examination  of  Auditory  Apparatus. — It  is 
usually  thought  the  pathology  of  the  middle 
ear  presents  a rather  definite  picture: — 
temperature,  restlessness,  pain  (picking  at 
the  ears),  and  perhaps  some  deafness.  This 


is  the  conventional  group  of  symptoms.  Trey- 
nor'®  stresses  the  importance  of  routinely  ex- 
amining the  drums  in  all  such  infants,  and 
further  draws  attention  to  the  relation  be- 
tween otitis  and  other  constitutional  disturb- 
ances. “Within  the  last  few  years  a class  of 
cases  has  been  described  in  which  an  Infant, 
previously  w'ell,  suddenly  loses  weight,  has 
diarrhea  of  varying  severity,  often  has  vomit- 
ing and  usually  fever.  Prostration  and  inani- 
tion are  extreme  and  the  mortality  is  high 
without  proper  treatment.  Excepting  in  the 
ears,  nothing  of  significance  is  found  on  physi- 
cal examination.  Most  of  these  cases  have 
mastoiditis,  usually  bilateral,  without  dem- 
onstrable otitis.  I hav^e  the  feeling  that  all 
of  these  cases,  early  in  their  course,  would 
show'  enough  involvement  of  the  middle  ear 
to  be  recognized  by  otoscopy.”  Holsclaw'® 
et  al.,  and  Marriott^^  also  mention  par- 
ticularly the  relation  of  otitis  and  gastro- 
intestinal symptoms.  It  is  also  noticeable  what 
a favorable  turn  respiratory  infections  and 
bronchitis  and  pneumonia  take  place  when  an 
infected  drum  is  opened. 

Sykes”  reports  pathological  changes  signifi- 
cant of  otitis  media  in  81  per  cent  of  post- 
mortem examinations  in  children  under  three 
years  old. 

Nor  are  these  findings  to  be  considered 
lightly.  The  relation  between  Infection  of  the 
middle  ear  and  acuity  of  hearing  has  been 
worked  out  rather  carefully  by  Bunch  and 
Groves.”  According  to  their  investigation 
about  19  per  cent  of  previously  existing  dis- 
ease of  the  middle  ear  results  in  appreciable 
diminution  in  hearing. 

Kerrison®  In  his  text  states:  “There  is  prob- 
ably no  one  surgical  procedure  which  has  been 
the  means  of  saving  a larger  number  of  lives 
than  the  judicious  evacuation  of  pus  from  the 
tympanum  through  the  incision  of  the  drum 
membrane.” 

Due  to  the  anatomical  peculiarities  of  a 
child’s  eustachian  tube,  infection  of  the  middle 
ear  is  more  frequent.  The  tube  In  a child  is 
shorter,  more  horizontal,  the  tympanum  floor 
is  slightly  lower  than  the  nasal  floor,  and  the 
pharyngeal  mouth  is  wider. 
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Pathological  changes  in  the  eyes,  ears,  nose, 
and  throat  require  careful  attention.  Irre- 
parable damage  can  be  done  if  these  changes 
are  not  looked  after  at  the  proper  time.  The 
causes  of  many  systemic  disturbances  or  dis- 
eases of  remote  organs  can  be  traced  to  dis- 
ease of  the  ear,  nose,  or  throat,  and  relieved 
only  when  these  pathological  changes  have 
been  corrected. 
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DIAGNOSIS  AND  TREATMENT  OF  SOME  COMMON 
HEART  CONDITIONS  * 


'B\  S.  L.  Cherry,  M.D.,  P'.A.C.P. 
Clm-ksburg^  IV.  Vfi, 


H EART  conditions  should  not  be  lumped 
under  the  general  term  of  “heart  dis- 
ease,” since  this  term  has  for  most  of  us  an 
ominous  sound.  Many  heart  conditions  are 
perfectly  benign,  are  due  to  some  condition 
outside  of  the  heart  and  are  due  to  no  demon- 
strable pathology  in  the  heart  itself.  On  the 
other  hand,  some  heart  conditions  are  mis- 
interpreted and  are  attributed  to  disease  in 
the  stomach,  kidneys  or  alimentary  tract. 

JTobably  the  commonest  heart  conditions 
are  the  arrythmias.  They  are  due  to  beats 
which  arise  from  some  focus  or  foci  other 
than  the  normal  pacemaker  in  the  sino- 
auricular  node.  In  auricular  extrasystole  the 
extra  beat  occurs  soon  after  a regular  beat 
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and  is  followed  by  a long  pause.  The  pa- 
tient may  not  be  aware  of  its  occurrence  or 
it  may  worry  him  and  yet  occur  in  a per- 
fectly normal  heart.  Curiously,  such  extra 
beats  occur  when  the  patient  is  quiet  and  dis- 
appear when  the  heart  is  accelerated.  Occur- 
ring with  palpitation  they  suggest  paroxysmal 
auricular  tachycardia,  b’requent  extrasystoles 
occurring  in  a case  of  mitral  stenosis  may  indi- 
cate oncoming  auricular  fibrillation.  Small 
doses  of  digitalis  will  often  stop  them. 

\’entricular  extrasystoles  are  apt  to  be  more 
noticed  by  the  patient.  The  extrasystole  is 
felt  as  a weak  impulse,  the  pause  following 
it  is  long  and  the  next  normal  beat  is  un- 
usually forcible  and  is  felt  by  the  patient  as 
a thump.  The  extrasystole  can  always  be 
heard  over  the  heart  but  may  fail  to  reach 
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the  wrist  or  the  blood  pressure  ciitF.  d hese 
extrasystoles  are  also  most  common  when 
the  heart  rate  is  slow',  anci  if  they  are  found 
when  the  heart  rate  is  over  one  hundred  and 
ten  it  indicates  a diseased  heart  muscle.  They 
can  be  abolished  by  digitalis.  They  can  be 
caused  by  large  doses  of  digitalis,  hence  it  is 
always  important  when  going  oyer  a heart 
condition  to  inquire  whether  digitalis  has  been 
given  and  how'  much. 

Treatment — There  is  no  specific  treatment. 
Small  doses  of  digitalis  should  be  tried. 
Sedatives  such  as  bromides  often  help.  Focal 
infection  should  be  looked  for  in  the  teeth, 
nasal  sinuses,  tonsils,  urinary  and  alimentary 
tracts  and  treated,  if  present.  Coffee,  tea, 
tobacco  and  alcohol  may  have  to  be  limited 
or  stopped.  Many  cases  will  be  relieved  if 
overloading  the  stomach  is  stopped. 

Prognosis. — Extrasystoles  may  be  found  in 
apparently  normal  hearts.  When  they  occur 
during  rates  of  110  or  over,  diseased  heart 
muscles  is  probable.  If  they  occur  in  hyper- 
tension, mitral  stenosis,  or  aortic  disease  they 
indicate  w’eakening  heart  muscles.  They  may 
initiate  oncoming  auricular  fibrillation. 

Paroxysmal  Tachycardia. — This  is  a tachy- 
cardia which  begins  suddenly  and  ends  sud- 
denly, thus  differing  from  all  other  tachy- 
cardias. The  attack  may  last  minutes,  hours 
or  days.  I have  a record  in  which  the  attack 
lasted  for  just  five  rapid  heart  beats.  During 
the  attack  the  rate  may  be  anything  between 
150  and  200.  Whatever  the  rate  it  is  main- 
tained as  long  as  the  attack  lasts  and  can  not 
be  changed  by  rest,  effort  or  drugs.  The 
first  beat  is  premature  and  all  succeeding  beats 
during  the  attack  arise  from  an  ectopic  focus; 
the  last  beat  is  followed  by  a pause,  and  nor- 
mal rhythm  is  established.  Its  onset  is  freak- 
ish and  it  may  occur  at  any  age  and  in  about 
tw^o-thirds  of  the  cases  no  cause  can  be  found. 
The  symptoms  are  due  to  the  fact  that  the 
output  of  the  heart  is  diminished  in  spite  of 
the  rapid  rate.  The  venous  blood  shows  an 
increased  amount  of  carbon  dioxide  and  if  the 
rapid  rate  continues  long  enough  the  circula- 
tion show's  signs  of  failure  (edema,  etc.). 


During  the  attack  the  blood  pressure  drops. 
Some  patients  can  keep  up  and  about,  others 
are  prostrated.  The  chief  complaints  are 
palpitation,  a sense  of  suffocation,  and  a vary- 
ing limitation  of  physical  effort.  Ciiddiness, 
blindness,  and  syncope  may  occur.  In  a 
favorable  case  the  attack  suddenly  stops  and 
the  patient  is  soon  restored  to  his  former  con- 
dition; if  the  attack  is  prolonged  or  if  it 
occurs  in  a heart  already  diseased,  signs  of 
heart  failure  appear,  such  as  cyanosis  and 
edema;  but  these,  as  a rule,  clear  up  rapidly 
W'ith  the  ending  of  the  attack. 

Treatment. — Pressure  on  the  eyeballs  or 
pressure  on  the  vagus  nerve  in  the  neck  to  the 
point  of  producing  actual  pain  may  cut  short 
the  attack.  Holding  the  breath  as  long  as 
possible,  compressing  the  abdomen,  or 
doubling  up  the  body  may  have  the  same 
effect.  Digitalis  may  be  used  in  full  doses 
in  prolonged  cases.  In  emergencies  stro- 
panthin  may  be  giv'en  intravenously  grain 
1/150.  Quinidine  sulphate  may  be  tried, 
grains  5 e\'ery  four  to  six  hours.  Calcium 
gluconate  may  be  giv'en  intravenously.  After 
an  attack,  especially  if  the  heart  is  normal, 
measures  may  be  taken  to  prevent,  if  possible, 
future  attacks.  These  consist  of  the  inter- 
diction of  tea  and  coffee,  tobacco  and  alcohol, 
the  treatment  of  foci  of  infection,  and  the 
avoidance  of  gastric  distention  by  careful  at- 
tention to  the  diet.  Digitalis  may  be  tried 
as  a preventive.  Quinidin,  grains  12  to  20, 
may  be  given  daily,  in  divided  doses  and  may 
be  discontinued  after  several  months  if  no 
attacks  have  occurred.  Frequently  all  that 
can  or  need  be  done  is  to  put  the  patient  to 
bed  and  use  sedatives  until  the  attack  is  over. 

Prognosis. — In  a healthy  heart  the  attacks 
are  not  likely  to  do  harm.  Long  and  frequent 
attacks  cause  the  heart  to  fail.  As  a rule,  the 
attacks,  no  matter  how  alarming,  pass  and 
cause  no  fatality. 

Auricular  Fibrillation. — In  this  condition 
the  heart  rate  is  irregular  both  in  volume  and 
in  rhythm.  If  the  rate  is  counted  at  the  apex 
it  will  be  found  greater  than  at  the  wrist, 
that  is,  there  is  a pulse  deficit.  The  irregu- 
larity is  more  pronounced  after  exertion.  In 
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young  people  sinus  arrythmia  may  produce 
an  irregularity  but  the  rate  becomes  regular 
by  the  simple  means  of  asking  the  patient 
to  hold  the  breath.  Extrasystoles  may  cause 
confusion  with  fibrillation  since  many  do  not 
appear  at  the  wrist,  but  if  one  listens  for  a 
while  a run  of  regular  beats  will  be  felt  or 
heard  and,  if  the  irregularity  is  due  to  extra- 
systoles they  will  disappear  if  the  heart  is 
accelerated  by  exercise,  but  if  the  condition  is 
due  to  fibrillation  it  will  become  even  more 
irregular. 

Auricular  fibrillation  may  come  on  in 
paroxysms  or  be  permanently  established.  It 
is  a common  result  of  hyperthyroidism  and 
may  disappear  after  thyroidectomy.  It  is 
commonly  the  result  of  mitral  stenosis  j it  may 
be  one  of  the  results  of  hypertension  or  it 
may  come  as  a late  affair  in  any  condition  with 
diseased  cardiac  muscle.  The  effects  of 
auricular  fibrillation  are  decreased  cardiac  out- 
put and  signs  of  cardiac  failure,  especially 
dyspnea. 

Treatment. — If  there  is  cardiac  failure  with 
falling  blood  pressure,  dyspnea,  edema,  etc., 
digitalis  should  be  used.  The  action  of 
digitalis  in  fibrillation  is  due  to  its  depressant 
effect  on  the  bundle  of  His,  both  directly  and 
vagal,  so  that  the  number  of  impulses  trans- 
mitted to  the  ventricle  is  diminished  and  the 
ventricular  rate  is  slowed.  This  slowing  of 
the  ventricle  permits  a longer  diastole,  the 
ventricles  are  better  filled,  and  the  circula- 
tion benefits  through  a greater  cardiac  output. 
Digitalis  should  not  be  pushed  to  bring  the 
heart  rate  (apex  count)  lower  than  70  or  80. 
If  pushed  to  40  heart  block  may  be  produced. 

Method  of  Giving  Digitalis. — A standard- 
ized powdered  leaf  or  tincture  should  be  used. 
The  leaf  is  standardized  so  that  100  mg. 
equals  one  cat  unit  and  it  has  been  found  that 
0.15  of  a cat  unit  per  pound  of  body  weight 
is  necessary  for  full  digitalization.  If  a pa- 
tient weighs  140  pounds  he  will  reejuire  140 
times  0.15  or  21.1  cat  units,  and  as  one  cat 
unit  is  ecjual  to  100  mg.,  this  will  amount  to 
2.1  grams  or  32  grains.  As  the  tincture  is 
one-tenth  the  strength  of  the  pill  it  would 
reejuire  21.1  c.c.  or  357  minims.  Knowing 


the  total  amount  of  digitalis  required  it  can 
be  apportioned  so  as  to  be  given  in  two,  three 
or  more  days.  If  conditions  are  urgent  and 
the  apex  rate  is  high,  one  and  one-half  drams 
may  be  given  at  once  followed  by  thirty 
minims  every  six  hours  until  the  calculated 
dose  has  been  given.  If  the  failure  is  not  so 
acute  a dram  may  be  given  at  once,  followed 
by  twenty  minims  every  six  hours  until  the 
total  amount  has  been  given.  In  this  manner 
a patient  can  be  saturated  in  three  days.  In 
many  cases  there  is  no  need  to  be  in  such  a 
hurry  and  the  tincture  may  be  given  in  con- 
ventional doses  so  that  saturation  is  not 
reached  for  from  five  to  seven  days.  Satura- 
tion may  be  reached  before  the  calculated 
dose  has  been  taken  or  it  may  need  more  than 
was  calculated.  If  the  rapid  method  is  chosen 
the  patient  must  be  carefully  watched  and  the 
heart  rate  at  the  apex  and  wrist  must  be 
counted  every  four  hours,  and  if  the  apex  rate 
falls  to  80  the  drug  should  be  stopped.  After 
the  desired  effect  has  been  accomplished  the 
patient  can  be  kept  digitalized  by  giving  him 
one  daily  dose  of  from  12  to  18  minims  of 
the  tincture.  If  digitalis  is  given  in  this  man- 
ner there  is  little  danger  of  cumulative  effect 
or  other  signs  of  toxicity  and  it  will  be  found 
that  patients  can  be  maintained  at  full  satur- 
ation for  indefinite  periods. 

The  following  points  may  guide  one  in  the 
administration  of  digitalis.  Calculate  the  dose 
carefully  and  keep  a careful  record  of  the 
daily  amounts  given;  count  the  heart  rate  at 
the  apex  as  well  as  the  wrist.  When  the  rate 
at  the  apex  and  that  at  the  wrist  approximate 
the  digitalis  is  at  or  near  its  greatest  effect. 
If  toxic  symptoms,  such  as  vomiting  appear 
the  drug  should  be  stopped.  Kxtrasystoles 
appearing  for  the  first  time  point  to  satura- 
tion or  over.  Prescribe  a certain  amount  of 
digitalis  to  be  given  over  a certain  time.  I 
have  found  that  one-half  the  cases  receiving 
digitalis  for  fibrillation  are  overdigitalized  as 
shown  by  the  electrocardiograph. 

Auricular  Flutter. — When  a patient  has  a 
regular  pulse  of  130  to  170  which  remains 
constant  in  all  positions,  whether  he  is  up  or 
at  rest,  and  which  has  persisted  for  over  two 
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weeks,  the  condition  is  probably  auricular 
flutter.  An  absolute  diagnosis  can  only  be 
made  by  an  electrocardiogram.  At  intervals 
the  pulse  rate  may  double  and,  if  so,  the  con- 
dition is  certainly  flutter.  This  condition  is 
treated  by  digitalis.  One  dram  is  given,  fol- 
j lowed  by  twenty  minims  three  times  a day. 

j When  the  rhythm  becomes  completely  irregu- 

! Jar,  that  is,  when  the  flutter  has  been  con- 

I verted  to  a fibrillation,  the  drug  Is  stopped 

j and  normal  rhythm  may  return  spontane- 

ously. Flutter  differs  from  fibrillation  in  one 
particular  point.  In  fibrillation  the  impulses 
from  the  auricle  are  blocked  off  In  an  irregular 
manner,  producing  a totally  irregular  rate; 
in  flutter  the  impuses  from  the  auricle  are 
blocked  off  in  a regular  manner,  producing  a 
regular  ventricular  rate.  Both  are  evidences 
of  diseased  cardiac  muscle. 

Cardiac  Asthma. — This  is  a paroxysm  of 
intense  dyspnea  in  which  the  patient  struggles 
for  more  air.  It  is  prone  to  attack  middle- 
aged  people  who  have  hypertension.  The 
attacks  are  especially  liable  to  occur  at  night, 
often  waking  the  patient  from  a sound  sleep. 
The  attack  lasts  from  a few  minutes  to  an 
hour.  After  the  attack  a little  thick  mucus, 
sometimes  blood  stained,  is  coughed  up,  or  if 
prolonged  it  may  terminate  in  pulmonary 
edema.  During  the  attack  only  a few  moist 
rales  are  heard.  Such  attacks  are  especially 
apt  to  follow  a strenuous  day  and  a careful 
history  will  reveal  that  the  patient  has  been 
suffering  with  shortness  of  breath  on  exertion 
during  the  day.  The  treatment  of  cardiac 
asthma  consists  In  giving  one-fourth  grain 
morphine  sulphate  hypodermically,  which 
gives  almost  immediate  relief  by  depressing 
the  respiratory  center. 

Acute  Pulmonary  Edema. — This  may  fol- 
low an  attack  of  cardiac  asthma  or  may  be 
the  sudden  and  initial  trouble.  The  patient 
becomes  very  restless,  dyspneic,  and  perhaps 
cyanosed.  There  is  a constant  cough  with  a 
profuse  pink  or  blood  streaked  and  frothy 
sputum.  The  pulse  Is  rapid  and  feeble  and 
the  chest  is  full  of  moist  rales.  Like  cardiac 
asthma,  acute  pulmonary  edema  Is  an  acute 
heart  failure  plus  marked  congestion  in  the 


pulmonary  vessels.  The  condition  is  alarm- 
ing but  death  is  unusual  during  an  attack. 
The  treatment  consists  of  giving  morphine 
sulphate  grain  one-fourth  with  atropine  sul- 
phate grain  one-fiftieth  by  hypodermic. 

Modern  View  of  the  Causes  of  Heart  Fail- 
ure.— Regardless  of  leakage  from  defective 
valves  or  other  causes  the  heart  will  perform 
its  functions  as  long  as  the  heart  muscle  (the 
myocardium)  is  sound,  and  the  primary  factor 
in  cardiac  failure  is  the  heart  muscle.  The 
heart  must  be  able  to  handle  a certain  amount 
of  blood  In  a certain  time  and  must  keep  this 
blood  moving  at  a definite  rate  and  volume. 
It  is  when  the  heart  becomes  unable  to  do  this 
that  signs  of  failure  appear,  dyspnea,  etc. 
Usually  heart  failure,  even  in  valvular  cases, 
is  precipitated  by  some  unusual  exertion  on 
the  part  of  the  patient  or  by  the  onset  of  some 
abnormal  rhythm,  such  as  fibrillation.  In 
either  case  the  heart  suddenly  becomes  ineffi- 
cient and  fails  to  deal  with  the  blood  that  is 
brought  to  it.  The  muscle  fibres  are  stretched 
beyond  the  optimum  point,  the  heart  dilates 
and  the  pressure  rises  behind  it.  When  the 
degree  of  failure  is  equal  in  the  right  and 
left  heart  (fibrillation,  exertion)  the  venous 
system  will  be  engorged  and  the  liver  will 
become  enlarged.  If  failure  occurs  in  the 
left  ventricle,  only  acute  pulmonary  edema 
results.  The  failure  in  diphtheria,  acute 
rheumatism  and  pneumonia  is  primarily  due 
to  acute  myocarditis  and  its  muscle  ineffi- 
ciency. Edema  does  not  occur  in  acute  cases 
of  heart  failure  but  only  in  those  whose  cir- 
culation slows  down  beyond  a certain  point 
for  a prolonged  time.  In  chronic  cases  the 
edema  comes  on  insidiously  and  the  distress- 
ful dyspneas  are  mild  or  absent.  Some  cases 
of  angina  pectoris,  coronary  thrombosis,  and 
ventricular  fibrillation  cause  an  acute  heart 
failure  which  results  in  immediate  and  sudden 
death. 

Signs  of  Cardiac  Failure. — 1.'  Dyspnea. 
This  Is  the  most  constant  and  earliest  sign. 
It  is  due  to  the  slowing  of  the  blood  current 
which  reduces  the  amount  of  oxygen  in  the 
tissues  and  the  resultant  increase  of  carbon 
dioxide  stimulates  the  respiratory  center. 
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2.  Orthopnea.  The  higher  the  venous 
pressure  the  greater  is  the  respiratory  distress. 
If  the  venous  pressure  is  very  high  the  jugular 
veins  are  engorged  on  both  sides  of  the  neck. 

3.  Cardiac  asthma.  Acute  pulmonary 
edema. 

4.  Cyanosis.  Normally  arterial  blood  con- 
tains 96  per  cent  oxyhemoglobin  and  four 
per  cent  reduced  hemoglobin.  When  the  re- 
duced hemoglobin  reaches  1 0 per  cent  or 
more  cyanosis  appears  provided  the  patient 
has  a normal  percentage  of  hemoglobin  j if 
he  has  only  50  per  cent  of  hemoglobin  the 
reduced  hemoglobin  would  have  to  rise  to 
20  per  cent  to  produce  visible  cyanosis. 

5.  Edema.  This  is  due  to  the  slowing 
down  of  the  circulation  owing  to  the  inefficient 
heart  muscle.  Usually  it  first  shows  itself 
by  the  swelling  of  the  feet,  but  enlargement 
of  the  liver  also  occurs  early. 

Treatment  of  Cardiac  Failure. — The  pri- 
mary aim  is  to  remove  as  much  load  as  pos- 
sible from  the  laboring  heart  muscle.  This 
is  accomplished,  first,  by  restj  second,  by  slow- 
ing the  heart  rate,  and  third,  by  maintaining 
general  nutrition  with  a proper  diet. 

. 1.  Rest.  This  means  absolute  rest  in  bed. 
Mental  repose  and  sleep  are  just  as  necessary 
as  physical  rest.  When  the  dyspnea  is  urgent 
no  drug  is  better  than  morphine  to  secure 
these  results;  if  the  lungs  are  much  congested 
atrophine,  grain  one-fiftieth  should  be  given 
with  the  morphine. 

2.  Digitalis.  This  has  been  discussed. 

3.  Digestion  and  Nutrition.  Calomel  or 
a saline  will  help  to  relieve  the  engorgement 
of  the  intestinal  tract  and  will  also  get  rid  of 
some  fluid.  If  edema  is  marked  the  total 
amount  of  fluid  given  in  the  twenty-four 
hours  should  not  exceed  30  ounces  or  even 
less.  I'he  diet  should  be  light  and  consist  of 
milk,  fruit  juice  and  small  amounts  of  carbo- 
hydrates. J.ater  the  diet  may  be  increased 
by  adding  bread,  cereal  and  even  meat. 

In  some  cases  the  edema  will  not  disappear 
after  the  patient  has  been  digitalized.  In 
such  cases  diuretic  drugs  may  be  used  along 
with  the  digitalis,  or  alone.  Iheobromine 
sodium-salicylate  (diuretin)  is  given  in  doses 


of  seven  and  one-half  grains  three  times 
a day  for  two  or  three  days  to  be  resumed 
for  a similar  period  ten  days  later.  Theocin 
( theophylline)  is  niore  active  than  diuretin 
and  may  be  given  grains  one  and  one-half 
three  times  a day.  Like  diuretin  it  is  best 
given  for  two  or  three  days  only. 

When  the  edema  persists  obstinately  good 
results  will  be  gotten  by  the  intramuscular 
injection  of  one-half  c.c.  of  salyrgan  followed 
next  day  by  an  intravenous  injection  of  one 
c.c.  This  will  result  in  the  excretion  of  a 
large  amount  of  pale  urine.  These  diuretics 
are  safe  but  must  be  used  with  caution.  Diure- 
tin and  therocin  may  cause  nausea  and  vomit- 
ing and  salyrgan  may  cause  stomatitis  ( mer- 
curial) diarrhea  or  colitis,  with  or  without 
hemorrhage,  but  these  results  are  rare.  Salyr- 
gan is  much  more  effective  if  ammonium 
chloride,  90  grains  a day,  is  given  simultane- 
ously, or  its  equivalent  acid  value  may  be 
given  as  dilute  HCl.,  three  fluid  drams  a day. 

Coronary  Thrombosis. — Complete  closure 
of  a coronary  artery  by  a thrombus  or  an 
embolus  results  in  a definite  clinical  syndrome 
which  may  resemble  angina  pectoris  or  simu- 
late some  upper  abdominal  disease  (gall  stone 
colic,  intestinal  obstruction,  acute  indigestion, 
etc.).  The  most  common  site  of  thrombosis 
is  the  descending  branch  of  the  left  coronary 
artery.  The  lesion  may  result  in  sudden 
death,  intense  subternal  pain,  or  urgent  dys- 
pnea. Pain  is  the  most  common  result.  It  is 
agonizing,  persistent,  localized  to  the  lower 
region  of  the  sternum  and  often  is  radiated 
to  the  arm  ( left),  neck,  jaw  or  back.  There 
is  a sense  of  discomfort  in  the  stomach  area, 
with  nausea,  and  vomiting  may  be  attempted 
to  secure  relief,  or  soda  may  be  taken  with 
the  idea  that  if  gas  can  be  expelled  from  the 
stomach,  relief  will  follow.  But  the  pain  is 
persistent,  the  patient  writhes  in  agony,  de- 
rives no  relief  from  nitroglycerin  and  little, 
if  any,  from  morphine  in  ordinary  doses.  With 
the  pain  there  is  shock  as  shown  by  the  ashen 
gray,  drawn  features  and  the  more  or  less 
drop  in  blood  pressure.  Soon  after  the  in- 
farction it  is  common  to  find  a slight  rise  in 
temperature,  a rise  in  the  white  blood  count 
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and  albumin  in  the  urine.  1 he  stethoscope 
reveals  little.  The  rate  may  be  but  slightly 
accelerated  and  be  perfectly  regular.  In  a 
small  number  of  cases  a pericardial  friction 
rub  may  be  heard.  1 he  diagnosis  must  be 
based  on  the  sudden  onset  of  the  substernal 
pain,  its  agonizing  intensity,  its  radiation,  its 
accompanying  shock  and  fall  in  blood  pres- 
sure, and  if  these  leave  room  for  doubt,  an 
electrocardiogram  will  usually  be  decisive. 

Dijferential  Diagnosis.  — An  attack  of 
angina  pectoris  differs  from  coronary  throm- 
bosis in  several  striking  particulars.  Angina 
pectoris  comes  on  after  physical  exertion  or 
emotional  strains.  Coronary  thrombosis  may 
come  on  at  any  time  even  during  sleep.  An- 
gina pectoris  is  relieved  in  a few  minutes  by 
morphine  or  nitrites;  coronary  thrombosis 
lasts  for  hours  or  days  and  wracks  the  patient 
with  agonizing  pains  which  are  but  little  in- 
fluenced by  morphine  and  not  at  all  by  ni- 
trites. After  an  attack  of  angina,  physical 
signs  are  absent  while  after  a coronary  attack 
there  is  always  more  or  less  shock,  fall  in 
blood  pressure,  fever,  pericardial  friction  rub 
and  signs  of  a failing  circulation. 

At  times  it  is  difficult  to  differentiate  an 
acute  coronary  thrombosis  from  an  acute  ab- 
dominal disease,  such  as  gall  stones  and  per- 
forated peptic  ulcer.  In  such  cases  an  electro- 
cardiogram should  always  be  made  before 
operation  is  attempted. 

Treatment. — For  the  relief  of  the  pain 
morphine  should  be  given  in  sufficient  doses. 
Absolute  physical  and  mental  rest  should  be 
maintained.  If  there  are  signs  of  heart  fail- 
ure digitalis  should  be  given,  not  otherwise. 
Theocalcin  grains  five  three  or  four  times  a 
day  or  diuretin  grains  ten  three  times  a day 
may  be  given  to  increase  the  circulation 
through  the  coronary  arteries,  but  they  should 
not  be  used  longer  than  three  days  if  no  im- 
provement ensues.  xAfter  an  attack,  the  pa- 
tient should  be  kept  in  bed  for  at  least  a month 
and  thereafter  his  physical  life  should  be  more 
or  less  restricted. 

Prognosis. — Prolonged  pain  and  dyspnea. 


signs  of  congestive  heart  failure,  persistent 
tachycardia  point  to  a poor  prognosis.  Easy 
control  of  the  pain  and  signs  of  improvement 
in  the  condition  soon  after  the  attack  are  more 
fa\")rable.  Patients  who  survive  the  attack 
have  an  average  expectancy  of  life  of  about 
fifteen  months  ( White ),  but  some  may  live  as 
long  as  ten  years.  It  is  not  common  to  have 
another  attack  of  thrombosis,  but  one  attack 
may  be  followed  by  attacks  of  angina  pectoris. 

Sunnnary. — 1 . Many  of  the  common  heart 
conditions  are  easily  diagnosed  and  treated  by 
ordinary  clinical  means,  although  graphic 
methods  such  as  electrocardiograms  may  be 
helpful  or  necessary  in  doubtful  cases. 

2.  In  the  diagnosis  of  heart  failure  clinical 
symptoms  are  much  more  important  than 
physical  signs  or  graphic  methods.  The 
earliest  symptom  of  cardiac  failure  is  dyspnea 
and  this  should  never  be  minimized  but 
should  lead  to  a careful  study  of  the  patient. 

3.  Alany  cases  of  coronary  infarctions  have 
in  the  past  been  diagnosed  as  attacks  of  “acute 
indigestion”  but  there  is  no  longer  any  reason 
for  this  mistake. 

4.  When  digitalis  is  given  after  the  total 
amount  necessary  has  been  calculated  and 
when  the  heart  rate  is  used  as  a guide  of  its 
maximum  effect,  there  wall  be  no  risk  of  over- 
dosage, and  small  amounts  of  digitalis  can 
thereafter  be  used  daily  to  maintain  this  effect. 

315  S.  Chestnut  Street. 


SINUS  complications 

Excluding  the  possibility  of  dangerous  complica- 
tions, sinusitis  in  itself  is  a painful  disease  from  which 
the  patient  suffers  severe  headache  and  pain  in  the 
face  in  addition  to  the  usual  symptoms  of  a bad  head 
cold.  It  is  a disease  well  worth  preventing  by 
av'oiding  head  colds,  by  using  a mixed  diet  with 
plenty  of  milk,  cream,  butter,  raw  fruits  and  vege- 
tables, by  adding  cod  liver  oil  to  the  winter  diet, 
by  obtaining  plenty  of  fresh  air  and  sunshine  and 
by  forming  good  health  habits  in  general.  If 
sinusitis  does  occur,  it  is  most  wise  to  place  oneself 
in  the  hands  of  a capable  physician  to  avoid  serious 
complications,  Louis  Klein  field  suggests  in  the 
March  Hvgein. 
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THE  TONSIL  PROBLEM  * 


‘By  Arthur  K.  Hoge,  M.  D. 
W heeling y W.  Va. 


/^PINIONS  on  this  subject  vary  from  those 
who  feel  that  tonsils  should  not  be  re- 
moved, because  they  were  placed  by  God  and 
should  not  be  touched  by  man,  to  those  who 
believe  that  every  pair  of  tonsils  is  legitimate 
prey  for  the  surgeon’s  knife.  There  is  a middle 
ground  between  these  views  which  time 
and  experience  have  proven  to  be  the  true 
answer.  Since  the  indications  for  tonsillar 
removal  are  well  understood  and  are  discussed 
at  nearly  every  gathering  of  medical  men,  we 
shall  confine  most  of  our  remarks  to  other 
phases  of  the  subject. 

The  history  of  the  case  is  most  important. 
We  have  been  Impressed  by  the  fact  that  in 
the  patient  who  gives  a negative  throat  his- 
tory, but  who  does  give  a history  of  absorbtive 
symptoms  such  as  aching  over  the  body,  acute 
colds,  gas  on  the  stomach,  etc.,  upon  examina- 
tion we  find  the  tonsils  are  small,  deeply  set 
and  show  marked  evidence  of  disease.  The 
patient  often  expresses  surprise  when  told  that 
his  tonsils  are  badly  infected  and  frequently 
remarks,  “Doctor,  I have  not  had  a sore  throat 
for  fifteen  years.”  Upon  further  questioning 
it  is  found  that,  prior  to  such  time,  he  did 
suflFer  from  frequent  attacks  of  tonsillitis  and 
is  able  to  date  the  onset  of  the  symptoms  to 
the  time  when  he  ceased  having  sore  throat. 
As  previously  stated,  these  cases  usually  have 
small,  deeply  set,  and  badly  infected  tonsils. 

It  is  found  a fair  percentage  of  them  have 
been  told  by  some  doctor  they  did  not  have 
tonsils  or  that  the  tonsils  have  sloughed  out. 
Upon  hurried  examination  it  freijuently  ap- 
pears as  if  the  tonsils  really  have  disappeared, 
but  upon  close  inspection,  use  of  the  pillar 
retractor,  and  suction,  the  small,  deeply  set, 
infected  tonsils  are  found.  Why  should  this 
he  the  case?  b'ol  lowing  inflammation  in  any 
part  of  the  body,  fibrous  or  scar  tissue  is  laid 
down  within  the  tissue.  As  scar  tissue  be- 

* Rc.uJ  before  the  West  VirjiiniA  Sute  Mcdic;il  Association  at  Park' 
crsbufK.  on  June  22,  1932. 


comes  old  it  contracts,  causing  a shrinkage  and 
deformity  of  the  organ.  Thus  recurrent  in- 
flammations, mild  or  severe,  cause  the  tonsils 
to  become  smaller  and  smaller.  Not  alone 
does  the  organ  decrease  in  size  but  as  the 
fibrous  tissue  contracts  the  orifice  of  each 
crypt  becomes  smaller  and  smaller  until  many 
of  them  are  entirely  closed.  The  crypts  are 
now  blind  pockets  within  which  the  normal 
secretions  are  confined.  The  retained  mate- 
rials now  undergo  changes  and  the  resultant 
toxins  are  absorbed  by  the  blood  vessels  and 
lymphatics,  causing  remote  absorbtive  symp- 
toms and  conditions.  Why  the  patient  should 
cease  to  have  sore  throat  at  that  period  is  not 
known. 

On  the  other  hand,  patients,  especially 
children,  are  often  presented  for  examination 
and  nothing  can  be  found  but  a large  pair 
of  tonsils.  Frequently  the  parents  have  been 
told  by  some  physician  or  perhaps  by  the 
school  nurse  that  the  tonsils  must  be  removed. 
A careful  history  discloses  no  absorbtive 
symptom  and  usually  not  even  the  symptoms 
of  sore  throat.  Why  should  these  tonsils  be 
sacrificed?  The  normal  tonsil  in  a child  is 
large  and  unless  it  be  so  large  as  to  interfere 
with  normal  respiration,  deglutition,  or  make 
pressure  on  the  eustachian  tube,  we  feel  that 
it  is  our  duty  to  advise  against  any  surgical 
interference.  We  are.  not  convinced  that  the 
normal  tonsil  does  not  have  some  function 
to  perform.  Due  to  the  lack  of  proper  his- 
tory taking  and  examination  we  feel  that 
many  tonsils  which  should  be  removed,  are 
allowed  to  remain,  and  that  on  the  other 
hand  many  normal  tonsils  are  needlessly  sacri- 
ficed, because  they  have  committed  the  un- 
pardonable sin  of  being  large  enough  to  be 
seen  by  the  ever  watchful  eye  of  the  over 
zealous  physician  or  the  school  nurse. 

After  having  decided  that  the  operation  is 
indicated,  the  next  most  important  question 
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is,  “When  is  the  best  and  safest  time  to  do 
it?”.  Unlike  the  acute  appendix  or  the  rup- 
tured gastric  ulcer  this  operation  is  rarely  an 
emergency  one.  Therefore,  we  may  postpone 
it  until  w'e  feel  that  the  time  has  arrived  when 
the  operation  can  be  done  w'ith  a minimum 
of  risk.  Too  frequently  w'e  see  tonsils  re- 
moved during  epidemics  of  acute  respiratory 
disease  with  following  complications,  such  as 
pnuemonia,  mastoiditis,  or  lung  abscess.  Does 
it  seem  logical  that  one  should  operate  during 
one  of  these  periods  when  the  respiratory  sys- 
tem is  more  likely  than  not  harboring  a large 
number  of  virulent  organisms?  Should  we 
lower  the  patient’s  resistance  and  at  the  same 
time  open  blood  vessels  and  lympthatics  so 
that  the  lurking  germs  may  easily  gain  a foot- 
hold, or  should  we  wait  until  such  a time  that 
W'e  feel  that  there  is  a minimum  of  risk?  Only 
your  surgical  conscience  will  answ'er  these 
questions  for  you.  We  frequently  see  tonsils 
removed  when  the  patient  is  suffering  from 
an  elevated  temperature.  Is  it  not  best  to 
W’ait  until  w'e  are  sure  the  fever  is  not  a 
prodrome  of  an  acute  infection?  How'  fre- 
quently is  the  operation  done  almost  imme- 
diately after  an  acute  attack  of  quinsy?  One 
is  only  courting  disaster  w'hen  he  refuses  to 
w'ait  a sufficient  length  of  time  for  the  body 
to  build  up  its  protective  mechanisms  and  for 
the  organisms  to  lose  some  of  their  virulence. 
It  is  true  that,  by  waiting,  you  w'ill  lose  a 
certain  percentage  of  these  cases  as  patients, 
for  they  w'ill  go  to  some  other  surgeon  whose 
conscience  is  not  so  acute,  and  who  is  willing 
to  operate  at  once.  How'  much  better  it  is  to 
be  able  to  go  to  bed  with  a clear  conscience 
than  to  feel  that,  by  hasty  inopportune  sur- 
gery', you  have  been  the  cause  of  suffering, 
illness,  or  even  death. 

It  is  our  feeling  that  tonsillectomy  is  not 
a minor  procedure,  and  that  the  operation 
should  always  be  done  w'here  the  patient  may 
be  surrounded  by  the  best  available  operative 
and  nursing  facilities  possible.  Of  course, 
these  facilities  can  best  be  found  in  a well 
regulated  and  well  conducted  hospital.  To 
do  the  operation  in  the  home  or  in  the  doc- 
tor’s office,  when  better  facilities  are  available, 


is  at  least  an  error  of  judgment,  and  adds 
greatly  to  the  surgeon’s  personal  responsi- 
bility. One  may  be  lulled  into  a feeling  of 
false  security  because  he  has  successfully  per- 
formed large  numbers  of  operations  in  poor 
surroundings,  only  some  day  to  awaken  with 
a start  w'hen  he  has  had  the  misfortune  to 
lose  a case  W'hich  might  have  been  saved, 
had  the  conditions  been  different. 

Tonsils  should  be  removed  only  by  those 
who  are  proficient  in  the  examination  of  the 
throat,  in  the  anatomy  of  the  tonsil,  and  who 
have  had  sufficient  surgical  training  to  be  able 
to  meet  any  emergency  which  might  arise. 
Unfortunately  surgery  of  the  tonsil  is  fre- 
quently undertaken  by  those  who  w'ould  not 
think  of  attempting  any  other  major  surgical 
procedure.  The  laity,  who  too  often  are  led 
to  believe  that  the  operation  is  but  a minor 
one,  find  to  their  sorrow'  that  it  is  not  devoid 
of  danger.  It  makes  little  or  no  difference 
as  to  the  method  employed  by  the  operating 
surgeon  in  the  removal  of  tonsils,  so  long  as 
the  tonsils  are  completely  removed  with  a 
minimum  of  trauma  to  the  surrounding  tis- 
sues. It  is  of  extreme  importance  that  all 
bleeding  points  be  ligated  and  that  the  throat 
is  dry  before  the  patient  leaves  the  operating 
room.  The  surgeon’s  responsibility  does  not 
cease  as  his  patient  is  w'heeled  from  the  room 
but  he  must  see  that  some  one  competent  to 
meet  any  emergency  remains  with  the  patient 
until  the  latter  has  completely  reacted  from 
the  anesthetic  if  an  anesthetic  has  been  used. 
It  is  also  this  person’s  duty  to  see  that  the 
patient  is  so  placed  in  bed,  that  any  blood  or 
mucous  W'hich  accumulates  in  the  throat  will 
escape  by  the  mouth  and  not  enter  the  tracheo- 
bronchial tree. 

When  a tonsillectomy  is  Indicated  the  re- 
sults of  a well  performed  operation  are, 
indeed,  gratifying,  and  w'e  find  that  such  cases 
are  among  our  most  grateful  patients. 

T)iscnssion 

Dr.  M.  P'.  Petersen,  Charleston:  The  discus- 
sion I have  to  make  is  from  the  point  of  view  of  a 
pediatrician,  and  will  leave  out,  therefore,  considera- 
tion of  the  one  particular  type  of  tonsil  which  Dr. 
Hoge  spoke  of;  the  one  that  a man  has  fifteen  years, 
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during  which  time  he  is  not  well.  Those,  I think, 
are  never  seen  in  children.  There  can  be  no  serious 
disagreement  among  those  of  us  interested  in  tonsil 
removal  regarding  the  main  points  of  Dr.  Hoge’s 
paper:  namely,  that  the  operation  should  be  done 
in  a hospital ; that  the  operation  should  be  done  at 
a time  when  the  throat  is  as  free  from  infection  as 
)'ou  can  have  it;  that  a careful  history  of  the  trouble 
of  the  child  should  be  obtained;  ( I wish  to  sav  that 
a history  from  the  family  physician  or  pediatrician  is 
probably  much  more  valuable  than  historv  from 
the  parents)  ; that  the  patient  following  operation 
should  have  a careful  convalescence  of  at  least 
twenty-four  hours;  that  the  operation  should  be 
done  with  carefulness,  and  the  use  of  proper  instru- 
ments, particularly  in  children’s  throats  with  deli- 
cate tissues. 

All  those  points  we  all  believe,  and  there  can  be 
no  serious  difference  of  opinion  on  them. 

But  the  topic  of  Dr.  Hoge’s  paper  is  the  tonsil 
problem,  and  it  seems  to  me  that  the  onlv  problem 
worthy  of  any  discussion  of  consequence  about  the 
tonsil  is  whether  to  take  it  out  or  not.  It  is  a verv 
diflicult  question  to  answer,  and  one,  as  Dr.  Hoge 
has  said,  about  which  a great  deal  is  said,  with  no 
concrete  conclusions  reached.  It  would  not  be  pos- 
sible for  me  to  fill  this  gap  in  Dr.  Hoge’s  discussion 
adequately,  but  I wish  to  call  your  attention  to  one 
or  two  rather  unusual  indications  for  tonsil  removal, 
which  I sec.  One  of  them  is  chronic  pvelitis,  a 
most  discouraging  disease  in  children,  in  manv  cases 
unresponsive  to  medical  or  other  forms  of  therapy 
that  we  know,  and,  consequently,  keeping  the  child 
a long  ways  under  p;ir.  'I'he  presence  of  tonsils  even 
slightly  suspected  in  a case  of  chronic  pyelitis  should 
be  a denite  indication  for  their  removal. 

'J'he  occurrence  of  acute  ne|)hritis  in  children 
winch  does  not  respond  to  ordinarv  measures  of  diet, 
medicine  and  rest  should  always  be  examined  with 
the  idea  of  tonsils  being  a causative  agent.  I think 
here  we  have  the  one  emergency  situation  for  re- 
moval of  tonsils  in  a child.  I have  frequently  advo- 
cated such  a measure  in  the  presence  of  albumin, 
blood  in  the  urine,  and  even  temperature.  .And  on 
some  other  occasions  I have  even  used  ether  anes- 
thesia in  the  removal  of  these  tonsils  with  only  good 
resulting  from  such  an  operation. 

In  my  own  practice  an  indication  for  tonsillec- 
tomy can  not  be  accurately  described.  I ha\e  to 
leave  in  this  way  a general  statement.  Unless  I 
feel  pretty  nearly  positive  that  I can  promise  the 
parents  of  the  child  that  after  such  an  operation  is 


done  that  the  child  is  going  to  be  definitely  better, 
so  that  I can  see  it  and  so  that  they  can  see  it,  I 
might  say  90%  positive  of  that  fact,  I do  not  feel 
justified  in  advising  the  tonsils  to  be  removed. 

Dr.  H.  V.  Thomas,  Fairmont:  I would  like  to 
call  attention  to  a couple  of  points  which  I think 
have  been  overlooked  in  the  discussion. 

One  I believe  is  of  prime  importance:  that  very 
often  the  throat  condition  is  secondary,  and  looked 
upon  as  a primary  condition,  when,  really,  the  in- 
fection lies  above  it,  and  is  of  major  importance. 
I think  in  such  cases,  unless  we  have  a careful  his- 
tory and  study,  we  probably  do  harm  in  the  removal 
of  tonsils  and  adenoids  by  placing  the  patients  in  a 
sense  of  self-security  because  of  the  infection  which 
lurks  behind. 

One  other  problem  is  that  of  differentiation 
when  a man  decides  between  a local  or  a general 
anesthesia.  Sometimes  I have  heard  men  brag 
about  being  able  to  do  tonsillectomy  under  local 
anesthesia  on  a child  13  to  15  years  of  age.  I have 
also  seen  removed  by  local  anesthesia  in  the  forties 
or  fifties  adenoids  which  were  the  seat  of  serious 
trouble.  I do  not  believe  it  wise  to  place  our  choice 
on  a local  anesthesia  simply  because  it  can  be  done. 
Certainly,  if  there  are  adenoids  above,  the  job  should 
be  done  completely.  One  point,  also,  which  has  not 
been  stressed  is  the  backward  child.  Those  who 
fall  behind  in  school  age,  who  do  not  keep  up  with 
their  classmates  and  are  continuously  falling  behind; 
very  often  I have  seen  beneficial  results  from  the 
simple  tonsillectomy,  and  adenoidectomy.  I believe 
the  major  importance  there  lies  not  with  the  tonsils 
but  with  the  adenoids. 

The  discussion  of  two  of  the  papers  I listened 
to  \esterday  in  this  room,  no  thought  was  given,  or 
;it  least  expressed,  from  the  standpoint  of  focal  infec- 
tion which  very  often  results  in  kidney  trouble.  I 
remember  very  well  one  experince  which  I think 
drives  the  proposition  home.  While  doing  post- 
graduate work  e.xamination,  I came  in  contact  with 
a child  who  for  three  years  had  had  albuminuria. 
'J'he  local  physician  had  advised  removal  of  the 
tonsils  and  adenoids  because  of  the  albumin.  .After 
three  years  time,  finally  the  local  physician  prevailed. 
'File  tonsils  were  removed,  and  in  a week’s  time 
the  child  was  free  from  albumin. 

I think  it  is  well  to  call  attention  to  the  fact  of 
the  preoperative  period  before  the  child  become- 
subject  to  difficulties  as  a result  of  tonsils  or  adenoid'. 
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MIGRAINK:  A NKW  THERAPEUTIC  APPROACH 


'By  Edward  J’odolsky,  M.D. 
Brooklyn,  y>.  V. 


j^^iGRAiNE  is  and  alvva\s  has  been  one  of 
the  most  baffling  of  diseases  brought  to 
the  attention  of  the  general  practitioner. 
Essentially,  migraine  has  been  defined  as  a 
recurring  paroxysmal  sensory  disturbance  con- 
ditioned on  an  inherent  instability  of  the 
nervous  system  which  reacts  to  \ arious  types 
of  stress  in  a specific  way.  Migraine  is 
characterized  by  several  distinctive  features; 
it  is  periodic.  There  is  something  always  that 
sets  it  off.  In  some  patients  it  may  occur 
three  or  four  times  a month;  in  others  as 
many  times  a year.  The  attacks  are  fairly 
regular  in  time. 

The  second  great  characteristic  of  migraine 
are  the  sensory  disturbances.  Headache,  of 
course,  is  the  most  common  symptom.  In 
addition,  ocular  disturbances  and  nausea,  with 
or  without  vomiting,  are  the  usual  symptoms. 
Paresthesia,  with  or  without  motor  disturb- 
ance, is  an  essential  part  of  the  migraine 
syndrome. 

Stress  of  some  kind  usually  starts  the  at- 
tack. According  to  the  instability  of  the  pa- 
tient the  amount  of  stress  necessary  to  bring 
on  an  attack  depends  upon  either  physiological 
or  pathological  factors.  It  may  be  brought 
on  by  the  menses  or  the  vexations  of  ordinarv 
daily  life. 

In  a great  many  cases  the  diagnosis  is  made 
by  the  patient  himself.  Its  periodicity  is  the 
chief  clue.  There  is  always  the  preceding 
stress  which  brings  on  the  attack.  It  may  be 
either  mental  or  physical.  Anxieties,  worries, 
too  active  cerebration,  etc.,  are  among  the 
chief  mental  triggers  that  set  off  the  migrain- 
ous crisis.  The  physical  stresses  may  be 
muscular  over-effort,  indigestion,  refractive 
errors,  etc.  It  is  alw'ays  important  to  take  a 
very  thorough  history  and  make  a complete 
physical  examination. 

Once  the  diagnosis  is  established,  and  it  is 
not  very  difficult  to  do  so,  treatment  of  the 


condition  must  be  considered.  There  have 
been  almost  as  many  drugs  advocated  for  this 
disorder  as  there  have  been  physicians  treat- 
ing it.  Morphine  as  usual  heads  the  list, 
but  its  continued  use  is  not,  of  course,  to  be 
countenanced.  Aspirin,  acetanilid,  and  phen- 
acetin  are  the  fa\'orites  of  others.  \"arious 
physical  measures  such  as  electrotherapy  and 
h\drotherap\'  have  been  used.  \’arious  endo- 
crine products  such  as  corpus  luteum  have 
been  used  by  others.  The  present  author  has 
used  the  majority  of  remedies  heretofore  sug- 
gested without  any  too  startling  results. 

The  majority  of  investigators  now  seem 
agreed  that  migraine  is  due  essentially  to  a 
spasm  and  subsequent  dilatation  of  the  cere- 
bral arterioles.  If  this  assumption  is  correct, 
and  if,  further,  these  vascular  spasms  are 
evoked  by  nervous  impulses  reaching  the 
cerebral  vessels  by  the  sympathetic  nerves, 
it  seems  logical  that  drugs  possessing  an 
inhibitory  effect  on  the  sympathetic  would 
be  effective  in  alleviating  the  migraine. 
It  was  just  such  a thought  as  this  that 
lead  Tzanck'  to  treat  migraine  with  ergo- 
tamine  tartrate,  a drug  whose  inhibitory  influ- 
ence on  the  sympathetic  has  been  established. 
He  treated  eleven  cases  in  wffiich  he  obtained 
satisfactory  results  with  ergotamine  tartrate. 

Similarly,  Trautmann^  treated  some  thirty 
cases  of  migraine,  the  great  majority  of  them 
being  associated  w’ith  menstrual  difficulties. 
He  obtained  relief  in  most  of  his  cases,  and 
also  in  certain  cases  it  served  as  a prophy- 
lactic measure  to  abort  the  attack.  Targhetta^ 
reported  a case  of  long  standing  in  which 
good  results  were  obtained  from  ergoto- 
therapy. 

In  view  of  the  fact  that  I had  hitherto  ob- 
tained rather  poor  results  with  the  remedies 
ordinarily  used,  I determined  to  evaluate  the 
effectiveness  of  ergotamine  tartrate  in  those 
cases  of  migraine  coming  under  my  observa- 
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tion.  I report  herewith  seven  cases  of  migraine 
and  the  results  obtained  under  ergotamine 
tartrate.  The  average  length  of  time  I had 
these  under  observation  was  eight  weeks. 

1.  L. A.,  female,  age  36,  housewife.  Had 
been  suffering  with  migrainous  attacks  for 
past  ten  years.  Sometimes  the  attacks  were 
so  severe  that  only  morphine  would  relieve 
them.  Would  suffer  vertigo  and  nausea  dur- 
ing the  attack.  Patient  was  prone  to  worry 
over  trifles  and  excessive  mental  strain  would 
invarably  bring  on  an  attack.  I put  the  pa- 
tient on  ergotamine  tartrate  tablets,  one  three 
times  a day  for  two  weeks.  Relief  was  ob- 
tained within  24  hours,  and  during  period 
of  observation  was  free  from  migraine.  No 
recurrence  at  this  date. 

2.  E.K.,  female,  age  47,  housewire.  Had 
been  suffering  migraine  with  severe  ocular 
disturbances  for  something  like  eighteen  years 
with  but  slight  relief  from  ordinary  medica- 
tion. Attacks  seemed  to  be  brought  on  by 
attacks  of  more  or  less  severe  indigestion, 
during  which  time  patient  would  be  entirely 
incapacitated.  The  patient  was  put  on  ergo- 
tamine tartrate  one  tablet  three  times  daily. 
Within  a week  pains  were  entirely  gone,  vision 
improved,  felt  much  better.  The  digestive 
disturbance  is  being  investigated  in  an  attempt 
to  overcome  it. 

3.  J.S.,  male,  age  65.  Had  been  suffering 
from  “nervous  and  sick  headaches”  for 
twenty-three  years.  Came  at  periodic  inter- 
vals for  which  the  patient  can  assign  no  cause. 
\’ery  slight  relief  from  the  ordinary  remedies 
offered.  Was  put  on  ergotamine  tartrate,  one 
tablet,  thrice  daily  for  about  two  weeks. 
Prompt  relief  obtained,  atid  at  this  writing 
patient  has  suffered  no  relapse. 

4.  A.K.,  female,  age  54,  housewisc.  Had 
been  suffering  from  migraine  for  fifteen  years. 
Seemed  to  be  brought  on  by  excessive  physical 
effort.  Nauseated  at  times  to  such  an  extent 
that  she  vomited.  Morphine  seemed  to  be 
about  the  only  thing  that  would  give  relief 
and  this  at  best  was  temporary.  Patient  was 
\ery  miserable.  Was  put  on  ergotherapy 
with  prompt  relief  within  24  hours.  Kept 


on  ergotamine  tartrate  tablets  for  two  weeks. 
No  relapse  or  recurrence  has  been  noted  up 
till  now.  Feels  that  the  most  effective  relief 
was  obtained  under  present  form  of  medi- 
cation. 

5.  A.F.,  male,  age  43.  Had  been  suffer- 
ing from  migrainous  attacks  for  past  ten 
years.  Familial  history  of  migraine.  Came 
at  periodic  intervals  and  seemed  to  be  related 
to  gall-bladder  attacks  which  he  had  been 
having  during  that  time.  Refused  surgical 
intervention.  Very  slight  relief  from  ordi- 
nary run  of  medication.  Was  put  on  ergo- 
tamine tartrate,  one  tablet  three  times  daily, 
for  one  week.  Relief  was  obtained  within 
30  hours.  No  recurrence  since  then.  Feels 
that  he  has  obtained  best  results  under  pres- 
ent form  of  therapy. 

6.  E.B.,  female,  age  25.  Her  attacks  of 
migraine  began  with  onset  of  menses  at  the 
age  of  15.  Had  been  suffering  with  severe, 
nervous  headaches  for  the  past  ten  years. 
During  migrainous  crisis  was  nauseated,  often 
vomitings  severe  ocular  disturbances.  Mor- 
phine seemed  to  be  about  the  only  remedy 
which  afforded  relief.  Patient  came  to  me 
at  onset  of  attack  and  was  put  on  ergotamine 
tartrate  at  once.  Was  given  two  tablets  three 
times  daily  for  first  day,  and  the  usual 
migraine  syndrome  seemed  to  have  been 
abolished  almost  at  the  beginning.  Tablets 
were  reduced  to  one  three  times  a day,  and 
later  to  one  twice  a day.  This  was  maintained 
during  her  menses.  Patient  was  apparently 
free  from  migranous  attack  during  her  pres- 
ent period.  This  confirms  the  experience  of 
Trautmann  who  ascertained  that  ergotamine 
tartrate  can  act  as  a prophylactic  against 
migraine  associated  with  menstrual  difficulties 
if  given  at  the  onset  of  the  attack. 

7.  A. I).,  male,  age  33,  shoemaker  by.occu- 
pation.  Had  been  having  periodic  attacks  of 
migraine  for  past  twelve  years.  They  were 
brought  on  by  attacks  of  indigestion.  During 
attack  patient  suffered  from  vertigo,  was  ex- 
tremely nauseated  and  vomited  frequently. 
Slight  ocular  disturbances,  llsual  medication 
gave  but  slight  relief.  Was  put  on  ergo- 
tamine tartrate,  one  tablet  three  times  a day. 
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Marked  relief  obtained  within  30  hours. 
Ergot  medication  was  continued  over  a period 
of  two  weeks.  Patient  freely  stated  that  he 
obtained  the  greatest  relief  from  present 
form  of  therapy.  No  relapse  during  time  of 
observation,  and  up  till  time  of  writing  more 
than  three  months  have  passed  with  no  re- 
currence. Patient  has  been  told  to  take  the 
ergotamine  tablets  at  first  sign  of  migranous 
attack.  Has  apparently  been  successful  in 
fending  off  the  usual  crisis. 

Migraine  seems  to  be  initiated  by  some 
mental  or  physical  stimulus,  and  these  may 
or  may  not  have  a pathological  background. 
If  due  to  some  disease  condition,  like  an 
inflamed  gall-bladder,  the  diseased  organ 


may  be  removed  and  this  helps  considerably. 
But  migraine  is  an  imbalance,  and  this  im- 
balance must  also  be  destroyed  if  complete 
success  is  to  be  attained. 

It  seems  to  be  now  generally  agreed  by 
many  clinicians  that  the  migrainous  syndrome 
depends  for  the  most  part  on  the  over- 
irritation of  the  cerebral  arterioles.  The 
most  logical  form  of  medication  is  that  which 
aims  to  depress  this  over-stimulation  with  its 
consequent  spasm.  Ergotamine  tartrate  seems 
to  be  capable  of  accomplishing  this  aim. 
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THE  PHYSICIAN  AND  THE  WEST  VIRGINIA 
WHITE  HOUSE  CONFERENCE 


‘£y  Geo.  M.  Lyon,  M.D. 
Huntingtony  IV.  V a. 


'^^HY  should  a physician  be  interested  in 
the  West  Virginia  White  House  Confer- 
ence on  Child  Health  and  Protectlonr  What 
can  it  possibly  hope  to  accomplish." 

Changing  social  and  economic  trends  call 
for  a scientific,  open-minded,  frank  and  fair 
consideration  of  child  health  and  protection, 
in  which  we  as  physicians  in  cobperatlon  with 
official  and  interested  agencies  must  play  an 
Integral  part  in  an  effort  to  correct  defects 
or  inefficiencies  and  to  improve  present  prac- 
tices of  child  health  and  protection  in  West 
^ irginla.  This  Conference  is  to  be  a common 
meeting  ground  upon  which  representatives 
of  the  child,  the  taxpayer,  the  physician,  the 
State  Department  of  Health,  the  Department 
of  Free  Schools,  the  Department  of  Public 
Welfare,  and  trained  and  lay  social  workers 
will  come  together  in  a common  cause,  at- 
tempting to  develop  in  a cooperative  manner 
programs  which  will  be  as  beneficial  to  as 
many,  and  as  detrimental  to  as  few  as  possible. 
The  furthering  of  child  health  and  protection 


in  West  Virginia  is  an  important  and  vital 
issue.  That  there  are  many  knotty  border- 
line and  conflicting  practices  and  tendencies 
w'hich  tend  to  prevent  its  achievement  should 
be  frankly  recognized.  Faulty  attitudes  and 
practices  are  common  to  all  groups  and  to 
many  individuals.  This  creates  lack  of  har- 
mony, discontent  and  jealousy  rendering  the 
achievement  of  worthy  objectives  difficult  if 
not  actually  impossible. 

This  Conference  is  at  the  moment  the  one 
medium  through  which  with  concerted  action 
and  study  we  can  hope  to  obtain  helpful  sug- 
gestions and  practical  improvement.  Cooper- 
ation from  official  agencies  has  been  promised 
to  the  interested  professions  of  the  state  if 
they  will  assist  in  developing  plans  technically 
acceptable  to  themselves  and  considerate  of  all 
concerned.  The  professions  of  medicine,  edu- 
cation and  social  work  are  being  asked  for 
technical  advice  to  be  based  on  an  accurate, 
impartial  and  fair  study  of  conditions  in  West 
Virginia.  It  becomes,  therefore,  a patriotic 
duty  for  the  members  of  these  professions  to 
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render  the  special  service  to  their  state  for 
which  they  are  particularly  qualified. 

Few  problems  to  be  considered  may  be 
looked  upon  as  “medical  problems”  in  their 
entirety.  There  are  other  equally  important, 
equally  essential  fields  of  endeavor.  The 
physician,  the  public  health  worker,  the  edu- 
cator, the  social  worker  all  represent  forces 
for  child  health  and  protection  which  are 
fundamental  and  without  any  one  of  which 
child  health  and  protection  can  not  be  accom- 
plished in  its  optimal  state.  Each  agency  must 
realize  the  peculiar  necessity  of  the  other 
agencies.  Appropriate  appreciation  of  each 
agency  for  the  other  agency’s  special  contri- 
bution is  essential.  As  medical  men  we  must 
be  impressed  with  the  absolute  necessity  of 
acceptable  medical  help  if  not  actual  guidance 
in  much  of  this  work.  We  must  not  let  this 
blind  us  to  the  necessity  of  appreciating  the 
value  of  the  work  of  other  workers. 

( 1 ) The  high  infant  death  rate  in  West 
Virginia  needs  to  be  studied  by  competent 
physicians,  preferably  by  those  directly  in 
contact  with  West  Virginia  babies  rather  than 
by  an  out-of-the-state  or  “official”  expert.  Our 
Chambers  of  Commerce  have  desired  an  ex- 
planation of  these  relatively  high  rates.  What 
have  we  pihysicians  to  offer  in  explanation  at 
present?  Is  this  high  rate  found  in  all  sec- 
tions of  the  state  or  not?  Do  we  know  how 
to  assist  in  its  reduction? 

(2)  Obstetrical  services  in  West  Virginia 
can  profitably  stand  an  “inventory.”  Dr.  J. 
R.  HIoss,  long  a leader  in  the  State  Medical 
Association  and  a Fellow  of  the  American 
Association  of  Obstetricians,  Cfynecologists 
and  Abdominal  Surgeons,  is  directing  the  ac- 
tivities of  this  “inventory.”  A study  of  the 
high  neo-natal  and  maternal  death  rate  will 
be  a part  of  their  work.  West  Virginia  pre- 
sents an  unenviable  statistical  rating  in  this 
phase  of  child  health  and  protection.  Dr. 
I larry  Steele,  Dr.  H.  C.  John,  Dr.  Walter 
Rowley,  Dr.  \\h  W.  Point,  Dr.  Ed. 
Humphrey,  and  Dr.  Gilbert  Ratcliff  are 
collaborating  with  Dr.  HIoss  iti  the  early  plans 
and  workings  of  this  particular  study. 


(3)  It  is  not  likely  that  the  medical  man 
in  general  is  as  actively  interested  in  matters 
of  child  health  and  'protection  as  his  profes- 
sional responsibility  includes  and  requires. 
This  is  something  to  be  stimulated  by  our 
own  selves  from  within  our  own  ranks — 
rather  than  prodded  into  activity  by  laymen 
of  energetic  and  avaricious  or  unintelligent 
intent  as  is  not  infrequently  the  case. 

(4)  Smallpox  vaccination  and  diphtheria 
immunization  are  of  undoubted  value.  The 
carrying  on  of  this  preventive  work  is  an  ab- 
solute responsibility  of  the  private  physician. 
His  failure  to  do  so  can  have  no  defense.  It 
must  be  frankly  admitted  that  not  enough 
protection  of  this  sort  is  provided  by  private 
physicians.  Many  physicians  feel  that  official 
health  agencies  and  some  school  physicians 
have  bungled  programs  of  immunization  by 
working  through  lay  groups  instead  of  work- 
ing through  the  local  societies  ( the  local  rep- 
resentatives of  the  organized  profession).  A 
plan  which  will  get  the  majority  of  preschool 
children  immunized,  which  will  foster  and 
maintain  a wholesome  spirit  of  cooperation 
between  the  physician  (as  represented  by  his 
county  society)  and  the  official  health  depart- 
ments can  be  worked  out  in  this  Conference, 
and  can  be  put  into  effect. 

(5)  Dental  Hygiene  and  Dental  Exami- 
nation in  children  in  West  Virginia  have  not 
received  proper  attention.  Already  interested 
lay  organizations  are  initiating  movements  for 
this  as  they  once  did  for  the  Crippled  Child 
program.  Have  we  as  physicians  and  dentists 
a program  for  them  when  they  make  this 
request  or  must  we  refer  them  to  untrained 
lay  enthusiasts  for  their  guidance? 

(6)  Mental  Hygiene  throughout  the 
country  is  rapidly  catching  the  active  interest 
of  amateur  “psychologists,”  so-called  “practi- 
cal educators”  and  active  lay  propagandists 
utterly  unqualified  to  take  the  lead  in  it. 
Eeaders  in  the  professions  of  medicine, 
psychology,  education  and  social  work  recog- 
nize the  danger  of  un(]ualified  and  untrained 
leadership  in  this  field.  Consider  how  au- 
thoritati\’ely’  the  commercial  salesman  speaks 
of  \ itamin  units,  of  their  activities,  and  of  his 
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other  therapeutic  agents.  Mental  faddists 
and  “Jay  experts”  are  springing  up  in  the 
same  manner  as  ha^•e  the  “food  fadciists.” 
Medicine,  not  Jay  groups,  logically  should 
supply  these  leaders.  We  as  physicians  are 
the  logical  ones  to  prepare  the  program  and 
take  the  lead  in  this  great  movement  as  our 
contact  with  the  indi\idual  child  and  the  in- 
di\’idual  home  puts  us  in  the  key  position  to 
carry  out  such  a worth}’  program.  We  ha\  e 
been  slow  to  recognize  our  obligation,  which 
must  of  necessity  demand,  first,  a greater  in- 
terest generall}’  in  mental  hygiene  within  our 
own  professional  ranks  and,  second,  the  de- 
velopment of  rational  and  workable  programs 
for  our  own  communities  provided  with 
capable  medical  assistance  or  leadership.  Just 
as  in  nutrition  so  in  mental  h}  glene,  a knowl- 
edge of  the  demands  of  growth  and  develop- 
ment, a knowledge  of  normal  and  abnormal 
physiology  and  psychology,  and  an  apprecia- 
tion of  clinical  experience  and  family  contact 
is  fundamentally  essential.  It  is  necessary  in 
any  sensible  program  of  mental  hygiene  to 
incorporate  psychology  of  the  proper  and  sub- 
stantial type  rather  than  let  inexpert  but 
energetic  “lay  psychologists”  rush  in,  early 
obtain  the  key  position  and  put  us  as  phy- 
sicians in  a position  of  merited  disadvantage. 
We  may  view  their  activities  with  frank  mis- 
givings, but  what  are  we  going  to  do  about  it: 
Dr.  John  Winter  and  Dr.  Elizabeth  Stalnaker 
of  the  faculty  of  our  State  University  are 
representatives  of  the  very  best  of  psycho- 
logical attitudes  and  practices  and  they  are 
bringing  to  the  Conference  the  valuable  con- 
tributions which  this  important  field  of  human 
study  presents. 

(7)  The  F eehle minded  and  the  Epile-ptic 
Child  in  West  Virginia  needs  more  considera- 
tion and  opportunity.  Our  study,  in  conjunc- 
tion with  official  cooperation,  should  result  in 
the  accomplishment  of  great  good  here. 

(8)  Many  individuals  feel  the  Crippled 
Child  situation  in  West  Virginia  should  be 
carefully  studied  both  as  to  present  needs, 
and  as  to  practices  in  existence  in  the  past  and 
present*  A program  should  be  evolved  along 
lines  acceptable  to  the  State  Medical  Associa- 


tion, interested  lay  organizations,  etc.,  due 
regard  being  paid  to  the  child  and  to  the 
taxpayer. 

( 9 ) Hospital  and  Nursing  Facilities  for 
children  in  West  \'irginia  are  probably  better 
than  fair.  Ways  and  means  for  pointing  out 
and  providing  reasonable  improvement  can 
probably  be  shown  after  a careful  study  is 
made  and  cooperation  is  intelligently  sought. 

(1(1)  Communicable  Disease  Control  is 
not  at  present  handled  to  the  best  advantage. 
Just  how  much  is  the  individual  doctor’s  fault 
and  iu^t  how  much  is  the  fault  of  official 
agencies  is  a matter  of  some  consequence.  A 
cooperative  method  of  reporting,  and  caring 
for,  can  be  worked  out  if  the  right  attitudes 
prevail.  The  local  medical  society  should  be 
spokesman  for  the  local  profession  in  this 
matter.  It  rather  than  the  individual  phy- 
sician should  call  to  task  the  offending  party 
whether,  first,  individual  physician  or,  second, 
official  agency  (local,  county  or  state).  Co- 
operation can  be  established  and  maintained 
if  a proper  plan  is  presented  based  on  fair 
and  impartial  study  of  the  problem. 

(11)  Physicians  are  not  always  at  fault 
for  failure  of  the  Fital  statistic  reports  to 
reach  their  proper  destination.  The  procedure 
of  reporting  can  possibly  be  bettered  if  the 
physicians  demonstrate  the  need  for  it  and 
request  a better  method,  giving  in  the  mean- 
time their  own  important  and  essential 
cooperation. 

(12)  The  tendency  of  lay  organizations 
to  desire  to  come  into  the  field  of  child  wel- 
fare and  deal  with  problems  of  a medical  na- 
ture without  acceptable  medical  guidance, 
presents  a real  problem  in  child  health  and 
protection.  It  affects  the  physician  vitally. 
If  he  does  not  take  his  place  in  the  front  line 
of  assisting,  and  where  needed,  directing  these 
interested  lay  organizations,  they  will  soon  be 
telling  him,  the  physician,  how  to  practice 
preventive  medicine.  This  is  a real  problem, 
today  much  nearer  and  at  present  more  real 
than  “state  medicine.”  We  will  soon  have 
in  our  midst  the  lay  “clinical  psychologist” 
with  his  unbalanced  training,  and  his  desire 
to  have  a “clinical  practice.”  Then  there  may 
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be  the  lay  “physical-educationalist”  who  wath 
inadequate  training,  lectures  authoritatively 
on  health  protection,  hygiene,  and  often  cura- 
tive medicine.  He  examines  hearts,  lungs, 
etc.,  for  his  students  or  gymnasium  patrons. 
Then  there  are  the  would-be  “nutritionists” 
who  .unprepared  properly  to  do  so,  from  the 
street  corner,  in  the  press  and  at  school  spread 
erroneous  practices  and  ideas  of  physiology 
and  nutrition.  The  “school  physician”  usually 
of  political  casting,  almost  always  presents  a 
problem  for  careful  consideration.  His  work 
demands  adequate  supervision  from  his  local 
society  as  to  practices  and  procedures  in  order 
to  see  that  nationally  acceptable  standards  are 
observed.  Not  all  laymen  feel  the  private 
physician  should  care  for  the  state’s  Indigent 
without  compensation.  These  problems  are 
encountered  by  us  every  day.  The  solution 
of  many  of  these  may  be  near  at  hand  if  we 
as  physicians  will  prepare  our  program  and 
point  out  the  way  in  the  fields  in  which  we 
logically  should.  Where  our  view  points  and 
attitudes  and  practices  are  wrong  we  sincerely 
want  to  correct  them.  We  have  been  assured 
of  official  cooperation  in  the  doing,  by  pre- 
senting an  adequate  program  with  medical 
leadership  freque’#tly  supplied  and  with  a 
reasoning  but  united  front.  A campaign  of 
education  will  be  effective.  Shall  we  as  phy- 
sicians not  try  to  carry  on  where  we  can  in  a 
Conference  of  this  sort?  It  is  a humanitarian 
effort  characterized  by  the  same  unselfish 
spirit  as  encouraged  our  past  President,  Dr. 
Huge,  to  carefully  investigate  and  then  to 
advocate  an  improved  service  for  the  mentally 
unfortunate  of  the  state.  The  careful  and 
masterful  study  of  our  present  President,  Dr. 
MacGregor,  in  the  social  and  economic  phases 
of  medical  practice  is  of  the  same  spirit  ap- 
plied in  a different  but  closely  related  line. 

1 he  time  is  ripe.  The  cooperation  of  offi- 
cial agencies  would  seem  assured  and  we  can 
do  much  if  we  will.  It  is  not  just  my  prob- 
lem, nor  just  your  problem;  it  is  our  problem, 
ours  of  the  medical  profession,  ours  to  share 
with  the  jirofessions  of  education  and  social 
welfare.  These  are  problems  we  as  parents, 
as  citizens  ami  as  taxpayers  should  be  inter- 


ested in  quite  as  much  as  in  the  role  of  medi- 
cal expert. 

(13)  Child  Study  Clubs y Parent  Study 
Clubs  and  the  like  are  springing  up  every- 
where. The  physician  must  be  prepared  to 
provide  appropriate  assistance  or  adequate 
leadership  to  best  assist  the  work  of  such 
groups.  The  medical  phases  of  Parent  Edu- 
cation and  Pre-Parent  Education  are  im- 
portant. The  physician  skilled  in  mental  dis- 
orders realizes  especially  the  truth  of  this. 
Pre-School  Education  has  its  medical  side 
and  merits  appropriate  consideration.  We  are 
daily  asked  to  advise  with  respect  to  it. 

(14)  Kindergartens,  Sunday  Schools  of 
Pre-School  Grade,  etc.,  present  medical  prob- 
lems not  usually  properly  appreciated  or  car- 
ried out  by  the  lay  person  generally. 

(15)  In  our  schools  many  knotty  prob- 
lems are  present,  some  of  which  we  may  help 
to  solve  if,  as  physicians,  we  approach  their 
solution  cooperating  with  official  agencies  and 
with  an  open  mind,  thinking  fairly.  ( a)  School 
medical  supervision  is  more  or  less  inadequate 
in  most  communities  and  hardly  deserves  be- 
ing called  by  that  name.  A workable  plan 
can  probably  be  evolved  in  which  the  local 
society  is  the  key  to  the  problem,  (b)  Health 
education  in  the  school  is  not  consistent.  An 
advisory  board  from  the  State  Medical  Asso- 
ciation with  the  State  Department  of  Free 
Schools  should  plan  the  health  education  pro- 
gram for  the  state  and  make  it  uniform  in 
character  and  consistent  with  acceptable  medi- 
cal standards,  (c)  The  hygiene  of  instruc- 
tion and  mental  hygiene  in  particular,  should 
receive  careful  consideration  with  due  regard 
for  acceptable  standards  of  growth  and  de- 
velopment and  related  physiology,  (d) 
Dental  examination  and  dental  hygiene  merit 
consideration  and  improvement  where  pos- 
sible. Dental  education  can  be  properly  in- 
corporated in  health  education,  (e)  Nursing 
service  in  the  schools  of  our  state  can  profit- 
ably be  studied  with  proper  appraisement  of 
results  accomplished,  etc.  Is  it  adequate, 
essential  and  are  the  objectixes  being  accom- 
plished? ( f)  Nutrition  service  in  the  schools 
merits  attention.  Are  the  school  lunch  rooms 
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sanitary?  Is  food  properly  selected  and  pre- 
pared? Is  the  corner  confectionery  store  an 
aid  to  the  welfare  of  the  school  child?  (g) 
Safety  education  is  of  importance.  Can  we 
help  here?  (h)  Is  social  hygiene  given  its 
most  favorable  treatment  or  by  “amateurs” 
instead  of  those  with  understanding  and  tech- 
nical experience?  (i)  Physical  education 
brings  up  the  question  of  the  school  boy  ath- 
lete and  his  medical  supervision.  Does  he 
have  an  adequate  physical  examination  for 
swimming,  competitive  games,  gymnasium 
work,  etc.?  Are  chest  and  heart  examinations 
by  other  than  a physician  adequate?  (j)  The 
training  of  teacher  personnel  (preliminary 
and  “in  service”  training)  are  of  special  im- 
portance in  mental  hygiene,  physiology  of 
growth  and  development,  health  protection, 
health  education,  physical  education,  etc. 
Cooperative  eflForts  on  the  part  of  the  phy- 
sicians can  certainly  be  helpful  in  improve- 
ment of  “in  service”  training  of  personnel. 

(16)  The  handicapped  child  can  not  be 
properly  cared  for  without  a sympathetic 
medical  hand  assisting  in  the  closest  of  co- 
operation with  the  directing  agency.  These 
are  (a)  the  blind  child ^ (b)  the  deaf  child y 
(c)  the  cripfled  childy  (d)  the  child  handi- 
capped by  the  internal  conditions  consisting 
of  congenital  syphilis,  tuberculosis,  cardiac 
disease,  chronic  mental  disorders  (epilepsy, 
post-encephalitic  disorders,  etc.),  anemias, 
and  generally  chronically  lowered  vitality 
(starvation,  poor  environment,  disease,  etc.), 
and  (e)  the  dependent,  neglected,  and  delin- 
quent child.  These  deserv^e  serious  considera- 
tion. Medical  help  should  be  available  to  the 
handicapped  child  not  only  as  regards  general 
medical  service  but  in  planning  for  his  pro- 
gram of  rehabilitation,  education  and  training. 
Especially  does  the  delinquent  child  need 
psychometric  studies  by  the  psychologist  and  a 
proper  psychiatric  and  medical  appraisement 
as  well. 

The  Conference  is  not  proceeding  with  the 
spirit  of  the  reformer,  nor  will  it.  Scientific, 
accurate  and  impartial  will  be  the  fact  finding 
and  the  deliberations  toward  recommenda- 


tions. legislative  and  educational  programs 
will  follow  the  Conference,  based  on  the  find- 
ings of  the  Conference  but  not  as  an  integral 
part  of  the  present  organization.  That  will 
constitute  the  work  of  the  Continuation  Com- 
mittee which  will  take  up  where  this  Con- 
ference Committee  stops.  To  be  effective 
there  must  be  carried  on  by  this  Committee  a 
long-time  educational  program  with  follow- 
up conferences  held  from  time  to  time  to 
check-up  on  the  progress  made.  Well  laid 
plans  are  already  laid  for  this  continuation 
of  activity.  Should  a physician  be  Interested 
in  such  an  endeavor? 


MEDICAL  progress  IMPEDED 

For  centuries  and  ages  the  main  or  only  defenses 
against  disease  were  prayers,  magic,  incantations, 
sacrifices  and  taboos.  Gods,  devils  and  witches  were 
associated  with  illness  and  death. 

Depressing  as  these  beliefs  may  be,  some  of  the 
notions  concerning  illness  which  were  prevalent  in 
the  sixteenth  and  seventeenth  centuries,  great  cen- 
turies of  renaissance  and  of  intellectual  curiosity  as 
they  were,  are  appalling,  in  the  opinion  of  Dr.  P. 
M.  Ashburn,  who  begins  a serial,  “Progress  in 
Preventive  Medicine,”  in  the  March  Hygeia. 

Medicine  was  interpreted  during  those  centuries 
according  to  Galen  and  the  humoral  theory  of  dis- 
ease and  to  the  Arabians  and  astrology.  And  neither 
the  humoral  theory  nor  the  atsrology  bore  relation 
to  the  facts. 

When  William  Harvey  described  the  circulation 
of  the  blood,  one  of  the  medical  leaders  of  his  day 
said  that  if  Harvey’s  dissections  did  not  agree  with 
Galen’s  teachings,  then  the  nature  and  structure  of 
man  had  changed  since  Galen’s  day,  as  it  could  not 
be  admitted  that  Galen  had  erred. 

Jenner’s  teaching  in  regard  to  inoculation  for 
smallpox  was  so  at  variance  with  all  the  teaching 
and  knowledge  of  the  day  that  it  encountered  violent 
opposition  from  all  sides  and  was  branded  as  absurd 
and  harmfid.  Vaccination  has  freed  childhood  to- 
day from  what  was  its  greatest  menace  prior  to 
Jenner’s  discovery. 
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SOME  PHASES  OF  CONTRACT  PRACTICE  =*= 

AN  OUTLINE  OF  SOME  IMPORTANT  QUESTIONS  WHICH  DESERVE 
IMMEDIATE  CONSIDERATION 

By  R.  G.  Leland,  M.D. 

Director,  Bureau  of  Medical  Economics, 

A?nerican  Medical  A ssociation 


Criticism. — It  is  not  known  whether  the 
owner  of  this  hospital  is  being  paid  for  these 
articles  in  a manner  similar  to  the  purchase 
of  syndicated  health  columns  or  whether  he 
is  paying  for  the  privilege  of  inserting  these 
articles  or  whether  the  space  is  offered  him 
gratis.  Whatever  the  arrangement  may  be 
between  the  physician  and  the  newspaper,  the 
address  at  the  close  of  the  article  makes  it 
very  easy  for  those  who  read  to  make  no 
mistake  as  to  the  location  of  the  Golden  State 
Hospital.  There  might  be  some  difference 
of  opinion  as  to  whether  such  a statement  con- 
stituted advertising,  but  there  can  be  little 
doubt  that  the  physician  who  attaches  both 
the  name  and  address  of  his  institution  to  a 
so-called  educational  article  offers  an  easy 
access  to  personal  gain. 

15.  Mount  Moriah  Elosfital  Limited. — 
In  San  Francisco,  one  of  the  contract  medical 
plans  now  operating  wholly  under  medical 
control,  is  known  as  the  Mount  Moriah  Hos- 
pital I.imited.  This  plan  was  originally 
organized  for  masons  and  masons’  families 
only.  It  proved  unsuccessful  because  of  the 
low  monthly  rate  charged.  For  the  past  three 
years  it  has  been  operated  by  a physician. 
The  charges  are  from  $2  to  $3  per  member 
per  month.  This  plan  has  6,000  members 
in  San  Francisco  and  1,200  members  in  .'\la- 
meda  and  Oakland.  The  staff  consists  of 
22  physicians  and  there  has  recently  been 
added  to  the  medical  contract  a mutual  life 
insurance  coverage. 

Criticism. — Obviously,  to  make  available 
the  services  of  only  22  physicians  out  of  a 
possible  total  in  excess  of  2,300  does  not  con- 
stitute free  choice. 

16.  A So-Called  Industrial  Service. — In 
a western  city  there  is  also  a so-called  service 
which  seeks  to  close  contracts  for  medical  care 


with  industrial  concerns  on  the  basis  of  the 
character  of  the  medical  staff  which  it  employs. 
Many  physicians  whose  names  have  been  used 
to  sell  this  industrial  medical  service  claim  , 
that  their  names  have  been  used  without  their  i 
knowledge  or  authority.  Some  of  these 
physicians  have  demanded  that  the  service  dis- 
continue such  unauthorized  use  at  once.  Such 
a practice  illustrates  another  of  the  grave 
menaces  that  may  develop  in  certain  forms 
of  flat  rate  contract  practice  which  is  not  con- 
trolled by  the  medical  profession. 

17.  California  County  Hospital. — 
Throughout  California  serious  interference 
with  private  medical  practice  and  private  hos- 
pital service  has  been  caused  by  the  increasing 
use  of  county  hospitals  which  are  controlled 
entirely  by  the  county  commissioners  of  the 
respective  counties  concerned.  I>ast  year  in 
some  counties  more  than  75  per  cent  of  all 
persons  hospitalized  were  cared  for  in  county  , 
hospitals.  Three  classes  of  patients  are  recog-  | 
nized,  full  pay,  part  pay  and  free.  The  at- 
tending physician  is  allowed  to  care  for  pa- 
tients who  are  able  to  pay  the  full  medical 
fee.  Patients  who  are  able  to  pay  only  a 
portion  or  none  of  the  medical  fee  are  cared  ^ 
for  by  the  county  hospital  medical  staff  whose  | 
salary  is  paid  by  the  county  commissioner.  It 

is  not  known  whether  the  fee  paid  by  the 
part  pay  patient  is  divided  between  the  hos- 
pital and  the  staff  physician  of  the  county 
hospital.  There  is  great  apprehension  among 
the  members  of  the  California  Medical  Asso- 
ciation lest  there  be  an  effort  at  the  coming 
session  of  the  California  Legislature  to  open 
the  county  hospitals  in  California  by  law  to 
the  entire  population  without  any  regard  as 
to  the  financial  ability  of  the  patient  to  pay 
for  his  medical  services. 

1 8.  Research  Hospital  of  Kansas  City, 
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Mo. — From  Kansas  City,  iVIo.,  comes  the  In- 
formation that  the  Research  Hospital  of  that 
city  is  developing  a plan  for  flat  rate  medical 
service. 

1 9.  General  Medical  Society  of  Omaha.-  — 
Information  is  at  hand  to  the  effect  that  the 
State  Insurance  Commissioner  of  Nebraska 
has  approved  articles  of  incorporation  of  the 
General  Medical  Society  of  Omaha,  a com- 
pany organized  and  incorporated  to  furnish 
medical,  surgical  and  dental  services  to  its 
policy  holders  in  return  for  premiums  they 
will  pay  on  the  assessment  plan. 

20.  The  Better  Health  Institute  of  AVu; 
Jersey.— Th&  advertising  material  of  this  in- 
stitute states  that  this  organization  “offers  the 
last  word  in  protection  and  safety  with  com- 
plete medical  attention,  periodical  dental 
service,  sickness  benefit  or  life  insurance,  at 
minimum  expense.”  The  rates  chargs  are 
$1.50  to  $2.75  per  month.  This  institute  is 
operated  by  laymen,  presumably  for  a profit. 

21.  The  Community  Aledical  Service  y 
Inc.y  of  Brooklyn,  N . Y . — This  service  is  seek- 
ing to  obtain  contracts  with  physicians  for  the 
care  of  the  medical  service’s  membership  at 
a ridiculously  low  sum.  The  cost  for  the 
entire  family  is  stated  as  $12.75  a year.  At 
present  no  information  is  available  as  to  the 
type  of  control  of  this  servTce. 

22.  The  American  Medical  Insurance  So- 
ciety of  Oklahoma  City. — This  Insurance  so- 
ciety was  recently  organized  in  Oklahoma 
City  to  provide  its  members  with  services  and 
benefits  incident  to  accident  and  Illness.  The 
policy  issued  by  this  society  contains  the  usual 
limitations  and  exclusions  which  make  it  at 
best,  unsatisfactory  as  a means  of  providing 
medical  care. 

23.  Multnomah  Industrial  Health  Asso- 
ciation.— To  meet  the  increasing  competition 
of  contract  practice  and  hospital  associations 
in  Oregon,  the  Multnomah  Industrial  Health 
Association  was  recently  incorporated  by  phy- 
sicians in  Portland,  Oregon.  The  association 
plans  at  first  to  care  for  industrial  accident 
cases  only.  Already  approximately  150  phy- 
sicians have  joined  and  hav'e  paid  the  purchase 
price  of  $100  for  one  share  of  stock.  It  is 


hoped  that  the  membership  in  the  association 
will  reach  at  least  300  or  400  physicians  from 
the  members  of  the  Multnomah  County 
Medical  Society.  All  county  society  members 
are  eligible  to  membership  in  the  health  asso- 
ciation. Many  of  the  physicians  who  have 
already  subscribed  will  in  no  wise  derive 
benefits  from  the  organization  nor  will  they 
handle  any  industrial  cases,  but  it  appears 
from  the  statements  of  those  who  are  organ- 
izing the  project  that  the  main  object  is  to 
secure  as  large  a group  of  physicians  in  Port- 
land as  possible  in  order  that  they  may  better 
compete  with  the  contract  groups  and  hospital 
associations  already  in  operation.  It  is  un- 
fortunate but  apparently  inevitable  that  this 
group  must  use  practically  the  same  methods 
of  securing  and  retaining  contracts  as  those 
already  in  use  by  the  hospital  association  and 
contract  groups. 

24.  State  Industrial  Accident  Commission 
of  Oregon. — The  Oregon  State  Industrial 
Accident  Commission  is  now  making  direct 
contracts  for  industrial  medical  service  with 
physicians,  groups  of  physicians  and  hospital 
associations.  Within  the  past  eighteen  months 
much  dissatisfaction  over  the  operation  of  the 
medical  phase  of  Workmen’s  Compensation 
has  developed  in  Oregon,  largely  because  of 
the  methods  used  and  the  service  rendered 
in  contract  practice. 

No  provision  is  made,  even  by  the  combi- 
nation of  all  of  these  schemes,  for  the  medical 
care  of  the  income  class  below  the  normal 
standard  of  living.  These  are  still  to  be  left 
to  the  care  of  private  charity  and  county 
hospitals. 

The  outcome  in  other  counties  makes  it 
safe  to  predict  that  as  soon  as  this  stage  has 
arrived,  there  will  be  an  irresistible  demand 
for  compulsory  insurance.  The  pattern  of 
this  compulsory  insurance  will  have  been 
fixed  with  the  insurance  corporations  in  con- 
trol and  the  medical  profession  existing  only 
as  their  employees. 

Continued  in  April  Issue 

Competitive  Commercialism.  — Refer- 
ence to  and  description  of  the  foregoing  types 
of  medical  practice  now  in  operation  or  being 
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developed  has  been  made  to  show  that  so  far 
from  the  practice  of  medicine  returning  to  the 
private  individual  type,  there  are  developing 
in  all  parts  of  the  United  States  group  and 
contract  schemes  designed  to  meet  a popular 
demand  for  medical  service  at  a reduced  cost. 
The  types  described  are  intended  to  illustrate 
only  the  most  common  varieties  of  deviations 
from  the  private  independent  practice  of 
medicine. 

Because  of  the  reduced  income  of  many 
physicians,  these  schemes  are  being  supported 
by  some  physicians  who  see  in  them  a more 
constant  and  substantial  financial  return  than 
in  the  private  practice  in  which  they  have 
been  engaged.  In  some  sections  of  the  United 
States,  these  schemes,  developed  along  com- 
mercial lines,  have  set  up  a system  of  com- 
petitive commericalism  which  makes  it  almost 
impossible  for  the  private  individual  practi- 
tioner and  the  recent  graduate  to  make  a 
living. 

A study  of  the  medical  service  provided  by 
railroads,  mining  and  oil  corporations  and 
other  large  interests  would  reveal  another 
type  of  contract  practice  involving  somewhat 
different  factors  than  those  described  in  the 
foregoing  discussion.  Although  some  of  these 
forms  of  contract  practice  are  recognized  as 
altogether  legitimate  and  ethical,  it  should  not 
be  inferred  because  an  analysis  and  criticism  of 
these  forms  of  medical  service  have  been 
omitted  that  they  are  entirely  free  from  some 
of  the  criticisms  and  dangers  found  in  other 
contract  schemes. 

h’rom  the  foregoing  it  should  be  obvious 
that  contract  practice  is  being  widely  de- 
veloped and  that  it  may  bring  about  a serious 
deterioration  in  the  (luality  of  medical  serv- 
ice. The  most  natural  (juestion  at  this  point 
is  “What  is  the  medical  profession  doing 
about  it?” 

I'b'FOR'is  oi'  Mkdical  Societies  to  Ap- 
praise Ib^ESENT  SystI'.ms  oe  Medicai.  Care 
AND  'lo  Suggest  Ciiangi;s  if  Niccicssary. — 
Notwithstanding  an  afiparent  general  indif- 
ference on  the  part  of  medical  societies  to- 
ward the  growing  restlessness  of  members 
over  these  recent  developments  in  the  ad- 


ministration of  medical  care,  certain  state  and 
local  medical  societies  are  attempting  to  de- 
termine the  facts  pertaining  to  the  practice 
of  medicine  in  their  respective  jurisdictions 
and  are  hoping  to  be  able  to  offer  suggestions 
or  plans  to  correct  dangerous  tendencies  in 
the  medical  profession  itself  and  if  necessary, 
offer  proposals  to  change  state  statutes  which 
govern  the  practice  of  medicine. 

1.  Washington  State  Medical  Association. 
— The  Washington  State  Medical  Associa- 
tion in  1931,  elected  a medical  economics 
committee  of  seven  to  study  the  types  of 
medical  practice  found  in  Washington  and  to 
make  recommendations,  if  possible  to  elimi- 
nate or  improve  undesirable  conditions  and 
tendencies. 

At  a special  meeting  of  the  House  of 
Delegates  of  the  Washington  State  Medical 
Association,  called  on  April  3,  1932,  this 
committee  presented  its  report.  Answers  to 
the  following  questions  were  based  on  825 
schedules  returned  by  physicians  throughout 
the  state  and  from  personal  observations  made 
by  members  of  the  committee. 

1.  Is  your  practice  medical,  surgical,  special  or 
general? 

General,  53  per  cent;  special,  17  per  cent. 

The  balance  report  a mixed  practice  with  “a 
tendency  toward  some  specialty.” 

2.  Location  of  practice? 

City,  368.5  per  cent;  small  town,  19  per  cent; 
country,  9 per  cent;  suburban,  2.8  per  cent,  and 
isolated  industrial,  1 per  cent. 

In  W^asbington,  70  per  cent  of  the  population  is 
in  cities  over  1 0,(K)0.  'riicre  are  great  stretches  of 
sparsely  settled  country. 

3.  .Arc  contracts  ]irevalcnt  in  vour  community? 

A\'s,  80  per  cent;  do  not  know,  6 per  cent. 

Apjiarcntly  contracts  arc  in  force  wherever  in- 
dustry employs  a group  of  workers. 

4.  Arc  you  in  favor  of  industrial  contractsr 

A'cs,  28  per  cent;  no,  69  per  cent. 

'I'bose  approving  industri.il  contracts  invariably 
acknowledged  practicing  under  this  plan.  Many 
arguments  were  made  both  for  and  against  contracts. 

5.  .Arc  you  in  favor  of  sup|demcnt.al  be.dtb 
contracts? 

A’es,  15  per  cent;  no,  70  per  cent;  no  opinion, 
13  per  cent. 
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6.  In  your  opinion  are  contracts  advantageous? 

Yes,  16  per  cent;  no,  68  per  cent. 

Again,  man)’  opinions  were  expressed  on  both 
sides  of  the  question. 

7.  Do  you  favor  lodge  practice? 

No,  92  per  cent. 

Few  physicians  had  anything  good  to  say  to  lodge 
practice.  Several  claimed  they  were  forced  into  it 
in  small  communities. 

8.  Do  you  have  any  contracts? 

Yes,  27  per  cent. 

In  most  cases  the  contract  portion  supplemented 
a general  practice.  Some  said  contrates  were  taken 
in  self-defense  and  were  not  wholly  approved. 

9.  Do  you  favor  free  choice  of  physicians? 

Yes,  under  all  conditions,  77  per  cent;  yes,  under 

limited  conditions,  21  per  cent. 

Many  arguments  were  made  pro  and  con. 

10.  Are  you  in  sympathy  with  the  complete 
state  control  of  medicine? 

NO  EMPH.ATICALLY,  85  per  cent;  yes,  15 
per  cent. 

The  sympathetic  1 5 per  cent  were  mostly  the 
younger  men  just  starting  in  practice  and  the  aged 
doctors. 

1 1 . Do  \ •ou  favor  the  panel  system  as  practiced 
in  England? 

No,  73  per  cent;  yes,  5 per  cent. 

It  developed  that  doctors  are  not  familiar  with 
this  system. 

12.  Do  you  favor  voluntary  or  compulsory  in- 
surance for  wage  earners  whose  income  is  under 
$2,000  per  year? 

For  voluntary  insurance,  16  per  cent;  for  com- 
pulsory insurance,  14  per  cent. 

An  additional  60  per  cent  favored  some  type  of 
insurance  but  were  not  clear  as  to  details.  Many 
doctors  are  doing  a large  amount  of  charity  work 
much  of  which  could  be  taken  care  of  through 
sickness  insurance. 

13.  Do  you  believe  in  paid  solicitors  or  managers 
for  doctors? 

No  (emphatically),  90  per  cent;  yes,  10  percent. 

The  constructive  suggestion  was  made  that  a 
course  of  economics  on  fees,  collections  and  office 
management  should  be  given  in  the  medical  schools. 

14.  Do  you  believe  in  a minimum  fee  for  con- 
tracts set  by  the  state? 

Yes,  40  per  cent;  no,  40  per  cent. 

This  would  apply  to  the  supplemental  health 
contracts  which  the  state  at  present  does  not  officially 
recognize.  Setting  a mmimum  fee,  it  was  felt. 


would  discourage  price-cutting  and  its  consequent 
improverishment  of  medical  service. 

The  report  states  that  industry  now  has 
several  forms  of  medical  service  from  which 
to  choose.  “Some  industrial  plants  favor  the 
clinic  service;  others  favor  the  free  choice 
plan.  Investigation  shows  that  the  workman 
is  domineered  in  his  choice  by  his  employer. 
It  is  better  to  accept  the  employer’s  doctor 
than  to  lose  his  job.”  “The  committee’s  in- 
vestigation shows  that  some  contracts  are  held 
by  able  physicians  and  surgeons,  while  others 
are  held  by  men  of  inferior  ability.  So  this 
blank  statement  that  the  results  of  the  con- 
tract surgeons  are  better  than  the  non-contract 
surgeons  is  not  true.” 

Comment. — From  the  foregoing  tabulation 
of  percentages  it  is  apparent  that  the  phy- 
sycians  in  Washington  are  not  only  dissatisfied 
with  contract  practice  as  it  exists  there,  but 
they  are  also  hazy  as  to  the  methods  of  modi- 
fying the  present  type  of  practice  to  elimi- 
nate the  dangerous  and  undesirable  features. 
Although  they  express  themselves  as  favor- 
ing or  opposed  to  panel  systems  and  insur- 
ance, it  appears  that  they  are  not  sufficiently 
familiar  with  these  systems  to  warrant  a firm 
stand. 

This  state  of  familiarity,  or  lack  of  it,  with 
respect  to  the  experience  that  has  accumulated 
in  connection  with  various  systems  of  medical 
practice  elsewhere  and  the  uncertain  decision 
as  to  the  necessity  for  some  change,  or  the 
nature  of  the  change,  if  it  seems  desirable, 
emphasizes  the  need  for  careful  and  exhaus- 
tive study  everywhere  of  the  present  status  of 
medical  practice  before  any  new  system  can 
properly  be  promoted. 

The  Washington  State  Medical  Associa- 
tion has  decided,  from  the  information  as- 
sembled by  its  committee  of  seven  elected  to 
study  medical  economic  questions,  that  the 
first  attempt  to  improve  the  status  of  medical 
practice  in  that  state  was  to  change  the  medical 
practice  act  and  the  medical  aid  law  of  that 
state.  Accordingly,  a new  medical  practice 
act  and  modifications  of  the  medical  aid  Jaw 
have  been  prepared  to  introduce  at  the  next 
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session  of  the  legislature  in  January,  1933. 

2.  California  Medical  Association. — The 
council  of  the  California  Medical  Association 
in  September,  1931,  pursuant  with  the  direc- 
tion of  the  House  of  Delegates’  action  of 
April  of  the  same  year,  established  a Depart- 
ment of  Public  Relations  of  the  California 
Medical  Association  to  consist  of  a director, 
an  advisory  committee  and  those  standing 
committees  or  commissions  of  the  California 
Medical  Association  whose  present  functions 
deal  with  public  relations,  public  health 
or  public  education.  The  component  com- 
mittees of  the  Department  of  Public  Re- 
lations at  present  are  the  Committee  on  Pub- 
lic Policy  and  Legislation,  the  Committee  on 
Medical  Economics,  the  Committee  on  Hos- 
pitals, Dispensaries  and  Clinics  and  the 
Cancer  Commission.  The  director  of  the  de- 
partment is  Dr.  Walter  M.  Dickie. 

The  first  report  of  the  director  of  this  new 
department  appears  in  California  and  Western 
Medicine  for  June,  1932.  The  program,  as 
outlined,  is  to  develop  under  the  headings  of: 
administration;  statistics;  education  and  pub- 
licity; legislation. 

It  appears  that  medical  economics  has  been 
placed  under  the  general  heading  of  statistics, 
and  as  yet  the  program  in  this  field  has  not 
been  developed  beyond  the  stage  of  collecting, 
assembling  and  filing  statistics,  articles  and 
literature  on  the  subject  of  medical  economics. 

3.  Wisconsin  State  M.edical  Society. — The 
State  Medical  Society  of  Wisconsin  began  in 
1931  a study  of  the  medical  facilities  of  the 
state,  the  income  of  Wisconsin  physicians  and 
the  ability  of  Wisconsin  residents  to  pay  for 
medical  care. 

The  report  of  the  Wisconsin  study  which 
w'as  approved  by  the  House  of  Delegates  of 
the  State  Medical  Society  of  Wisconsin  at 
their  recent  annual  meeting  contains  much 
valuable  information.  The  conclusions  and 
recommendations  are  worthy  of  study  by 
medical  societies  everywhere  because  of  the 
clarity  with  which  some  of  the  principles  un- 
derlying the  practice  of  medicine  are  stated. 

4.  Michigan  State  Medical  Society. — Ihe 
Michigan  State  Medical  Society  has  initiated 


a very  comprehensive  study  of  state  wide 
medical  facilities  and  practices  under  the  di- 
rectorship of  Dr.  Nathan  Sinai. 

1.  Economic  Structure  of  the  State  Population 

2.  Health  Agencies 
(rt)  Official 
{b)  Nonofficial 

3.  Industrial  Medical  Service 

(rt)  Lodge  and  Other  Practice 

4.  M^elfare  Service 

5.  Tuberculosis 

6.  Mental  Diseases 

7.  Miscellaneous 

(rt)  Workmen’s  Compensation 
{b)  Contract  Practice 
(c)  Experiments  in  Provisions  of  Service 
(rt')  Medical  Societv  Activities 

( 1 ) Scientific 

(2)  Public  Relations 

(e)  Studv  of  Patients  Dicharged  from  Hos- 
tals 

This  Study  has  been  started  so  recently  that 
no  comment  can  be  made  except  to  point  out 
the  completeness  of  details  with  which  the 
society  has  outlined  its  work. 

5.  Kent  County  Medical  Society,  Grand 
Rapids,  Mich. — The  Kent  County  Medical 
Society  in  April,  1932,  published  a 43  page 
report  of  the  Public  Relations  Committee 
study  entitled  “Community  Responsibility  in 
Providing  Adequate  NIedical  and  Hospital 
Care  for  the  Indigent  and  Reducing  the  Cost 
of  Such  Care  for  Persons  in  the  Lower  Earn- 
ing Brackets.  A Plan  for  Equitable  Commu- 
nity and  Professional  Participation.” 

The  report  includes  statements  on  the  fol- 
lowing subjects: 

Prevalence  of  Illness 

Proportion  of  Population  111  but  Unattended 

Economic  Loss  Caused  by  Illness 

Cost  of  Existing  Service,  Exclusive  of  Cults 

Amounts  Expended  bv  Families  for  Medical  Care 

Distribution  of  Expenditures  for  Medical  Service 

Maintenance  Budgets 

Social  Service 

Financial  investigation  of  Social  .Agencies 

Visiting  Nursing 

Charity 

Distribution  of  the  Phvsician’s  Time 
Health  Insurance 
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I’liblic  \'oluntar\'  Contributions  to  Health  Ac- 
tivities 

Mcilical  Care  of  the  Indigent  Sick 

A I’roposed  Plan  for  Medical  Care 

The  work  of  this  society’s  committee  has 
been  voluminous,  and  although  it  is  impos- 
sible to  check  the  report  in  every  detail  it 
contains  ample  evicience  of  a desire  on  the 
part  of  the  organized  profession  of  that  sec- 
tion of  Michigan  to  do  its  part  toward  a 
mutual  solution  of  medical  economic  prob- 
lems. 

7.  Medical  Society  of  the  State  of  I\ezv 
York. — In  the  Ne^jo  York  Journal  of  Medi- 
cine for  April  15,  1932,  there  appeared  a 
voluminous  report  of  the  Committee  on 
Medical  Economics  of  that  state  medical 
society.  The  committee  during  the  current 
year  considered  a large  number  of  medical 
economic  questions.  The  report  is  constructed 
in  such  a way  that  it  is  Impossible  to  give  a 
fair  resume  here;  suffice  it  to  say  that  the 
report  is  another  evidence  of  the  importance 
and  pressure  of  a multitude  of  phases  of 
medical  economics  demanding  consideration 
in  every  part  of  the  United  States. 

Effect  of  General  Economic  Depres- 
sion ON  THE  Medical  Profession. — It  is 
impossible  to  determine  the  extent  to  which 
the  incomes  of  physicians  have  fallen. 
Sufficient  evidence  is  available  to  show  that 
not  only  have  incomes  dropped  to  an  un- 
precedented low  point,  but  the  financial  in- 
security caused  thereby  has  apparently  also  re- 
sulted in  a sort  of  mental  panic. 

The  following  statements,  therefore,  seem 
justifiable  if  not  self-evident: 

1.  Large  numbers  of  physicians  are  now  receiv- 
ing bare  subsistence  incomes. 

2.  Stress  of  financial  worries  operates  to  distort 
clear  thinking  and  careful  planning  on  plans  for 
medical  care. 

3.  Immediate  financial  relief  to  the  medical  pro- 
fession in  times  of  general  economic  depression  is 
likely  to  be  given  more  serious  consideration  than 
measures  for  ultimate  sound  adjustment. 

4.  During  periods  of  financial  stress,  opportu- 
nities frequently  present  thmeselves  to  disregard  the 
principles  of  ethics  and  because  of  the  exigencies  of 


the  moment  to  fall  into  undesirable  and  dangerous 
practices. 

Some  Principles  ^VHICH  Must  Pre- 
DOMINAIE  IN  AnV  PlAN  FOR  THE  ADMINIS- 
TRATION OF  Medical  Care. — Some  of  the 
principles  which  ha\'e  long  predominated  in 
the  practice  of  medicine  are  stated  below.  In 
the  interest  of  the  public  good  and  the  future 
of  the  medical  profession  there  should  be  no 
lowering  of  standards  because  of  financial 
stress  or  temporary  expediency.  On  the  con- 
trary, it  may  be  possible  that  these  principles 
can  be  strengthened  and  others  of  importance 
may  be  added. 

1.  The  welfare  of  the  public  is  of  primary  im- 
portance. Exploitation  of  the  public  for  economic 
advantage  and  financial  gain  is  inimical  to  good 
medical  service. 

2.  T he  unity  of  medical  organization  must  be 
preserved  for  the  protection  of  the  public  welfare 
and  the  advancement  of  medical  science. 

3.  I ree  choice  of  physician  must  be  guaranteed. 

4.  Opposition  to  unfair  competition  among  phy- 
sicians must  be  maintained.  Anv  distribution  of 
medical  service  which  depends  on  compulsion  for  its 
acceptance  and  use  establishes  an  unfair  competition 
among  physicians  and  introduces  a monopolistic  con- 
trol of  medical  care. 

5.  Sacrifice  of  qualitv  of  medical  service  through 
the  action  of  commercial  competition  must  not  be 
tolerated. 

6.  No  form  of  solicitation  or  compulsion  must 
be  exercised  on  patients  to  compel  them  to  enter 
into  any  sistem  of  medical  care.  Any  deviation 
from  this  principle  subjects  medical  qualifications 
and  care  unduly  to  financial  considerations. 

7.  Full  responsibilitv  for  the  determination  of 
professional  qualifications  and  ethics  and  adequacy 
of  medical  service  must  be  vested  in  the  medical 
profession. 

8.  Compensation  for  medical  care  should  be 
adequate  to  insure  competent  service. 

9.  Preventive  or  preclinical  medicine  must  not 
be  neglected. 

10.  Any  change  in  the  method  of  administering 
medical  care  should  always  be  preceded  by  careful 
and  thorough  study  of  the  medical  profession. 
Change  is  justified  only  on  the  premise  that  the  new 
methods  to  be  adopted  are  superior  to  the  old  which 
they  supplant. 
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TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


The  modern  physician  appreciates  that 
whenever  a case  of  tuberculosis  is  discovered 
every  contact  should  be  examined.  To  sup- 
port him  in  this  practice  tuberculosis  associa- 
tions throughout  the  country  are  this  year 
striving  to  focus  public  attention,  through  the 
medium  of  an  educational  campaign,  on  the 
communicability  of  tuberculosis.  The  slogan 
is,  “Tuberculosis — From  whom  did  he  get  it 
— To  whom  has  he  given  it — Examine  and 
protect  every  contact.”  Incorporated  with 
these  words  is  an  illustration  showing  a doc- 
tor examining  an  x-ray  plate  to  suggest  also 
the  necessity  of  relying  on  this  instrument  of 
precision  for  making  the  diagnosis.  One  of 
the  active  crusaders  of  this  educational  move- 
ment is  J.  Arthur  Myers  of  the  Department 
of  Preventive  Medicine  and  Internal  Medi- 
cine, University  of  Minnesota.  Space  permits 
only  a few  quotations  from  his  William  Snow 
Miller  lecture,  bearing  on  the  communi- 
cability of  tuberculosis. 

EXAMINING  TUBERCULOSIS 
CON'EACTS 

'Ehe  slogan  of  last  year’s  tuberculosis  educational 
campaign,  “'Euberculosis  causes  tuberculosis — every 
case  comes  from  another, ” tells  the  whole  story, 
namely,  that  tuberculosis  is  a communicable  disease. 
(The  1933  slogan  is  a repetition,  with  slight  modi- 
fication, of  the  same  idea.)  'Ehe  recognition  of 
this  fact  has  done  more  to  change  conditions  with 
respect  to  the  incidence  of  tuberculosis  than  all  of 
the  stejis  that  have  been  taken  toward  the  control  of 
this  disease.  ^I'he  unfortunate  fact  remains  that, 
.tlthough  we  have  known  the  disease  to  he  com- 
municable, we  have  not  always  used  this  knowledge 
in  the  expenditure  of  funds  a?id  in  the  dissemination 
of  pulilicity  tended  for  tuberculosis  control. 

* * * 

Now  that  we  have  been  compelled  to  learn  a 
good  I'.irt  of  our  tuberculosis  over  again,  we  arc 
visu;di/ing  its  control  as  never  before.  0|)timism 
is  being  ex|iressed  everywhere  by  those  who  have 
carefnlly  followed  the  recent  develo|)ments  in  our 
knowledge  of  tuhercnlosis.  I'hc  following  practical 


applications  of  the  recent  developments  give  us  an 
idea  of  what  is  possible  and  justify  much  optimism: 

Dr.  Hilleboe  became  curious  about  the  tubercu- 
losis status  of  60  children  four  years  old  and  under, 
who  were  enrolled  in  a nursery  school.  He  applied 
the  intracutaneous  tuberculin  test  and  found  that 
four  of  them  w’ere  positive  reactors.  Since  everv 
case  comes  from  another,  he  began  searching  among 
their  associates.  An  early  revelation  was  that  two 
of  the  teachers  had  tuberculosis,  one  definitely  of  the 
adult  type.  .Members  of  the  families  of  these  chil- 
dren are  now  being  studied  for  tuberculosis.  Finding 
the  source  and  ending  the  exposure  is  the  best  treat- 
ment for  the  children.  Treatment  of  the  patients 
who  infected  the  children  may  begin  much  earlier 
than  it  would  have  without  such  an  investigation, 
and  such  treatment  should  be  the  means  of  saving 
large  numbers  of  other  persons  from  unsuspected 
exposure. 

Simons  and  Hilleboe  applied  tuberculin  tests  and 
x-ray  examinations  in  a case-finding  endeavor  in 
a small  rural  community  with  the  result  that  19 
new  cases  of  tuberculosis  were  discovered.  When 
they  enlisted  the  support  of  the  veterinarians  1 8 
cows  supplying  milk  to  the  community  were  found 
to  be  infected.  Gibbons  has  done  similar  work  in 
another  rural  communitv.  If  their  work  is  con- 
tinued, and  tuberculin-testing  is  more  generally 
applied  to  the  children  of  the  community  at  six-  to 
twelve-month  intervals,  the  time  wall  be  near  at 
hand  when  the  advanced  case  of  tubercidosis  will  no 
longer  be  found  in  the  community  and  when  tuber- 
culosis in  any  stage  will  be  a rare  disease. 

Overcoming  Diagnostic  Diificidtics — I bere  have 
been  two  stumbling  blocks  in  our  present  program 
of  tuberculin-testing  and  x-ray  examinations  of 
positive  reactors  as  a case-finding  measure.  'I  he 
first  is  tlie  objection  presented  by  parents  and  otiiers 
to  instrumentation  in  the  administration  of  tubercu- 
lin. In  the  hands  of  most  workers  the  Moro  test 
has  not  |iroved  as  accurate  as  the  Pircpiet  test.  How- 
ever, Lovett  has  called  attention  to  the  percutaneous 
test,  whicli  consists  of  rubbing  tbe  skin  with  ether 
until  hyperemia  ajipears,  in  an  attempt  to  remove 
the  oil  from  tlie  pores.  'Ehen  a preparation  con- 
taining tuberculin  is  rubbeil  into  this  area  of  skin. 
She  finds  tliis  test  fully  as  accurate  as  the  Pirquet 
ti'st  but  not  as  accurate  as  the  .Mantoux  { intracu- 
taneous) test. 

^Ehe  second  stumbling  block  lias  been  the  cost  of 
x-ray  films.  If  one  wished  to  make  a tuberculosa 
inventory  of  25,000  school  children  or  10,000  uni- 
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vcrsity  stiultiits,  the  cost  of  tlie  x-r;iv  films  alone 
was  stupemioiis.  As  an  example  of  the  attempt  to 
solve  this  clifficultv  may  be  cited  the  experiment  of 
the  Qiieensboro  Tuberculosis  and  Health  Associa- 
tion which  stinudated  a manufacturer  to  develop  a 
paper  x-raj-  film  on  rolls.  \\'ith  the  special  equip- 
ment devised  it  is  possible  to  make  a thousand  chest 
exposures  in  a single  day  with  one  machine. 

In  applying  this  case-finding  method  to  univer- 
sity students,  Diehl  calls  attention  to  examinations 
of  2,500  entering  students  in  the  fall  of  1931. 
Among  approximately  800  reacting  positively  to 
tuberculin  and  having  x-ray-film  examinations  of 
the  chest  were  found  15  cases  of  adult  type  of  pul- 
monary tuberculosis  in  addition  to  many  cases  of 
pleurisy  and  childhood  type  of  tuberculosis.  One 
of  the  cases  with  adult  tvpe  of  pulmonary  had  ad- 
vanced disease,  five  were  moderately  advanced,  and 
nine  w'ere  minimal.  The  control  of  these  cases  with 
reference  to  dissemination  of  tubercle  bacilli  on 
the  campus,  as  well  as  individual  treatment  of  the 
cases,  is  a service  worth  much  more  than  it  costs 
the  institution  and  the  student  body.  The  fact  that 
more  than  a half-dozen  great  American  universities 
instituted  similar  tuberculosis-finding  procedures  in 
the  fall  of  1931  is  of  great  significance. 

Sanatoria  are  beginning  to  employ  full-time 
epidemiologists,  whose  dutv  it  is  to  w'ork  with  family 
physicians  of  patients  admitted  to  their  institutions 
in  finding  the  source  of  their  patient’s  disease.  More- 
over, they  place  under  examination  and  observation 
those  persons  who  have  been  in  contact  with  their 
patient.  This  procedure  at  the  Minnesota  State 
Sanatorium  is  proving  very  elfective. 

Collapse  riirrapy  a Preventive  Measure. — Re- 
cent advances  in  collapse  therapy  are  doing  great 
good  for  individual  patients,  but  a greater  good  by 
closing  off  lesions  which  otherwise  would  be  sources 
of  exposure  to  vast  numbers  of  people.  The  dis- 
covert' of  the  fact  that  many  patients  may  remain 
ambulatory  w'hile  artificial  pneumothorax  is  being 
induced,  or  soon  afterward,  promises  to  do  much 
to  relieve  congestion  in  rooms,  wards,  and  hospitals 
for  tuberculosis  patients,  to  relieve  the  patient  of 
economic  strain,  to  relieve  the  taxpayer  of  a con- 
siderable burden  and  to  prevent  the  spread  of 
tuberculosis.  The  chief  problem  is  one  of  finding 
cases  suitable  for  such  treatment,  that  is,  before  the 
disease  has  become  extensive  and  there  is  much 
breaking  down  of  tissues.  Past  experience  has  taught 
us  that  unless  such  case-finding  methods  are  used 
in  order  to  detect  the  disease  in  the  earliest  possible 


state,  many  are  too  advanced  to  respond  well  to 
any  form  of  treatment,  'riicreforc,  we  must  not 
wait  for  patients  to  come  to  us  with  complaints,  but 
must  go  out  and  find  them  months  and  even  years 
before  they  woidd  develop  symptoms. 

A summation  of  the  facts  of  tuberculosis  now  at 
hand  points  to  prevention  of  the  initial  and  all  sub- 
sequent infections  as  the  goal  for  which  we  must 
strive.  'Phis  means  that  pressure  must  he  brought 
to  hear  on  all  the  modes  of  attack  on  tuberculosis 
now  in  existence,  so  that  each  will  function  at  the 
highest  possible  efficiency.  'I'he  principal  methods 
are  all  based  on  case-finding,  so  that  the  source  of 
exposure  may  he  stopped. — Recent  Developments 
in  Our  Knowledge  of  'ruheretdosis,  J.  Arthur 
.Myers,  .Am.  Rev.  of  Tuberc.,  Feb.,  1933. 

INJUNCTION  CASE  STARTED 

Charging  that  the  Valley  Camp  Coal  Company 
is  practicing  medicine  as  a corporation  and  without 
a state  license.  Dr.  J.  T.  Nolen,  formerly  of  Ward, 
has  instituted  injunction  proceedings  returnable  be- 
fore the  circuit  court  of  Kanawha  County  on  March 
20,  1933.  The  case  has  attracted  considerable  at- 
tention, as  the  legal  question  involved  will  affect 
a large  number  of  coal  companies  and  coal  com- 
pany physicians  in  this  state. 

The  declaration  in  the  above  action  sets  forth 
that  the  Valley  Camp  Coal  Company  collects  ap- 
proximately $1,000  a month  from  its  employees 
for  medical  service,  that  the  company  employs  two 
physicians  on  salary  to  render  this  medical  service, 
that  the  company  purchases  drugs  and  narcotics  for 
the  use  of  the  physicians,  and  that  the  total  cost 
of  the  medical  service  is  much  less  than  the  amount 
collected.  The  declaration  then  claims  that  the  de- 
fendant company  applies  the  residue  “to  its  own 
maintenance,  profit,  or  expense  as  it  may  see  fit.” 

“The  said  defendant,”  continues  the  declaration, 
“uses  a portion  of  said  check-off  in  the  purchase  of 
cocaine,  opium,  morphine,  heroin,  and  other  drugs 
and  narcotics,  which  it  distributes  to  the  said  phy- 
sicians without  having  registered  with  the  collector 
of  internal  revenue  for  this  district  its  name  or  style, 
place  of  business  and  place  or  places  where  such  busi- 
ness is  carried  on,  without  paying  a special  tax  for 
the  privilege  of  dealing  in  such  drugs  and  narcotics, 
and  without  complying  with  the  Acts  of  Congress 
in  respect  to  dealing  in,  dispensing,  selling,  or  dis- 
tribution thereof,  all  of  which  purchase  and  dis- 
tribution by  said  defendant  is  contrary  to  the  law 
of  the  United  States  of  .America.” 
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^JpHE  State  Supreme  Court  of  West  Virginia  rendered  a decision  on  February  14,  1933,  to  the 
effect  that  disability  due  to  silicosis  docs  not  come  within  the  present  scope  of  the  compen- 
sation law.  The  court  held  that  an  employee  has  the  right  of  action  in  common  law  because 
of  disease  contracted  at  work  and  attributable  to  the  negligence  of  the  employer.  This  is  an 
interesting  angle  of  our  compensation  law  and  one  calculated  to  give  many  employers  of  labor 
considerable  cause  for  worry. 

There  arc  several  industries  in  our  state  in  which  there  is  considerable  hazard  from  the 
inhalation  of  silicious  dust.  Outstanding  examples  are  found  in  the  pottery  trade,  the  glass 
industry,  sand  blasting  in  steel  mills  and  rock  dusting  in  coal  mines.  There  are  many  other 
industries  besides  these  in  which  the  hazard  is  present. 

The  attitude  of  industry  toward  the  problem  is  usually  straightforward  and  sincere,  when- 
ever the  presence  of  this  hazard  is  recognized.  Under  practically  all  conditions,  it  is  possible  to 
provide  safety  appliances  and  require  their  use.  It  has  been  found  that  the  use  of  respirators  is 
effectual  in  the  prevention  of  dust  inhalation.  Furthermore,  wet  drilling  reduces  the  air  borne 
dust  to  a minimum.  Very  frequently  employers  realize  the  importance  of  such  preventive 
measures  much  more  keenly  than  do  the  employees.  It  is  sometimes  hard  to  obtain  cooperation 
from  the  workmen.  Theoretically,  the  whole  problem  of  silicosis  could  be  solved  by  the  pro- 
vision of  adequate  safety  appliances  and  their  conscientious  use  by  all  employees. 

Since  the  above  mentioned  plan  has  not  been  found  entirely  adequate,  employers  very 
naturally  seek  to  safeguard  themselves  against  the  annoyance  and  the  financial  risk  connected  with 
suits  for  damages  by  employees  who  claim  to  be  suffering  from  silicosis.  On  the  whole  it  is 
better  for  an  industry  to  protect  itself  against  such  a business  risk  by  handling  the  problem 
through  the  Workmen’s  Compensation  Commission.  Accordingly,  a bill  has  been  introduced  in 
our  legislature  which  provides  specifically  that  silicosis  shall  be  considered  a compensable  im- 
pairment. 

The  inhalation  of  any  dust  is  more  or  less  harmful,  but  the  greatest  amount  of  damage  is 
done  by  those  dusts  bearing  silica.  The  incidence  of  tuberculosis  is  very  high  among  patients 
with  silicosis,  whereas  it  is  relatively  low  among  those  miners  exposed  only  to  the  inhalation  of 
dust  from  soft  coal.  The  development  of  silicosis  is  an  insidious  process  so  that  often  con- 
siderable pulmonary  damage  is  accomplished  before  the  patient  is  aware  of  his  trouble.  The 
essential  pathology  of  the  disease  is  a fibrosis  about  the  bronchial  tree  beginning  at  the  hilus  and 
extending  gradually  towards  the  periphery. 

Even  though  silicosis  is  a serious  disease  and  a well  known  pathological  condition,  we  must 
recognize  the  fact  that  it  is  difficult  if  not  impossible  to  make  an  accurate  differential  diagnosis 
on  clinical  grounds  alone.  It  is  very  easy  to  confuse  the  condition  with  chronic  bronchitis,  emphy- 
sema, tuberculosis  or  other  chronic  pulmonary  disorders.  X-ray  examinations  at  the  hands  of 
expert  roentgenologists  familiar  with  the  disease  constitute  our  most  reliable  means  of  diagnosis 
during  the  life  of  the  patient.  Post-mortem  examination  of  the  lungs  affords  the  only  absolutely 
accurate  test. 

In  view  of  the  difficulties  of  diagnosis  it  is  evident  that  many  claims  for  compensation  on  this 
basis  will  be  made  by  workmen  who  do  not  have  silicosis.  While  the  nature  of  the  employment 
and  the  character  of  the  symptoms  may  offer  some  presumptive  evidence  in  support  of  such  a 
claim,  the  actual  decision  as  to  the  presence  or  absence  of  silicosis  involves  such  a great  physical 
risk  for  the  employee  and  financial  risk  for  the  employer  that  it  will  be  necessary  for  the  indus- 
trial commission  to  fortify  its  position  by  obtaining  expert  advice  in  each  individual  case. 

The  problem  of  silicosis  is  handled  most  satisfactorily  in  the  Province  of  Ontario,  Canada. 
A commission  of  experts  passes  upon  each  case  and  decides  the  degree  of  disability  present.  Their 
decision  is  final.  The  bill  proposed  in  our  legislature  does  not  provide  for  such  a commission  but 
does  authorize  the  Compensation  Commissioner  to  seek  any  assistance  that  he  may  deem  neces- 
sary, and  also  permits  the  examination  of  the  employee  by  other  physicians  selected  by  the 
employer.  It  would  seem  that  an  honest  effort  could  be  made  under  these  conditions  to  deter- 
mine which  claims  should  be  compensated  as  bona  fide  cases  of  silicosis,  and  at  the  same  time, 
employers  would  receive  protection  against  improper  claims  advanced  by  employees  who  do  not 
actually  have  silicosis. 

Furthermore,  the  bill  provides  for  specific  amounts  of  compensation  determined  by  the 
degree  of  disability  present.  The  earliest  detectable  stage  of  the  disease  calls  for  a flat  sum  settle- 
ment of  five  hundred  dollars.  When  the  disease  has  progressed  to  the  next  stage,  settlement  of 
the  claim  is  accomplished  for  fifteen  hundred  dollars.  In  the  advanced  cases  of  silicosis,  where 
tuberculosis  is  present,  the  case  is  considered  as  a permanent  total  disability  and  remunerated  on 
that  basis.  'Fhc.se  provisions  arc  very  similar  to  those  of  the  Ontario  act. 

We  feel  that  silicosis,  as  an  industrial  hazard,  should  be  compensable  under  the  State  Com- 
pensation act.  The  interests  of  both  the  employer  and  the  employee  arc  protected  more  satis- 
factorily under  this  plan.  Our  medical  association  has  had  no  part  in  the  sponsorship  of  this 
particular  bill.  The  writer  feels  that  its  provisions  are  fair,  and  hopes  that  it  will  receive 
favorable  consideration  at  the  hands  of  our  legislature. 


President. 
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BUUJ'.TIN! 

Acting  under  instructions  from  Dr.  D.  A. 
MacGregor,  President,  the  Journal  an- 
nounces herewith  an  extension  of  30  days  for 
the  payment  of  1933  dues.  Heretofore  the 
Association’s  delinquent  list  has  gone  into 
effect  on  April  first  of  each  year.  Dr.  Mac- 
Gregor has  extended  this  period  to  May  first, 
for  1 933  dues  only.  Members  who  have  not 
yet  paid  their  1933  dues  will  remain  in  good 
standing  providing  their  dues  are  paid  on  or 
before  the  first  day  of  May,  1933. 

THE  STATE  MEETING 

Plans  for  the  sixty-sixth  annual  meeting 
of  the  West  Virginia  State  Medical  Associa- 
tion to  be  held  in  Charleston  on  May  22-24, 
1933,  are  rapidly  nearing  completion.  The 
Kanawha  Medical  Society,  host  society  for 
the  coming  convention,  is  leaving  no  stone 
unturned  in  its  effort  to  provide  a cordial 
welcome  and  ample  entertainment  during  the 
three-day  session.  The  work  of  the  state 
program  committee  is  practically  completed 
at  this  time  and  the  final  program  will  be  an- 
nounced in  the  next  issue  of  the  Journal. 

The  general  scientific  meetings  of  the  As- 
sociation will  be  held  on  the  morning  and 
afternoon  of  Tuesday,  May  23,  and  the  morn- 
ing and  afternoon  of  Wednesday,  May  24. 
The  convention  will  close  with  the  annual 
banquet  and  dance  on  Wednesday  night, 
May  24.  All  sectional  meetings  will  be  held 
on  Monday  afternoon,  May  22. 

Business  meetings  of  the  Association  will 
include  a council  meeting  on  the  morning  of 
May  22,  a meeting  of  the  house  of  delegates 


on  the  evening  of  May  22,  and  the  election 
of  officers  by  the  house  of  delegates  on  the 
ev'ening  of  May  23. 

A second  innovation  scheduled  for  the 
Charleston  meeting  will  be  a series  of  scien- 
tific exhibits  by  various  hospitals  and  clinics 
throughout  the  state.  These  exhibits  are  be- 
ing sponsored  by  the  Kanawha  Medical 
Society  and  Dr.  D.  N.  Barber,  Charleston, 
is  chairman  of  this  feature.  A large  number 
of  these  exhibits  have  already  been  scheduled. 
.•\ny  member  interested  in  providing  a scien- 
tific exhibit  at  the  Charleston  meeting  can 
secure  complete  information  by  writing  either 
to  the  Association  headquarters  or  to  Dr. 
Barber. 

The  headquarters  hotel  for  the  meeting 
will  be  at  the  Daniel  Boone,  and  the  general 
meetings  and  exhibits  will  be  held  in  the 
Shrine  Mosque,  directly  across  the  street. 
Reservations  for  hotel  rooms  should  be  made 
as  early  as  possible. 

Among  the  distinguished  out-of-state 
essayists  to  appear  on  the  program  of  the 
Charleston  meeting  will  be  Dr.  P.  Brooke 
Bland,  Professor  of  Obstetrics  at  Jefferson 
Medical  College,  Philadelphia  j Dr.  H.  R. 
Casparis  of  Nashville,  Tennessee;  Dr.  C.  C. 
Sturgis  of  Ann  Arbor,  Michigan;  Dr.  John 
A.  Ferrell  of  New  York  City;  Dr.  R.  G. 
Leland,  Director  of  the  Bureau  of  Medical 
Economics  of  the  American  Medical  Asso- 
ciation; Dr.  Alvan  L.  Barach  of  New  York 
City;  Dr.  Gordon  F.  McKim  of  Cincinnati, 
and  Dr.  J.  W.  Downey  of  Baltimore. 

Practically  all  of  the  assignments  for  the 
state  essayists  have  already  been  made  by  the 
committee,  to  take  part  in  both  the  sectional 
and  the  general  programs.  The  announce- 
ment of  the  local  essayists  will  be  made  when 
the  complete  program  is  published  in  the  May 
Journal. 

Charleston  is  planning  for  the  largest  state 
meeting  in  the  history  of  the  Association. 
Local  committees  are  already  busy  seeing 
about  parking  privileges,  golf  tournaments, 
decorations,  entertainment,  and  all  the  other 
details  that  go  to  make  up  a successful 
convention. 
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SENATE  BILL  179 

It  is  with  the  keenest  regret  that  the  Jour- 
nal reports  the  failure  of  Senate  Bill  179 
to  become  a law  of  the  state  of  West  Virginia. 
This  was  the  bill  that  would  have  given  the 
public  health  council  medical  supervision 
over  the  state  institutions  caring  for  the  sick. 
The  bill  embodied  the  altruistic  principles 
for  which  Dr.  Albert  H.  Hoge  fought  so 
unselfishly  during  his  term  of  office. 

It  was  during  the  1933  session  of  the  legis- 
lature that  former  Governor  Conley  charged 
that  our  Association  was  a group  of  selfish 
men  who  were  seeking  to  gain  control  of  our 
state  institutions  for  their  own  interests.  In 
order  to  forestall  any  misunderstanding  on 
the  part  of  the  Association  members,  we  wish 
to  point  out  that  the  Association  was  in  no  way 
connected  with  Senate  Bill  179.  The  bill 
concerned  only  the  public  health  council, 
which  is  appointed  by  the  Governor,  and  it 
simply  gave  the  public  health  council  the 
necessary  authority  to  visit  and  inspect  the 
medical  work  being  done  at  the  state  insti- 
tutions. 

It  was  due  to  the  attitude  of  Governor 
Conley  that  the  bill  was  purposely  held  up 
until  the  closing  days  of  the  session.  Four 
days  before  the  session  ended,  the  bill  passed 
the  Senate  without  a dissenting  vote.  On  the 
afternoon  of  the  last  day  of  the  session,  it 
was  finally  brought  up  for  consideration  by 
the  House.  A four-fifths  majority  was  needed 
to  suspend  the  constitutional  rule  and  put 
the  bill  up  for  passage.  The  bill  received 
better  than  a two-thirds  majority  but  there 
were  just  enough  negative  votes  to  keep  it 
from  going  through. 

Had  the  bill  become  a law,  we  feel  that  it 
would  have  accomplished  a world  of  good 
for  the  sick  wards  of  this  state.  Its  failure 
leaves  the  situation  very  much  as  it  has  been 
for  the  past  decade.  Those  institutions  that 
do  good  work  will  continue  to  get  no  credit; 
those  that  render  inadc(]uate  medical  service 
will  continue  to  get  no  blame.  I'he  re- 
siionsibility  for  the  medical  service,  whether 
good  or  bad,  will  continue  to  remain  in  lay 
hands. 


All  sympathetic  and  conscientious  mem- 
bers of  the  Association  w'ill  naturally  feel  dis- 
tressed over  the  failure  of  Senate  Bill  179. 
Yet  we  can  all  feel  somewffiat  comforted  in 
the  thought  that  our  Association  did  its  best 
to  serve  the  sick  rather  than  the  profession 
itself.  The  passage  of  Senate  Bill  179  w'ould 
not  have  affected  the  income  of  a single  phy- 
sician in  West  Virginia.  It  would,  however, 
have  been  a source  of  considerable  satisfaction 
to  every  doctor  in  the  state. 

There  is  still  a good  chance  that  the  recom- 
mendations of  the  medical  profession  in  re- 
gard to  the  state  institutions  will  be  carried 
out.  That  chance  is  found  in  the  dictatorial 
power  of  Governor  Kump.  The  Governor 
is  familiar  with  our  ideas  and  sympathetic  to- 
ward our  suggestions.  There  is  strong  reason 
to  believe  that  he  will  personally  put  into 
action  the  provisions  set  forth  in  the  defeated 
measure. 

The  loss  of  this  bill  can  in  no  way  be  con- 
sidered a blow  or  even  a jolt  to  the  medical 
profession.  The  medical  profession  will 
always  strive  for  the  welfare  of  the  sick.  To- 
ward this  end,  we  shall  continue  to  fight  for 
a reform  in  our  state  institutions.  Our  first 
organized  effort  was  barely  defeated.  This 
is  not  the  time  to  brood.  It  is  the  time  to 
realize  that  we  have  made  great  strides  for- 
ward and  that  our  next  effort  will  undoubt- 
edly be  crowned  with  success.  Medicine  has 
had  too  many  victories  and  too  many  defeats 
to  cry  ov'er  spilled  milk. 


SOME  LEGISLATIVE  BILLS 

Members  of  the  Association  will  no  doubt 
be  interested  to  hear  something  of  the  many 
freakish  and  hostile  medical  bills  introduced 
during  the  recent  session  of  the  legislature. 
More  than  a dozen  bills,  aimed  at  the  medi- 
cal jiractice  act  of  this  state,  were  introduced. 
Each  bill  had  an  interested  sponsor.  A few 
had  the  organized  support  of  some  interested 
group  within  the  state.  The  Journal  is 
pleased  to  report  that  none  of  these  hostile 
measures  was  enacted  into  law.  In  fact,  no 
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measure  opposed  by  the  Association  has  passed 
the  legislature  now  since  1925. 

The  bill  which  caused  more  trouble  for  the 
Association  than  all  others  combined  was 
House  Bill  269,  which  would  have  excludeci 
faith  healers  from  the  provisions  of  the  medi- 
cal practice  act.  This  bill  was  killeci  in  com- 
mittee late  in  February,  but  a continued  effort 
was  made  by  its  sponsors  to  bring  the  bill  to 
the  floor  of  the  house.  The  bill  was  kept 
off  the  floor  until  the  last  night  of  the  session, 
when  an  unsuccessful  attempt  was  made  to 
bring  it  out. 

Other  bills  of  interest  and  concern  to  the 
medical  profession  included  the  following: 

House  Bill  99,  introduced  on  January  19. 
A bill  to  set  a limit  of  $15  on  doctors’  fees  in 
maternity  cases.  Indefinitely  postponed  in 
committee. 

House  Bill  451,  Introduced  February  28. 
A bill  to  require  physicians  to  furnish  patients 
with  x-ray  copies  at  $2  per  plate.  Held  in 
committee. 

House  Bill  536,  introduced  March  1.  A 
bill  to  license  midwives  without  examination 
upon  the  recommendation  of  two  reputable 
citizens.  Held  in  committee. 

House  Bill  128,  to  create  a board  of  barber 
and  beautician  examiners  and  to  regulate  prac- 
tice of  barbering  and  beauty  culture.  Killed 
in  senate. 

Other  bills  considered  by  the  committees 
on  medicine  and  sanitation  included  the  fol- 
lowing: 

Senate  Bill  18,  to  amend  the  chiropody 
practice  act  by  raising  the  academic  require- 
ments to  four  years  of  high  school  work. 
Passed  the  senate  but  failed  in  the  house. 

House  Bill  1 58,  proposing  that  every  child 
entering  a public  or  private  school  for  the  first 
time  be  examined  by  a licensed  physician. 
Passed  the  house  but  failed  to  reach  a vote  in 
the  senate. 

House  Bill  248,  requiring  that  a health  cer- 
tificate be  obtained  before  marriage.  Passed 
the  house  but  failed  to  reach  a vote  in  the 
senate. 


House  Bill  403,  providing  for  compensa- 
tion for  disability'  or  death  resulting  from 
silicosis.  Failed  to  pass  the  house. 

All  of  the  last  named  bills  were  watched 
with  considerable  interest  but  no  action  was 
taken  either  to  assist  or  retard  their  passage. 

All  doctors  engaged  in  public  health  work 
will  be  interested  to  hear  of  the  passage  of 
House  Bill  458,  providing  for  the  appoint- 
ment of  a dentist  to  serve  on  the  public  health 
council  in  an  advisory  capacity.  This  bill  was 
presented  to  the  Association  before  it  was  in- 
troduced and  was  sponsored  by  the  state 
dental  society  when  the  Association  offered 
no  objection  to  the  bill.  The  dental  advisor 
will  have  no  connection  with  the  examining 
board,  but  will  sit  in  on  public  health  ques- 
tions pertaining  to  oral  hygiene. 


MORE  ABOUT  HEALTH 
INSURANCE 

This  Journal  published  an  editorial  in 
the  March  issue  under  the  title  “Are  We 
Soliciting?”  This  editorial,  which  attracted 
considerable  outside  attention,  set  forth  the 
general  premise  that  the  medical  profession, 
not  the  laymen,  should  meet  the  growing  de- 
mand for  some  form  of  sickness  insurance.  If 
sickness  insurance  is  good,  said  the  editorial, 
“let’s  get  control  of  it.  If  it  is  bad,  let’s  keep 
that  control.” 

Since  the  appearance  of  the  March  Jour- 
nal, a new  plan  of  sickness  insurance  has  been 
inaugurated  in  the  southern  section  of  the 
state  which  appears  to  have  considerable 
merit.  The  organization  is  known  as  Asso- 
ciated Hospitals,  Inc.,  and  its  directorate  is 
made  up  of  one  representative  from  each  hos- 
pital in  the  area  covered  by'  the  corporation. 
Associated  Hospitals,  Inc.,  furnishes  only 
hospital  service  to  its  members. 

The  chief  merit  of  this  new  organization  is 
that  all  hospitals  within  the  area  participate 
in  the  plan  and  thereby  avoid  the  disastrous 
results  of  solicitation.  All  subscribers  to  the 
fund  have  free  choice  of  both  physician  and 
hospital.  The  hospital  bills  of  all  patients 
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are  paid  from  the  fund  according  to  the  serv- 
ice rendered.  Service  is  not  rendered  in  the 
case  of  injuries  cov^ered  either  by  Workmen’s 
Compensation  insurance  or  automobile  lia- 
bility insurance. 

At  the  present  time  the  entire  southern  sec- 
tion of  the  state  is  cov^ered  by  scattered  con- 
tracts for  sickness  insurance  with  a lay  cor- 
poration owned  and  controlled  by  private 
interests  at  Welch.  Therefore,  the  progress 
of  this  new  corporation,  which  is  exclusively 
in  medical  hands,  will  be  w^atched  with 
interest.  If  this  new  group,  operated  along 
ethical  lines,  can  take  control  of  the  sickness 
insurance  field  in  southern  West  Virginia, 
then  a great  forward  step  will  have  been 
made.  We  will  then  have  at  least  one  ex- 
ample of  the  doctors  and  hospitals  controlling 
their  own  destiny. 

As  we  stated  last  month,  this  Journal 
does  not  advocate  the  organization  of  health 
insurance  plans  throughout  the  state,  nor  does 
it  endorse  any  particular  plan  in  any  par- 
ticular community.  We  do  feel  that  in  some 
sections  where  there  is  an  unquestionable  de- 
mand for  some  health  insurance  plan,  the 
doctors  and  the  hospitals  would  be  w'ise  to 
work  out  a satisfactory  solution  before  some 
one  else  w'orks  out  an  unsatisfactory  plan. 
We  see  no  reason  why  any  county  society  or 
any  group  of  established  hospitals  should  hold 
aloof  from  such  a move. 


TUBERCULOSIS  PROBLEMS 

Two  interesting  conferences  on  tuberculosis  prob- 
lems were  held  on  March  30  and  March  31,  the 
first  at  Clarksburg  and  the  second  at  Parkersburg, 
under  the  auspices  of  the  West  Virginia  'l  ubercu- 
losis  and  Health  .Association.  Hotli  conferences  in- 
cluded morning  and  afternoon  sessions  and  were 
directed  by  Dr.  Philip  P.  Jacobs,  Director  of  Pub- 
lication and  Kxtension  Service  of  the  National 
t uberculosis  .Association. 

The  conferences  were  attended  by  physicians, 
nurses,  social  service  workers  and  many  others  in- 
terested in  tuberculosis  work.  Discussion  related  to 
organization  work,  new  methods  of  diagnosis  and 
treatment,  diagnosis  campaigns  and  other  problems. 


OBITUARY 


S.  K.  OWENS,  M.D. 

Dr.  S.  K.  Owens  of  Montgomery  died  at  his 
home  there  on  December  3 at  the  age  of  66  years. 
He  was  widely  known  throughout  Fayette  County 
where  he  had  lived  most  of  his  life.  Dr.  Owens 
had  not  been  in  active  practice  for  a number  of 
years  prior  to  his  death.  He  was  a graduate  of  the 
College  of  Physicians  and  Surgeons,  Baltimore,  in 
the  class  of  1891,  and  received  his  West  Virginia 
license  the  same  year. 

SUSAN  DEW  HOFF,  M.D. 

Dr.  Susan  Dew  Hoff,  90  years  of  age,  died  at 
her  home  in  West  Milford  of  cerebral  hemorrhage 
on  January  2,  1933.  She  had  not  been  in  active 
practice  for  many  years.  She  was  licensed  to  prac- 
tice medicine  in  West  Virginia  by  a special  legis- 
lative act  in  1889. 


M.  F.  HAMIETON,  M.D. 

Dr.  AL  F.  Hamilton,  74  years  of  age,  died  sud- 
denly on  March  19  following  a heart  attack.  He 
had  been  a member  of  the  Association  since  1907 
and  was  a former  member  of  the  ^^'^est  V^irginia 
House  of  Delegates.  He  w'as  an  active  w’orker  in 
both  the  Association  and  the  Marion  County  Medi- 
cal Society.  At  the  time  of  his  death.  Dr.  Hamilton 
had  been  in  active  practice  in  Mannington  for  more 
than  45  years. 

The  deceased  was  graduated  from  the  medical 
department  of  the  National  University  of  .Arts  and 
Sciences,  St.  Louis,  in  1883,  and  received  his  license 
to  practice  medicine  in  West  Virginia  the  same 
year.  He  was  widely  known  throughout  the 
northern  part  of  the  state  where  he  faithfully  served 
his  own  people  for  so  many  years. 


HYGEIA  AND  COITN  I Y SUPERIN  I ENDENTS 
J'hat  the  seventy-two  county  superintendents  of 
schools  in  Wisconsin  may  become  acquainted  with 
the  outstanding  publication  in  the  country  today 
that  is  cndcayoring  to  promote  the  public  health 
and  which  is  found  upon  the  approved  list  certified 
by  the  state  superintendent  of  schools,  the  Woman’s 
.Auxiliary  to  the  State  .Medical  Societ)’  has  entered 
six  month  subscriptions  to  Hygria  for  each  of  the 
county  superintendents.  .A  personal  letter,  signed 
by  the  State  Hygrla  chairman,  was  sent  to  each 
county  superintendent  along  with  the  subscription. 
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l^KAMT  WORMS  AND  PKIT.AGRA  * 

IS  THK  INDIAN  .MO'JH,  PLODIA  IXTERFIWCTELLA , 'I'HE 
CAUSE  OF  PELLAGRA.' 


By  Henry  P.  deForest,  Ph.1L,  .M.S.,  M.D. 
-N  ert'  I o?'k  Academy  of  Medicine 
Xew  York,  X . Y . 


^_^AS  a chance  observation  led  me  to  discover 
the  probable  cause  of  that  wide-spread 
condition  known  as  pellagra.'  Is  the  Indian 
.Meal  Moth  ( Plodia  interpunctella ) the  real 
source  of  this  disease.'  I believe  that  both 
of  these  questions  can  be  answered  in  the 
affirmative,  and  it  is  to  defend  this  thesis  that 
this  paper  has  been  prepared. 

The  communication  which  I have  to  present 
to  you  this  evening  is  unique  at  any  rate,  and 
it  is  not  impossible  that  the  few  observations 
which  I am  to  relate  may  be  of  similar  prac- 
tical value  in  the  discovery  of  the  true  cause 
of  pellagra.  If  this  cause  proves  to  be  the 
real  factor  in  the  production  of  this  disease,  a 
score  of  years  from  now,  I hope  that  similar 
results  may  have  been  secured  in  eliminating 
the  cause  and  therefore  effecting  a cure  of  a 
disease  which  is  now  very  extensive  in  its 
ravages  throughout  the  southern  portion  of 
these  United  States. 

Some  of  my  older  colleagues  in  this  .Asso- 
ciation will  remember  that  I contributed  cer- 
tain chapters  in  the  book  entitled  “Diagnos- 

*  Read  at  the  403rd  Regular  Meeting  of  the  Alumni  Association 
of  the  Internes  of  the  Methodist  Episcopal  Hospital,  held  at  543  Third 
Street.  Brooklyn,  New  York,  Pierre  A.  Renaud,  Host,  on  February 
25,  1932. 


tics  of  Internal  Medicine'’  written  by  our  one 
time  distinguished  chief  and  friend,  Dr. 
Glentworth  Reeve  Butler.  The  first  edition 
of  this  appeared  in  1901.  In  that  volume, 
which  in  its  subsequent  editions  still  remains 
a source  of  pride  to  all  of  us  who  worked 
with  Dr.  Butler,  there  appears  the  following 
paragraph : 

“Pellagra  ( .Maiclismus;  Italian  leprosy;  Alpine 
scurvy).  Due  to  the  use,  as  food,  of  diseased  maize. 
It  is  unknown  in  .America,  but  common  in  France, 
Spain,  and  Italy.  The  body  becomes  almost  coal- 
black  and  the  victims  suffer  from  prostration  and 
melancholia.  The  skin  is  thickened  and  rough,  and 
finally  exfoliates.  Suppuration,  with  the  formation 
of  black  crusts,  is  not  uncommon.  There  are  also 
diarrhea,  indigestion  and  salivation.  Mild  cases  may 
persist  for  months,  and  the  more  severe  are  at- 
tended by  spasms,  pain  in  the  back  and  head, 
paralysis  (chiefly  a paraplegia),  and  melancholia  or 
suicidal  mania.” 

It  wtII  be  noted  that  only  thirty  years  ago 
such  an  eminent  authority  stated  “it  is  un- 
known in  .America,  but  common  in  France 
Spain,  and  Italy.” 

.At  about  the  same  time  the  following  state- 
ment appeared  in  Osier’s  “Practice  of  Medi- 
cine,” corroborating  the  opinion  of  Dr.  Butler 
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that  the  disease  was  at  that  time  unknown  in 
the  United  States: 

“Pellagra  (Maidismus).  This  is  a nutritional 
disturbance  due  to  the  use  of  altered  maize.  The 
disease  occurs  extensively  in  parts  of  Italy,  in  the 
south  of  France,  and  in  Spain.  It  has  not  been 


and  diarrhea — which  mav  be  of  a dysenteric  nature. 
After  lasting  for  a few  months  improvement  ()ccur^ 
:n  the  milder  cases  and  convalescence  is  gradualh 
established.  In  the  more  severe  and  chronic  forms 
there  are  pronounced  nervoujs  symptoms — head- 
aches, backache,  spasms,  and  finally  paralysis  and 
mental  disturbance.  The  paralytic  condition  affects 
the  legs  and  leads  gradually  to  paraplegia.  The 
mental  manifestations,  which  are  rarely  met  with 
until  the  third  or  fourth  attack,  are  melancholia  or 
suicidal  mania.  Finally,  there  may  be  a condition 
of  the  most  pronounced  cachexia. 

“The  anatomical  findings  are  indefinite.  Chronic 
degenerative  changes  have  been  found,  particularly 
fatty  degeneration  and  a peculiar  pigmentation  in 
the  viscera.  The  measures  to  be  employed  are 


Fig.  3.  Pellagra  of  Hands  and  Forearms,  Before 
Treatment,  Puerto  Rico  Case.  — Courtesy  of  E.  N. 
Bocanegra  Lopez.  M.  D..  New  York.  N.  Y. 

ciiange  in  diet,  removal  from  the  infected  district, 
and,  as  a prophylaxis,  jiroper  preservation  of  the 
maize.” 

A generation  has  passed  since  these  two 
short  articles  were  written,  hut  the  cause  of 
the  disease  has  not  yet  been  discovered. 
Treatment,  though  often  successful  in  stop- 
ping the  progress  of  the  disease,  is  largely 
empirical  and  without  definite  direction. 

The  Journal  of  the  South  Carolina  Medi- 
cal .Association  for  July,  19.J1,  contains  a re- 
port by  Dr.  C.  .Akin,  of  the  United  States 
J^ublic  Health  Service,  on  “Plans  for  an  In- 
vestigation of  Pellagra  in  South  Carolina.” 
1 he  following  abstract  outlines  the  salient 
features  of  the  program: 

“ riu-  Pulilic  Health  Service  has  taken  the  position 
that  pi'll.igr.t  is  a iliet  lieficienct  disease  just  as  i'> 
bni  lieri.  Wliile  there  seems  to  be  some  difference 
of  opinion  or  perliaps  I h.id  better  s;i\  a fr.ink  ag- 


Fig.  1.  Pellagra,  Italian  Leprosy. — Courtesy  of  C.  H. 
Lavinder,  M.  D. 

observed  in  this  country.  It  prevails  extensively 
among  the  poorer  classes,  particularly  in  the  countr\ 
districts,  and  appears  to  be  associated  in  some  way 
with  the  use  of  maize  which  (according  to  most 
authorities)  is  fermented  or  diseased.  In  the  early 
stage  the  symptoms  are  indefinite,  characterized  by 
debility,  pains  in  the  spine,  insomania,  digestive  dis- 
turbances, more  rarely  diarrhea.  The  first  clear 
manifestation  of  the  disease  is  the  pellagral  erythema. 


I'ig.  2.  Pellagra.  ligyptian  Leprosy. — Courtesy  of  C. 
//.  Lavinder,  M.  D. 

whicli  almost  invariably  .ippears  in  the  s|iring.  Thi' 
i«.  followed  by  desiccation  ;md  exfoliation  of  the 
epidermis,  which  becomes  very  rough  and  dry,  .uul 
occasionally  crusts  form,  beneath  which  there  is 
su|)piiration.  With  these  cutaneous  manifestations 
there  are  digestive  troubles — salivation,  dysjiepsia 
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nosticism  regarding  the  cause  of  pellagra,  it  is  the 
general  concensus  of  opinion  among  the  physicians 
to  whom  I have  talked  that  the  prevention  and  cure 
t)f  pellagra  is  strictly  a matter  of  diet. 


tion  of  such  items  of  food  as  are  suggested  by  those 
who  sponsor  the  diet  deficiency  hypothesis,  there 
seems  to  be  no  real  reason  why  the  people  of  this 
state  may  not  rid  themselves  of  a condition  which 
annually  affects  some  20, 000  to  30,000  persons, 
and  annually  kills  several  hundred.  It  is  certain 
that  the  soil  of  South  Carolina  will  grow’  every  food 
which  has  been  suggested  as  of  value  in  preventing 
and  curing  pellagra,  d'he  real  difficidty,  therefore, 
will  be  in  getting  the  people  who  are  the  most  apt 
to  be  artected  by  pellagra,  to  raise  and  to  eat  the 
foods  which  are  rich  in  protective  elements.” 


Fig.  4.  Pellagra  of  the  Hands  and  Forearms.  After 
Treatment.  Puerto  Rico  Case.  — Courtesy  of  £.  N. 
Bocanegra  Lopez.  M.  D.,  Neu,'  York.  N.  Y. 

“Tw'o  counties  have  been  selected  in  east 
central  South  Carolina  and  west  ceneral  South 
Carolina  where  an  intensive  study  of  pellagra  will 
be  undertaken.  House  to  house  surveys  W'ill  be 
made  through  which  appro.ximatelv  all  cases  of 
pellagra  will  be  located.  Full  information  regard- 


Fig.  5.  Pellagra  of  the  Neck.  Before  Treatment. 
Puerto  Rico  Case. — Courtesy  of  E.  N.  Bocanegra  Lopez, 
M.  D..  New  York,  N.  Y. 

ing  each  case  will  be  secured,  and  effort  is  being 
made  to  identify  all  factors  which  might  contribute 
to  the  cause  of  the  disease  in  each  case. 

“If  pellagra  is  a diet  deficiency  disease  and  if  it 
may  be  prevented  or  cured  by  the  regular  consump- 


Fig. 6.  Pellagra  of  the  Neck,  after  Treatment.  Puerto 
Rico  Case.  Figs.,  3,  4.  5.  and  6.  of  the  same  patient. 
Note  the  characteristic  'Pcl-agra"  (Signifies  ‘'Rough 
Skin  ")  of  the  hand  and  around  the  neck. — -Courtesy  of 
E.  N.  Bocanegra  Lopez.  M.  D..  New  York,  N.  Y. 

The  October  number  of  the  Journal  of  the 
South  Carolina  Medical  Association  has  the 
following  account  of  a pellagra  clinic  held  in 
Oconee  County  with  the  cooperation  of  the 
doctors  of  the  county: 

“The  problem  of  pellagra  in  Oconee  County, 
South  Carolina,  is  one  of  considerable  magnitude. 
A pellagra  clinic  was  held  in  the  County  Health 
Department  on  August  12th  by  Dr.  James  A. 
Havne  of  the  South  Carolina  Board  of  Health,  and 
Dr.  C.  V.  Akin  of  the  United  States  Public  Health 
Service. 

“Oconee  County  is  the  westernmost  tip  of  the 
state.  A portion  of  it  is  mountainous.  The  land 
area  is  650  square  miles,  with  an  altitude  ranging 
from  500  to  2,000  feet,  and  a population  of  33,000 
people.  The  streams  are  rocky  and  shallow  but 
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furnish  a small  amount  of  fish  and  there  is  abundant 
water  power.  P'ive  cotton  mills  are  operated  in 
the  county.  1 he  soil  is  rich  and  the  crops  are 
varied.  It  produces  some  of  the  finest  apples  in 
the  state,  d'he  Nantahala  National  Forest  takes  in 
a part  of  the  mountainous  section. 

“Sixty-five  pellagrins  attended  this  clinic,  all 
white  except  two  who  were  negroes.  Farm  tenants 
and  textile  workers  made  up  the  larger  portion  of 
this  number.  Pellagra  is  a countrywide  disease. 
Grouping  these  cases  according  to  age,  the  highest 
per  cent  was  between  the  ages  of  thirty  and  forty 


Fig.  7.  Pellagra  of  Head.  Chest  and  Arms:  Extensive 
Erythema  at  the  Height  of  the  Disease.  Notice  the 
symmetry  and  the  sharp  lines  of  demarcation. — Courtesy 
of  Claude  Hervey  Lavinder,  M.  D. 

years  or  at  the  peak  of  their  earning  power.  'Fhe 
youngest  was  a child  of  five  years  while  the  oldest 
was  a woman  of  sixty-five. 

“.Among  the  clinic  findings  it  was  ascertained 
that  many  of  these  patients  were  subject  to  recur- 
ring flare-ups,  and  the  lives  of  children  and  adults 
Jeopardized  as  a direct  result  of  neglect.  'Fhe  dis- 
ease affects  one’s  earning  capacity,  and  economic 
barriers  prevent  continuotis  medical  care  and  super- 
visi(/ii;  time  passes  and  patients  expect  a little  treat- 
ment now  and  then  to  control  the  tendency  of  tluir 
disease  to  grow  worse.  All  of  these  cases  had  suffered 
from  a few  months  to  several  years.  Some  were 


receiving  no  treatment  whatever,  with  others,  treat- 
ment was  so  irregular  that  it  was  almost  ineffective. 
Those  treated  by  local  physicians  obtained  desirable 
results  for  the  period  of  time  that  they  were  bein;: 
treated,  but  in  many  cases  the  doctor  was  unable 
to  effect  a cure  because  of  long  intervals  between, 
when  they  slipped  away  from  his  care  without 
further  treatment  or  observations,  drifting  into  a 
state  of  chronic  neglect  since  they  were  unable  to 


Eig.  8.  Pellagra  of  the  Neck.  Eorearms  and  Hands. 
Illinois  Case.  Note  marked  symmetry. — Courtesy  of 
George  A.  Zeller.  M.  D.,  Superintendent,  Peoria  State 
Hospital,  Peoria.  III. 

provide  a proper  diet,  or  medical  treatment,  con- 
sequently, failing  to  see  the  results  for  which  they 
had  hoped. 

“Without  this  clinic  many  patients  wmdd  not 
have  come  under  medical  supervision  and  advice  at 
least  for  a time,  nor  would  they  have  been  followed 
up  and  the  trend  of  their  disease  noted,  with  the 
urge  that  they  keep  under  the  observation  of  their 


Eig.  9.  Pellagra  of  the  Neck.  Casal  Collar  or  Neck- 
lace. Described  by  Caspar  Casal  of  Orviedo,  Spain,  in 
173S. — Courtesy  of  C.  H.  Lavinder,  M.  D. 

physician  until  a complete  recovery  was  brought 
about;  neither  would  they  have  received  educational 
literature  on  pellagra  nor  advice  on  diet  and  hygenic 
living. 
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“Hrcwcrs’  \c;ist  is  sold  through  our  Health  De- 
partment. 'I'he  increased  amount  of  this  yeast  ad- 
vised by  local  physicians  to  pellagrins  has  increased 
the  number  of  office  contacts.  Most  cases  take 
yeast,  many  take  it  spasmodically  or  :is  they  can 
afford  it.  More  cases  would  come  to  our  office  if 
it  were  not  that  a grocery  store  in  the  county 
handles  brewers’  yeast  also.  It  is  given  free  through 
our  Health  Department  to  cases  of  extreme  poverty, 
and  sold  to  all  who  can  pa\  for  it.  A careful  recoril 
of  evert  name  and  address  of  pellagrins  contacted 


Fig.  10.  Pellagra  of  the  Hands.  Note  the  dark  color 
of  erythema  and  line  of  demarcation.  South  Carolina 
Case. — Courtesy  of  J.  J.  Watson.  M.  D.,  Columbia.  S.  C. 


is  kept  in  the  County  Health  Department.  New 
and  old  cases  were  reached  for  the  clinic  through 
posters,  press  publicity,  personal  interviews,  letters, 
physicians  and  surveys. 

“The  cooperative  endeavor  of  the  local  physicians 
cf  the  county  with  this  clinic  was  manifested  through 
the  number  of  cases  that  they  sent  to  it. 

“Pellagra  offers  a tremendous  field  in  preventive 
medicine.  It  is  a problem  of  economic  significance. 
Serious  steps  are  being  taken  to  prevent  its  inroads 


upon  the  health  and  efficiencs  of  the  people.  'I'his 
is  .iccomplished  through  education  which  includes 
instruction  in  diet  and  urging  cases  to  put  them- 
selves under  the  immediate  care  of  their  physician, 
intensive  case-finding  and  follow-up  work. 


Fig.  11.  Pellagra  of  the  Hands.  Extreme  Pigmenta- 
tion.— Courtesy  of  C.  H.  Lavinder,  M.  D. 


‘“I'he  good  results  of  pellagra  clinics  are  suffi- 
ciently definite  to  emphasize  an  added  obligation  on 
the  part  of  the  United  States  Public  Health  Service 


Fig.  12.  Pellagra  of  the  Feet.  Wet  Type  of  Ery- 
thema. South  Carolina  Case. — Courtesy  of  C.  H.  Lavin- 
der, M.  D. 


in  the  matter  of  examining  and  advising  pellagrins. 
The  favorable  reaction  and  response  of  the  people 
to  a pellagra  clinic  have  been  interestingly  demon- 
strated.” 
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This  briefly  outlines  the  change  which  has 
taken  place  in  the  United  States  during  a 
single  generation.  In  1900  pellagra  was 
stated  to  be  practically  unknown  in  this 


Fig.  13.  Pellagra  of  the  Feet  in  Negress.  Desqua- 
mation in  Large  Patches. — Courtesy  of  C.  H.  Lavinder, 
M.  D. 


ful  and  painstaking  way,  the  number  of 
pellagrins  found  would  be  numbered  by  hun- 
dreds of  thousands  and  well  over  a thousand 
deaths  would  have  been  recorded.  It  is  ap- 
parent, therefore,  that  this  disease  is  wide- 
spread and  any  suggestion  which  may  lead 
to  the  discovery  of  the  cause  of  pellagra  is  of 
vital  and  far-reaching  importance. 


Fig.  15.  Pellagra  in  the  United  States.  Map  showing 
area  of  maximum  incidence.  The  first  case  was  reported 
in  Massachusetts  in  1 864.  The  first  case  in  New  York 
in  1882,  Isolated  cases  have  been  reported  in  every  State 
in  the  Union. — Courtesy  C.  H.  Lavinder,  M.  D. 


country.  In  1 93 1 in  the  single  state  of  South 


Fig.  14,  Pellagra  in  Italy.  Map  showing  area  of 
maximum  incidence. — Courtesy  of  C.  H.  Lavinder,  M.  D. 


been  reported  and  tabulated  and  doubtless  if 
all  of  the  other  states  where  the  disease  is 
prevalent  could  be  surveyed  in  a similar  care- 


In this  article,  therefore,  I have  endeavored, 
with  the  assistance  of  many  friends,  to  show 
to  those  physicians  who  have  never  seen  a 
case  of  pellagra  the  various  characteristic 
lesions  of  the  disease.  No  other  single  article, 
which  I have  found  in  research,  has  been  so 
fully  illustrated.  Accurate  diagnosis,  there- 
fore, should  be  possible  for  any  one. 


Fig.  16.  Indian  Meal  Moth:  Plodia  Intcrpunctclla. 
Larva,  Natural  Size.  Showing  the  fine  filaments  which  arc 
extruded,  thus  causing  it  to  leave  behind  a silken  thread 
wherever  it  crawls. — Courtesy  of  the  United  States  Depart- 
ment of  Agriculture.  Bureau  of  Entomology,  E.  A.  Back 
Entomologist  in  Charge  of  Stored  Products  Insect  Investi- 
gations. 

Only  two  cases  of  pellagra  have  come  under 
my  personal  care.  One  was  a colored  woman 
who  formerly  lived  in  Barbados.  The  other 
was  a friend  who  contracted  the  disease  while 
traveling  in  Egypt.  A few  of  our  members 
lived  and  had  their  medical  training  in 
southern  states,  or  in  southern  colleges.  They 
are  doubtless  more  or  less  familiar  with  the 
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ap'>p'>earancc  of  pellagra.  To  our  other  mem- 
bers this  disease  has  been  purely  a matter  of 
academic  interest  or  discussion.  b'or  their 
information,  as  well  as  for  my  own,  I have 
collected  from  \arious  sources  a series  of 
illustrations  showing  the  characteristic  lesions 
of  this  disease. 


Fig.  17.  Indian  Meal  Moth:  Plodia  Interpunctella. 
Well-grown  Larva,  crawling  on  kernel  of  wheat.  These 
worms  are  white  or  greenish  in  color  and  frequently  eat 
out  the  germ  end  of  wheat,  as  they  did  of  the  peanuts. 
They  attain  a length  of  about  half  an  inch. — Courtesy  of 
E.  A.  Back. 

The  task  at  first  appeared  to  be  a simple 
one.  Applications  were  made  to  the  Surgeon- 
General  of  the  United  States  Army,  to  the 
Medical  Director  of  the  United  States  Navy, 
and  to  the  Surgeon-General  of  the  United 
States  Public  Health  Service.  Each  of  these 
gentlemen,  some  of  whom  are  personal 
friends,  was  perfectly  willing  to  cooperate, 
but  was  unable  to  supply  me  with  a single 
illustration.  Dr.  Zeller,  of  Peoria,  Illinois, 
had  at  one  time  a large  number  of  photo- 


graphs, taken  at  the  time  when  the  first  exten- 
sive epidemic  of  pellagra  was  observed  in 
this  country j lonly  one  of  these  could  be 
found;  the  others  were  stored  away  and  not 
available.  1 then  asked  a number  of  personal 
friends  for  material,  among  them  several  well 
known  dermatologists.  Not  a single  illustra- 
tion could  1 secure.  Next  I wrote  a letter  to 
the  New  ^'ork  Medical  Week,'  stating  my 
needs  and  asking  for  assistance.  Two  phy- 
sicians only,  out  of  a membership  of  many 
thousands,  w'ere  able  to  help  me  in  this  mat- 
ter. Dr.  K.  N.  Hocanegra  Topez  sent  me 
two  sets  of  photographs  of  cases  of  pellagra 
treated  by  himself,  while  in  the  Institute  of 
Tropical  Medicine  and  Hygiene,  at  San  Juan, 
Puerto  Rico,  Dr.  .Vbraham  Jablons,  while 
unable  to  supply  photographs  of  his  own,  re- 
ferred me  to  Dr.  C.  H.  Lavinder  of  the  Pub- 


Fig.  18.  Indian  Meal  Moth;  Plodia  Interpunctella. 
Cover  from  a tin  containing  corn.  Note  the  webs  hanging 
on  the  under  side,  spun  by  Indian  Meal  Moth  larvae. — 
Courtesy  of  E.  A.  Back. 

lie  Health  Service.  I wrote  next  to  Dr. 
Lavinder,  and  there  I struck  a mine  of  infor- 
mation, for  he  has  written  several  articles  on 
pellagra.  The  last  and  most  comprehensive 
of  the  appeared  in  the  Enzyklofaedte  der 
Klinischen  Medizind  The  English  original 
of  this  article  is  in  the  Library  of  the  New 
York  Academy  of  Medicine;  but  the  article  in 
German  is  well  illustrated  and,  through  the 
courtesy  of  this  physician  and  the  publisher, 
I am  able  to  show  photographs  of  character- 
istic lesions  of  the  disease.  To  these  various 
gentlemen  1 wish  to  express  my  thanks  for 
their  cordial  and  valuable  cooperation  in 
making  the  present  article  of  much  more 
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practical  value  than  it  otherwise  would  have 
been. 

Having  secured  this  material,  which  should 
enable  any  careful  observer  to  identify 
pellagra,  I sought  for  the  report  of  a single 
case  which  would  Illustrate  the  clinical  picture 
of  the  disease  in  such  a way  as  to  be  helpful 
to  physicians  more  or  less  unfamiliar  with  it. 
Much  literature  on  pellagra  has  been  accumu- 
lated but  very  few  case  reports  could  be 
found.  I was  greatly  pleased,  therefore,  to 
find  that  the  best  case  report  available  was 
written  by  James  R.  Bloss,  M.D.,  now  Editor 
of  The  West  Virginia  Medical  Journal. 
It  is  a matter  of  historic  interest  to  note  that 
his  paper,  “Pellagra — Report  of  a Case,” 
published  in  The  West  Virginia  Medical 
Journal  in  July,  1910,  records  the  first  case 
observed  in  the  state  of  West  Virginia. 

S.S. — Female.  Brunette,  age  26.  American. 

Married.  No  children.  Admitted  December  9, 
1909;  being  committed  by  justice  of  the  peace  as 
being  insane;  suffering  with  hallucinations;  history 
given  that  she  had  a similar  attack  some  months 
before.  At  times  maniacal,  requiring  morph,  sulph. 
1 gr.  and  hyos.  hydrobrom.  gr.  1-100  hypoder- 
mically several  times  a day  to  keep  her  quiet.  When 
at  home  had  to  be  in  a straight  jacket  and  held.  The 
alleged  cause  was  w'orry  with  poor  health;  had  lost 
markedly  in  weight;  been  in  general  hospital  and 
had  been  curetted  on  two  occasions. 

When  admitted  the  following  notes  were  made: 
Bed-fast;  very  much  emaciated;  no  elevation  of 
temperature;  pulse  from  80  to  90,  no  heart 
murmurs;  urine  showed  no  abnormality;  blood 
count  not  made.  Had  a vaginal  discharge  which 
was  not  specific.  Lungs  showed  nothing  abnormal. 
'J'hcre  was  an  area  of  brownish  discoloration  on  the 
dorsum  of  the  right  hand  and  another  just  below 
the  elbow  on  the  left  arm;  the  skin  seemed  to  be 
thickened  and  there  was  a fine  scaly  e.xfoliation. 
Careful  inquiry  of  relatives  disclosed  the  fact  that 
tluring  the  previous  spring  she  had  so-called  eczema 
of  the  hands  and  arms;  there  were  no  signs  of  any 
lesions  on  face,  back  or  neck  or  dorsum  of  the  feet 
and  we  could  get  no  history  of  there  having  been. 

'File  tongue  was  coated,  with  bright  red  edges; 
the  mucous  mcmbr.ine  of  the  gums  and  checks 
was  very  red;  jityalism  was  marked;  breath  was 
very  offensive.  Had  diarrhea  with  greenish  dis- 
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charges,  at  times  mixed  with  blood;  the  bowel  dis- 
charges were  exceedingly  offensive. 

'Fhe  nervous  symptoms  were  great  restlessness 
and  insomnia  and  she  was  at  times  quite  violent; 
disorientation  with  auditory  and  visual  hallucina- 
tions; when  quiet  enough  to  answer  questions  with 
any  degree  of  accuracy,  said  that  she  saw  “two 
doctors,  two  nurses,  etc.,”  when  there  was  only  one 
(diplopia).  The  plantar,  patellar  and  olecranon 
reflexes  w'ere  all  much  exaggerated;  there  were 
hyperesthetic  areas  over  the  epigastrium  and  lower 
extremities.  Muscular  weakness  of  the  lower  ex- 
tremities was  very  marked. 

'Fhe  alimentary  tract  was  thoroughly  cleaned 
out;  colon  irrigations  of  normal  salt  solution  used; 
bismuth  and  triple  sulphocarbolates  with  krameria 
were  given,  and  a mouth  wash  containing  potass, 
chlorat.  and  liq.  antisep.  (U.S.P.)  The  diarrhea 
was  checked  and  the  condition  of  the  mouth  rapidly 
improved ; patient  became  quiet  and  got  some  sleep 
at  night  with  no  sedatives;  mental  condition  cleared 
up  so  she  talked  and  answered  my  questions.  Began 
to  take  nourishment  well  and  gained  in  strength 
until  she  could  sit  up  in  bed.  In  the  course  of  two 
weeks  had  improved  so  that  she  wished  to  get  out 
of  bed,  but  when  she  attempted  to  stand,  the 
muscular  weakness  of  the  lower  extremities  pre- 
vented her  taking  a step.  If  her  weight  was  sup- 
ported and  she  was  encouraged  to  walk,  she  dragged 
her  feet  along  as  seen  in  cases  of  paraplegia.  She 
complained  at  this  time  of  marked  tenderness  of  the 
spine  in  the  dorsal  region,  and  great  pain  in  her 
feet  if  they  were  touched  or  even  from  the  weight 
of  the  bed  coverings.  She  was  now  taking  Fowler’s 
solution  after  meals  and  mix  vomica  with  gentian 
before  meals.  This  improvement  continued  for 
.some  three  or  four  weeks  and  I felt  very  hopeful 
for  her  recovery.  Suddenlj'  her  temperature  ran 
up  to  102  to  104;  pulse  varied  from  112  to  l.IO; 
an  intractable  serous  diarrhea  set  in  and  she  became 
stujiorous;  mucous  membrane  of  tongue,  gums  and 
cheeks  rapidly  developed  ulcerations.  '1  he  head  was 
retracted,  there  were  tonic  retractions  of  the  muscles 
of  the  upper  and  lower  extremities  with  plantar 
flexion  of  the  feet;  at  times  fibrillary  twitching  of 
the  muscles  of  the  face  and  neck;  if  touched  she 
would  groan  and  cry  out  as  if  it  were  excruciatingh’ 
painful,  though  her  mental  condition  prevented  any 
accurate  information  on  this  point.  1 here  was  no 
roseola  or  any  other  symptoms  of  typhoid.  I hi> 
condition  continued  in  spite  of  anything  we  could 
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do  for  her  and  her  death  occurred  January  30, 
1910,  at  12:20  P.  M.  An  autopsy  was  not  secured. 

'J'his  was,  I think,  a case  of  typhoid  pellagra 
terminating  a case  that  had  probably  e.xisted.  un- 
recoirnized,  for  a t ear  or  more.  It  is  interestimi  to 
note,  in  relation  to  the  theorv  of  the  use  of  maize 
as  being  an  etiological  factor,  that  this  patient  had 
not  used  Indian  corn  or  its  products,  e.xcept  occa- 
sionally as  corn  bi'ead,  but  most  of  the  other  pre- 
disposing factors  mentioned  under  etiology  were 
present — povertv,  unsanitary  surroundings,  poor 
health. 


Fig.  19.  Incian  Meal  XIoth : Plodia  Interpunctella. 
Tip  of  car  of  corn  showing.  a-Three  moths  with  their 
characteristic  light  and  dark  markings,  and  b-Two  well- 
grown  larvae  and  some  webbed  frass.  The  adult  moth  is 
distinguished  from  all  other  grain-infesting  moths  by 
having  the  outer  two-thirds  of  its  wings  brownish  and 
the  inner  third  whitish  gray.  It  has  a wing  spread  of 
about  three-fourths  of  an  inch. — Courtesy  of  E.  A.  Back. 

This  excellent  case  report  embodies  prac- 
tically all  of  the  classical  symptoms,  so  well 
described  by  Lavinder  in  his  various  mono- 
graphs on  pellagra  and,  taken  in  connection 
with  the  excellent  tables,  charts  and  tempera- 
ture curves  shown  in  Dr.  Lavinder’s  recent 
article,  should  enable  one  who  has  occasion 
to  do  so  to  make  a fairly  accurate  diagnosis 
in  a suspected  case  of  this  disease. 

For  most  of  the  material  thus  far  I am 
indebted  to  the  observation,  research  and  writ- 


ing of  others.  The  background  and  the  middle 
distance  of  the  picture  have  been  filled  in. 
In  the  foreground  I now  w'ish  to  present  cer- 
tain observations  and  conclusions  of  my  own, 
which  will,  I hope,  prove  of  interest  at  any 
rate  and  be  given  careful  consideration.  It  is 


Fig.  20.  Indian  Meal  Moth;  Plodia  Interpunctella. 
Corn  on  the  cob  from  a corn  crib,  from  which  is  hanging 
a considerable  amount  of  webbing  spun  by  the  moth 
worms.  In  this  webbing  is  lodged  quite  a bit  of  farin- 
aceous material  in  powdered  form  pushed  out  from  the 
kernels  by  the  feeding  larvae.  This  moth  rarely  attacks 
sound  grain,  but  as  is  here  shown,  frequently  attacks 
grains  already  injured  by  other  grain  pests.  Such  web- 
bing as  is  here  shown  develops  only  when  corn  or  other 
grains  are  left  unmoved  for  some  time, — Courtesy  of  E. 
T.  Back. 

my  hope  that  they  may  ultimately  stimulate 
further  experimentation  in  this  particular  field 
and  lead  to  the  solution  of  another  important 
problem  in  preventive  medicine. 

During  a recent  vacation  in  September  a 
friend  occupied  our  apartment  for  about  two 
months.  There  was  in  the  corner  of  our 
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library  a drop-leaf  table  on  which  two  tele- 
phones stood.  Against  the  wall  was  a row 
of  eleven  books  supported  by  metal  book- 
ends.  In  the  vacant  space  in  front  of  the 
books  was  a writing  pad  and  a candy  con- 
tainer of  amethyst  glass  made  like  a Petri 
dish.  Early  in  October,  my  wife  took  up 
one  of  these  books  casually  and  on  turning 
back  the  front  cover  found  that  the  space 
between  the  cover  and  the  fly  leaf  contained 
about  a dozen  little  worms,  each  enclosed  in  a 
very  delicate  silk  cocoon  and  evidently  on  the 
point  of  being  converted  into  a chrysalis.  My 
attention  was  called  to  these  worms  and  I 
brushed  them  all  off  on  a piece  of  paper  and 
put  them  in  a bottle  of  alcohol.  Further  in- 
vestigation of  the  books  disclosed  the  fact  that 
of  the  eleven  books,  two  were  bound  in  green, 
one  in  red,  one  in  brown,  one  in  yellow  and 
six  in  black.  Worms  were  found  in  all  of  the 
volumes  covered  in  black,  whether  the  bind- 
ing material  was  cloth,  buckram  or  leather. 
No  worms  at  all  were  found  in  any  of  the 
books  bound  in  color.  In  Siam,  the  elephant 
huts  are  painted  with  shellac  and  lampblack; 
flies  and  other  insects  appear  to  be  repelled 
by  this  color,  although,  of  course,  the  shellac 
which  is  really  a resinous  exudate  from  a 
variety  of  poison  ivy,  may  be  a factor  in  the 
case.  When  the  American  Army,  under 
General  Pershing,  was  encamped  along  the 
Mexican  border,  shortly  before  our  partici- 
pation in  the  World  War,  it  was  found  that, 
if  the  kitchens,  sinks,  and  latrines  were  painted 
with  black,  flies  and  other  similar  insects  were 
far  less  numerous.  It  seems  to  be  fairly  cer- 
tain from  various  experiments  that  have  been 
made  that  certain  colors  attract  certain  in- 
sects, thus  given  areas  of  yellow  or  of  blue 
attract  more  insects  than  similar  areas  in  black 
or  red.  Admitting  that  this  is  the  case,  may 
it  be  possible  that  the  fact  that  these  particular 
insects,  having  lived  practically  all  their  lives 
in  ultra-violet  light,  may  have  modified  their 
color  sense.  Whatever  the  theory  may  be, 
the  facts  remain  as  I have  reported  them. 

Next  began  a search  for  the  source  of  these 
worms.  When  the  candy  dish  was  opened, 
about  a pint  of  shelled  peanuts  was  found. 


Some  of  these  peanuts  had  been  entirely 
eaten;  merely  the  thin,  reddish  skin  remained 
behind.  In  most  instances,  however,  the  two 
cotyledons  were  left  practically  untouched  but 
at  the  embryo  end  was  a clean  cut  notch  as  if 
a drill  had  been  used.  Scattered  among  the 
peanuts  w^re  large  numbers  of  the  worms, 
some  of  them  already  in  a chrysalis  state, 
others  crawling  about.  At  the  tail  end  of  each 
crawling  worm  was  a brushlike  formation  of 
extremely  fine  white  silk  which  seemed  con- 
stantly to  extrude  as  the  worm  progressed 
and,  therefore,  the  mass  of  peanuts  showed  a 
trail  of  silk  wherever  the  worms  had  traveled. 
This  curious  appearance  is  shown  in  Fig.  1 6 
from  the  cover  of  Farmer’s  Bulletin  No. 
1260,  issued  by  the  FInited  States  Depart- 
ment of  Agriculture  and  devoted  to  “Stored- 
Grain  Pests.”  For  want  of  a better  name,  I 
called  these  newly  discovered  larvie  “peanut 
worms.”  The  whole  matter  reminded  me 
very  much  of  a conundrum  which  I heard 
when  a boy:- — “What  is  worse  than  a worm 
in  an  apple?”  The  answer  is: — “Half  a 
worm!  ” 

There  were  no  moths  nor  beetles  found 
in  the  dish  of  peanuts  nor  in  the  room,  though 
it  is  not  impossible  that  some  had  already 
hatched  from  the  chrysalis  state  and  had 
flown  away.  (Evidently  many  of  the  worms 
had  concealed  themselves  in  some  corner  and 
pupated,  for  it  may  here  be  noted  that  for 
several  months  after  our  return,  the  adult 
form  of  the  Indian  meal  moth  appeared  from 
time  to  time  in  our  apartment.  About  twenty 
were  killed  and  were  easily  identified  by  the 
illustrations  and  descriptions.) 

I turned  to  my  old  friends  in  the  Depart- 
ment of  Agriculture,  where  I once  worked 
through  the  kindness  of  Dr.  Theobald  Smith 
and  my  classmate,  Dr.  \’eranus  A.  Moore. 
1 described  my  “peanut  worms”  as  well  as  I 
could  in  letter  and  by  return  mail  received 
from  Dr.  E.  A.  Hack,  the  entomologist  in 
charge  of  stored  product  insect  investigations, 
the  Bulletin  to  which  I have  referred.  In 
addition,  he  advised  me  as  follows: 

“I  note  your  interesting  observations  on  in- 
sects near  the  peanut  jar.  Peanuts  are  very 
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susceptible  to  attack  by  a moth  called  the 
‘Indian  meal  moth.’  This  is  one  of  the  most 
troublesome  pests  that  peanut  and  candy 
establishments  have  to  fight.  \’ery  often  sup- 
plies of  peanuts  anti  other  nut  meats  left  un- 
molested for  some  time  in  a prix  ate  home  will 
become  badl\-  webbed  or  eaten  b\-  these  moths. 
The  white  larxal  forms,  upon  becoming  well 
grown,  usually  crawl  awa\-  from  the  food 
upon  which  they  haxe  developed  and  seek  a 
sheltered  secluded  spot  in  which  to  spin  their 
loosely  constructed  cocoon.  In  this  they 
pupate  and  from  this  they  usually  crawl  as 
a moth.” 

The  paragraph  devoted  to  this  particular 
pest  reads: — “The  Indian  meal  moth,  Plodia 


Fig.  21.  Indian  Meal  Moth:  Plodia  Interpunctella. 
"Ear"  of  jute  sack  containing  corn  badly  infested  with 
the  Indian  Meal  Moth.  The  larvae  on  leaving  the  sack, 
crawl  about,  spinning  as  they  crawl,  a fine  web.  When 
many  larvae  are  present,  the  webs  spun  form  a dense  mass. 
Courtesy  of  E.  A.  Back. 

interpunctella  Hbn.,  is  a rather  handsome 
moth  with  a wing  expanse  of  nearly  three- 
fourths  of  an  inch.  It  is  easily  distinguished 
from  other  grain  pests  by  the  peculiar  mark- 
ing of  its  forewings.  These  are  reddish  brown 
with  a coppery  luster  on  the  outer  two-thirds, 
but  whitish  gray  on  the  inner  or  body  end. 
iVloths  and  larvae  are  shown  in  Fig.  9.  The 
female  moths  lay  from  300  to  400  eggs, 
singly  or  in  groups,  on  food  material.  The 
eggs  hatch  within  a few'  days  into  small 
whitish  larvse  or  caterpillars.  These  larvae 
feed  upon  grains,  grain  products,  dried  fruits, 
nuts  and  a rather  wide  variety  of  foodstuffs. 


When  full  grown,  the  larvx*  are  about  half 
an  inch  long,  dirty  white  in  color,  varying 
sometimes  to  greenish  and  pinkish  hues.  A 
full-grown  lar\a  is  shown  in  b'ig.  1 7,  clinging 
to  a kernel  of  wheat.  This  larva  spins  a 
silken  cocoon  and  transforms  to  a light-brown 
pupa,  from  which  the  parent  moth  later 
emerges.  The  Indian  meal  moth  may  pass 
through  its  egg,  larva,  and  pupa  stages  in 
about  four  weeks  during  warm  weather. 


Fig.  22.  Meal  Snout  Moth;  Pyralis  farinalis  L., 
Larvae,  pupae  and  adults.  This  species  is  distinct  from 
the  Indian  Meal  Moth,  and  is  given  for  comparison.  It 
shows  the  different  stages  through  which  the  moth  passes. 
The  larvae  and  pupae  of  this  species  closely  resemble  those 
of  the  Indian  Meal  Moth,  but,  the  larva  leaves  no  trail 
of  silk. — Courtesy  of  E.  A.  Back. 

“The  larva  of  the  Indian  meal  moth  spins 
a web  as  it  becomes  full  grown,  and  leaves 
behind  a silken  thread  wherever  it  crawls. 
Fig.  16.  When  sacks  of  cracked  corn,  meal 
or  corn  in  the  ear  that  has  been  previously 
injured  by  other  pests,  become  heavily  in- 
fested, this  webbing  often  is  sufficiently  abun- 
dant to  attract  attention.  Fig.  18.  The  loosely 


204 


The  West  Virginia  Medical  Journal 


31  ay,  1933 


clinging  web  shown  on  the  ear  of  corn  in  Fig. 
20  is  characteristic  of  this  pest.” 

This  definitely  identifies  my  “peanut 
worms.”  My  office  secretary,  Mrs.  L.  W.  S. 
Massie,  who  had  helped  me  in  this  corre- 
spondence and  had  observed  the  worms,  told 
me  that  in  her  home  in  Virginia,  it  was  not 
an  uncommon  thing  for  Indian  meal,  par- 
ticularly the  so-called  “water  ground”  In- 
dian meal,  made  from  the  whole  grain,  if 
allowed  to  stand  in  a warm,  moist  place  for 
any  length  of  time,  to  become  definitely 
threaded  through  and  through  with  masses  of 
this  silky  material  and  that  it  was  the  general 
belief  in  that  portion  of  Virginia  where  she 
had  lived  that  if  Indian  meal,  webbed  in  this 
way,  were  eaten,  the  person  eating  it  would 
develop  pellagra.  I then  spoke  to  several 
other  friends  who  were  housekeepers  and 
found  that  at  the  present  time,  Indian  meal 
is  bought  as  a rule  in  waterproof  and  mois- 
tureproof  packages  or  cartons  and  that  this 
meal  seems  to  keep  indefinitely,  whereas  In- 
dian meal  bought  in  bulk  almost  always,  at 
the  end  of  the  summer,  would  be  found  filled 
with  this  fine,  silky  material. 

Here  then  is  a possibility  to  be  considered 
as  to  the  actual  cause  of  pellagra. 

Certain  factors  must  now  be  considered  in 
the  endeavor  to  find  an  adequate  and  prac- 
tical explanation  of  these  rather  unusual  ob- 
servations. Recent  explorations  and  studies 
have  convinced  scientists  and  archeologists 
that  the  various  races  of  the  American  In- 
dian, extending  from  the  tribes  of  Alaska 
through  the  Indians  of  the  Plains,  the 
Mound-Huilders,  the  Toltecs,  the  Mayas,  the 
Incas  and  even  the  few  h'uegians,  came  from 
the  west,  either  through  the  mainland  of 
northern  Asia,  through  the  islands  of  the 
Pacific,  or  possibly,  in  the  region  of  Chile  and 
Patagonia,  from  a continent  similar  to  the 
fabled  Atlantis  and  thus  once  connected  the 
southern  part  of  South  America  more  or  less 
directly  with  New  Zealand  and  possibly 
Australia.  My  friend,  Rowlee,  was  much 
interested  in  the  fact  that  the  forest  floor  of 
the  region  east  of  the  Andes  m Argentina  was 
very  similar  to  the  forest  floor  of  New  Zea- 


land. All  agree,  however,  that  the  migra- 
tions of  these  various  peoples  came  from  the 
west  and  traveled  toward  the  east. 

When  in  later  years  Europeans  began  their 
voyages  of  discovery,  the  routes  that  were 
followed  all  led  from  the  east  to  the  west. 
These  various  adventurers,  besides  the  silver 
and  gold  in  which  they  were  particularly  in- 
terested, found  many  new  plants  and  animals. 
Some  of  these  were  of  such  importance  that 
they  w'ere  carried  back  to  Europe  and  soon 
were  made  a part  of  the  life  of  that  continent. 
Tobacco,  Peruvian  bark,  peanuts,  potatoes,  the 
pumpkin  and,  Indian  corn  were  all  indigenous 
to  the  New  World. 

About  the  year  1560,  the  French  Ambassa- 
dor to  Portugal  was  recalled,  but  before  he 
left  Lisbon  he  sent  Queen  Catherine  De 
Medici  a package  containing  seeds  of  a strange 
plant  which  had  arrived  at  Portugal  by  the 
way  of  Spain  from  Golden  Mexico.  They 
were  the  seeds  of  the  tobacco  plant  and  her 
Majesty’s  Ambassador  to  Lisbon  subscribed 
himself  Jacques  Nicot.  When  he  came  home, 
Nicot  publicized  tobacco  and  he  had  his  re- 
ward when  the  new  plant  was  christened 
Nicotiana. 

The  term  “tobacco”  was  derived  from  the 
name  of  the  tube  in  which  the  Indian  smoked 
it,  yet  the  plant’s  essential  ingredient  was 
thenceforth  called  nicotine.  Drake  got  no 
verbal  credit  for  delivering  the  weed  to 
Raleigh,  nor  Raleigh  for  lighting  up  a pipe- 
full  before  he  went  to  the  scaffold  and  demon- 
strating what  a good  smoke  will  do  to  calm 
your  nerves.  Nicot,  who  was  a philologist, 
compiled  the  first  old  h'rench  Dictionary.  That 
fact  has  been  forgotten,  but  his  name  is  still 
preserved  among  the  “Accidental  Immortals.” 

Peruvian  bark  was  another  substance  found 
on  the  eastern  slopes  of  the  Andes  in  the  head 
waters  of  the  Amazon.  The  story  of  this 
bark,  with  its  discovery  and  many  uses 
throughout  the  world  at  the  present  time,  is 
also  an  interesting  one,  for  in  the  h'ranciscan 
Monaster)'  in  Lima,  h'ra\'  Alonso  Manrique 
issued  an  edict  on  the  15th  t)f  May,  1641, 
stating  that  “on  the  14th  of  the  month  of 
January  of  this  \ ear,  1641,  our  Lord  gathered 
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unto  Himself  Lady  Francisca  Henriques  de 
Rivera,  Countess  of  Chinchon  and  patroness 
of  our  Hoh'  Faith.”  1 lere  again  is  the  record 
of  another  “Accidental  Immortal”  for  the 
Jesuit’s  bark,  as  it  was  originally  called,  soon 
bore  the  name  of  Chinchona,  in  honor  of  the 
V’ice-Queen  of  l^eru. 

Potatoes,  both  blue  and  yellow,  were  in- 
digenous in  Peru.  Their  value  as  food  was 
earl)’  recognized  and  here  again  the  Jesuit 
priests,  who  accompanied  the  army  of  Pizarro 
to  the  land  of  the  Incas,  were  instrumental  in 
introducing  this  new  plant,  first  into  Spain, 
then  to  Portugal,  then  to  Kngland,  then  to 
Ireland.  It  found  its  wa\’  ultimately  to  New 
Kngland  in  the  New  Hampshire  colony  about 
1636.  An  old  letter  in  my  possession,  written 
from  New  Londonderry,  N.  H.,  tells  of  the 
hrst  crop  of  potatoes  and  that  the  potato  balls, 
which  appear  after  the  flowers  have  fallen, 
were  cooked  and  made  into  a stew  “which 
proved  to  be  very  insipid  and  unsavory.” 
Some  time  elapsed  before  the  colonists  dis- 
covered that  the  edible  part  of  the  potato, 
the  tuber,  of  which  they  had  heard  so  much 
from  friends  in  Ireland,  was  really  under  the 
ground. 

The  pumpkin  was  more  largely  cultivated 
in  North  America,  and  when  the  army  of 
General  Sullivan  during  the  Revoluionary 
War,  marched  north  from  Elmira  to  Ithaca 
and  the  land  of  the  Five-Finger  Lakes,  one  of 
the  especial  reasons  for  his  expedition  was  to 
destroy  the  pumpkin  and  the  corn  which 
formed  the  chief  food  supply  of  the  Iroquois 
nation. 

Peanuts,  too,  were  originally  found  in 
Brazil,  were  carried  to  Europe,  back  to 
America  and  now  are  extensively  cultivated, 
particularly  in  our  southern  states.  In  my 
boyhood  days  I sold  peanuts  at  the  County 
Fair  and  the  “fine,  gay,  elegant,  double- 
jointed,  humped-back  California  peanuts,” 
which  formed  a part  of  my  oratorical  stock  in 
trade,  introduced  California  solely  for  the 
rhetorical  effect.  At  that  time,  practically  all 
of  the  peanuts  in  the  country  were  raised  in 
Virginia  and  a few  adjacent  states.  About 
thirty  years  ago  a smaller  variety,  called 


Spanish  peanuts,  were  believed  to  be  more 
edible,  and  were  cultivated  in  this  section  of 
the  country.  Barnum,  Forepaugh,  and  Ring- 
ling  certainly  did  their  share  toward  the  dis- 
tribution of  this  particular  product  throughout 
the  country.  In  \"ienna  in  1891,  the  entire 
.American  Colony,  of  which  I w'as  at  that  time 
a member,  was  plentifully  supplied  with 
peanuts  by  Dr.  Southgate  I.eigh  of  Norfolk, 
\’irginia,  who  imported  from  his  home  a five 
bushel  bag  of  these  nuts.  They  were  quite 
unknown  in  \'ienna  and  had  to  be  roasted  in 
a coffee  machine,  much  to  the  amusement  of 
our  various  \’iennese  hosts.  There  were  no 
worms  and  no  moths  in  this  shipment.  On  the 
authority  of  the  Department  of  Agriculture: 
“Phis  is  now  one  of  the  most  troublesome 
pests  that  peanut  and  candy  establishments 
have  to  right.” 

Indian  corn  was  cultivated  by  the  Mayas 
in  Yucatan  certainly  two  thousand  years  ago. 
The  workmen  who  aided  in  the  recent  excava- 
tions of  the  magnificent  “Temple  of  the 
Warriors”  stopped  work  for  a week  at  the 
right  season  to  plant  Indian  corn  and  stopped 
work  again,  at  a later  date,  to  harvest  it.  In 
Prescott’s  “Conquest  of  Peru,”  descriptions 
are  given  of  ears  of  Indian  corn  wrought  in 
solid  gold,  used  for  ornamentation  in  the 
Temples  of  the  Incas.  Indian  corn,  or  maize, 
therefore,  has  been  used  as  an  article  of  food 
on  this  hemisphere  for  many  centuries. 

As  the  influence  of  the  Mayas  extended  to 
the  north  to  the  Toltecs,  the  Aztecs,  the 
Mound-Builders,  and  ultimately  to  the  fore- 
runners of  the  Hurons,  the  Algonquians  and 
the  Iroquois,  corn  came  with  them,  not  only 
as  an  article  of  food,  but  as  the  basis  of  the 
Corn  Dance  and  various  other  semi-religious 
ceremonies  which  all  of  these  tribes  practiced 
in  a more  or  less  modiried  form.  These  six 
articles  of  food,  all  of  w'hich  are  now  staple 
food  products  in  our  own  country,  have  ex- 
isted here  for  centuries.  The  records  of  all  of 
those,  which  I have  mentioned,  are  perpetu- 
ated in  the  Jesuit  Relations  to  which  remark- 
able documents  w'e  are  indebted  for  most  of 
out  actual  information  regarding  the  coloniza- 
tion by  European  powders  of  this  hemisphere. 
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The  deadly  canyon  fever  in  Peru  which  had 
destroyed  some  300,000  inhabitants  of  that 
region  shortly  before  Pizarro  led  his  expedi- 
tion of  conquest  of  the  south  is  described  in 
minute  detail.  It  is  certain,  therefore,  that 
had  the  disease  of  pellagra  existed  in  any  one 
of  these  widely  separated  regions,  mention 
would  have  been  made  of  it  in  these  valuable 
original  documents.  It  is  not  mentioned  and 
we  may,  therefore,  conclude  that  it  did  not 
exist. 

All  of  these  foods  were  transported  pri- 
marily from  the  west  to  the  east.  Now  let 
us  consider  another  article  of  food  which,  as 
a result  of  recent  circumstance,  was  imported 
from  the  east  to  the  west. 

When  Rowlee  and  I were  schoolboys,  prac- 
tically every  farmer  had  his  “Chestnut 
Grove”  and  his  “Sugar  Maple  Bush.”  The 
latter  remains  but  the  only  remains  of  the 
former  are  the  spectral  trunks  of  chestnut 
trees  seen  everywhere  in  the  forests  east  of 
the  Alleghany  Mountains.  The  story  of  the 
course  and  progress  of  the  so-called  “chest- 
nut blight”  is  a melancholy  one.  There  seems 
to  be  no  definite  information  as  to  where  the 
blight  originally  started,  but  its  progress  was 
rapid  and  thus  far  appears  to  be  uncontrol- 
lable. Chestnuts,  during  the  previous  hun- 
dred years,  had  become  a staple  article  of  diet 
throughout  the  eastern  United  States.  They 
were  easily  accessible,  inexpensive  and  tasty. 
With  the  destruction  of  our  native  trees,  new 
sources  of  chestnuts  were  sought  for  and 
readily  found.  The  importation  of  chestnuts 
from  Italy  soon  became  an  extensive  part  of 
our  import  trade.  Most  of  the  chestnut  ven- 
dors and  the  peanut  vendors  were  Italians. 
Italy  then  became  and  still  remains  the  prin- 
cipal source  of  this  nut.  Within  recent  years, 
it  is  true  that  successful  attempts  have  been 
made  to  cultivate  chestnuts,  hickory  nuts  and 
walnuts.  Our  personal  friend  and  colleague, 
I)i-.  Robert  d'uttle  Morris,  another  Cornell 
friend  of  mine  during  my  student  days,  has 
been  largely  responsible  for  this  form  of  agri- 
culture. J'here  are  many  farms  scattered 
through  the  middle  west  in  which  chestnuts 
have  been  planted,  cultivated,  studied,  cross- 


fertilized  and  those  trees  selected  which 
seemed  to  be  immune  to  the  chestnut  blight. 
On  the  authority  of  the  Rural  New-Yorkei'y 
“the  larger  chestnuts  are  shipped  to  Chicago 
and  other  mid-western  cities  and  the  little 
ones  to  New  York  where  they  will  pay  a 
higher  price  for  the  smaller  nuts  than  they 
will  for  those  of  a larger  size.  It  is  believed 
that  the  eastern  people  know  that  their  native 
chestnuts  which  are  small,  are  better  than  the 
large  imported  ones  and  they  naturally  ex- 
pect any  large  chestnuts  to  be  poor  in  quality.” 

The  Indian  meal  moth  is  a native  of  the 
Old  World.  It  is  now  found  everywhere, 
and,  indeed,  its  food  habits  and  adaptability 
to  varying  conditions  have  assured  an  almost 
universal  distribution. 

About  five  years  ago  a medical  friend  of 
mine  who  is  particularly  fond  of  chestnuts 
usually  had  a pocketful  of  them.  He  was 
making  a call  in  the  hotel  where  I lived,  and 
while  he  was  talking,  continued  to  eat  chest- 
nuts which  he  took  from  his  pocket.  After 
the  meat  had  been  extracted  satisfactorily,  he 
threw  the  shells  into  a metal  basket.  The 
appearance  of  a small  worm  on  his  coat  at- 
tracted attention.  His  chestnut  pocket  was 
examined  and  found  to  contain  innumerable 
small  larvae.  By  the  time  the  waiste  basket 
was  emptied  on  the  following  morning,  many 
other  of  these  little  worms  were  found  crawl- 
ing about  in  the  basket,  on  the  sides  and  in 
its  immediate  neighborhood.  These  were  un- 
doubtedly the  larva;  of  the  Indian  meal  moth, 
for  the  curious  webbing  eflPect  was  observed 
wherever  the  little  worms  had  crawled. 

If  the  two  maps  are  examined,  the  one  of 
Italy  and  the  other  of  the  Lbiited  States,  the 
area  of  pellagra  in  each  country  is  very  defi- 
nitely shown.  It  seems  reasonable  to  conclude 
that  the  chestnut  blight  which  my  friend 
Rowlee  had  studied  so  intensively  may  ac- 
count for  the  importation  from  Italy  of  the 
chestnuts  which  in  that  country,  as  in  this, 
are  so  subject  to  invasion  of  this  particular 
insect  pest. 

As  early  as  1892,  the  manufacture  of  “bar 
candy”  containing  peanuts  had  begun,  and 
since  the  war  the  bar  business  overtops  any 
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other  division  of  the  nation’s  $300,000,000 
per  year  confectionery  trade.  Since  this  par- 
ticular moth  infests  raisins  and  dried  fruits 
as  well  as  all  varieties  of  nuts,  the  distribution 
throughout  this  country  of  such  possible  in- 
sect carries  is  reasonably  certain. 

It  is  to  be  noted  that  the  recorded  cases  of 
pellagra,  in  any  considerable  number,  in 
various  parts  of  this  country,  correspond  in 
time  very  closely  with  the  importation  of 
chestnuts  from  Italy  and  of  peanuts  from 
Spain.  Hither  one  or  both  might  readily 
serve  as  the  means  of  the  introduction  of  the 
Indian  meal  moth  in  the  Ibiited  States.  The 
trade  conditions,  which  I have  mentioned, 
readih’  explain  the  enormous  incidence  of 
pellagra  in  the  southern  states,  which  in  lati- 
tude, climatic  conditions  and  food-habits  cor- 
respond closely  with  those  of  Italy  and  Spain. 
Corn  bread  in  the  South  becomes  polenta  in 
Italy  and  Spain,  where  it  is  the  common  food 
of  the  laboring  classes,  because  of  its  cheap- 
ness and  ease  of  preparation.  “Poverty, 
Polenta  and  Pellagra,”  a phrase  used  by  for- 
mer writers  on  the  subject,  is  a very  apt  sum- 
mary of  the  conditions  which  favor  this  dis- 
ease. The  casual  occurrence  of  pellagra  in 
this  country,  from  Massachusetts  to  Cali- 
fornia, may  also  be  referred  to  the  same  con- 
tributing factors. 

The  question  naturally  arises,  why  should 
this  particular  insect  pest  be  regarded  as  the 
definite  cause  of  pellagra:  There  are  many 

other  insects,  classified  as  “stored-grain  pests.” 
Probably  even  more  common  than  the  Indian 
meal  moth  is  the  Mediterranean  flour  moth, 
Ephestia  kuehmella  Zell.,  and  often  the  com- 
mon meal  snout  moth,  Pyralis  farnials  L.  Fig 
22.  The  reason  for  my  belief  that  the  Indian 
meal  m.oth  is  a responsible  factor  depends 
upon  the  fact,  easily  observed,  that  the  larvae 
of  the  other  moths  which  I have  just  men- 
tioned do  not  leave  behind  them  the  trail  of 
fine  vcebhing  which  is  so  characteristic  of  the 
larva  of  the  Indian  meal  moth.  If  a person 
were  to  be  given  a diet  containing  finely 
chopped  particles  of  cotton  or  of  hemp  or  any 
other  similar  vegetable  fibres  composed  prac- 
tically of  pure  cellulose,  these  fibres  would 


remain  undigested  and  unchanged  and  would 
be  found  in  the  excreta.  These  are  purely 
vegetable  products.  Other  vegetable  products 
have  most  extraordinary  effects  in  certain  in- 
dividuals. One  of  my  patients  was  made 
seriously  ill  every  time  she  had  eaten  the  com- 
mon potato  even  in  the  attenuated  form  of 
potato  soup.  Another  patient  from  Japan  was 
equally  susceptible  to  rice  in  the  most  minute 
quantities.  A single  rice  cake  of  wafer-like 
thinness  was  sufficient  to  produce  serious 
symptoms.  Certain  animal  products  are  well 
know'll  to  have  deleterious  and  even  poisonous 
effects  w'hen  brought  into  contact  with  the 
human  system  externally  or  internally.  A boy 
friend  of  mine  had  to  procure  the  special 
privilege  of  w'earing  a straw  hat  as  a Boy 
Scout,  since  every  time  he  w'ore  the  standard 
felt  hat,  the  rabbit’s  hair  of  which  the  felt  is 
composed  would  make  him  seriously  ill.  You 
wi  11  al  so  remember  my  “Tale  of  Two  Cities” 
in  w'hich  an  ordinary  green  parrot  was  the 
means  of  disrupting  two  families,  the  one  in 
Brooklyn  and  the  other  in  New'  York.  When 
the  parrot  was  disrupted  and  the  stuffed  bird 
used  as  an  ornament  in  my  office,  two  victims 
became  and  remained  perfectly  well.  Another 
case  equally  spectacular  was  that  of  a sea  cap- 
tain w'hose  quartermaster  fished  for  albatross 
on  a sailing  voyage  to  Para.  A dozen  of  the 
birds  were  caught,  plucked,  and  a feather 
pillow'  and  coverlet  made  for  the  captain  and 
the  chief  officer.  The  pillow  of  my  patient 
W'as  brought  to  my  office  and  when  it  was 
opened,  the  unsuspecting  victim  nearly  died. 
I have  reported  each  one  of  these  cases  in 
detail  at  various  meetings  of  this  Association. 
Many  other  instances  can  be  cited  to  illustrate 
the  fact  that  certain  animal  and  vegetable 
products  in  certain  individuals  are  followed 
by  various  forms  of  disorder  affecting  the 
digestive  tract,  the  nervous  system,  the  skin, 
and  other  parts  of  the  body. 

The  trail  of  what  is  essentially  an  extremely 
fine  silk  of  animal  origin,  so  characteristic  of 
the  larva:  of  the  Indian  meal  moth,  produces 
masses  of  material  in  various  food  stuffs, 
peanuts,  chestnuts,  and  Indian  corn  in  par- 
ticular. Its  presence  often  times  is  either  not 
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suspected  or  is  ignored.  It  is  so  delicate  as 
to  be  almost  imperceptible  unless  it  is  col- 
lected in  large  masses.  Who  knows  w'hat 
deleterious  results  may  be  occasioned  by  the 
ingestion  of  this  extremely  fine  animal  prod- 
uct continued  as  an  article  of  food  for  a 
relatively  long  period  of  time.  It  may  be 
digestible  and  produce  a toxine-  eliminated 
through  the  kidneys  or  through  the  skin.  It 
may  cause  intestinal  disturbances  from  its 
mechanical  irritation.  It  may  be  poisonous  in 
itself  when  taken  in  considerable  quantities 
through  many  years  of  life.  All  of  these  are 
questions  which  must  be  determined  in  the 
future. 

If  my  theory  be  correct,  investigations 
could  easily  be  made  to  cultivate  this  moth, 
as  my  classmate,  Tyler  Townsend  cultivated 
the  “ghost  gnat”  in  Peru,  and  then  by  a series 
of  experiments,  it  should  be  possible  to  de- 
termine whether  Indian  meal  containing  the 
silk  threads  that  have  been  described  would 
produce  pellagra  if  it  were  fed  to  various 
groups  of  animals.  Monkeys,  such  as  were 
used  by  Townsend  in  his  experiments  at 
Choisica,  will  probably  simulate  human  con- 
ditions far  better  than  guinea  pigs,  rabbits, 
or  dogs. 

Jean  Henri  Fabre  was  a man  of  modest, 
humble  character,  but  profoundly  devoted  to 
a search  for  the  truth.  His  home,  called 
“Harmes”  in  the  little  village  of  Seignan 
twelve  miles  north  of  Avignon,  has  been  a 
veritable  shrine.  Victor  Hugo  in  apprecia- 
tion of  b’abre  called  him  “The  Homer  of  the 
insects,”  while  F.dmund  Rostand  in  a subse- 
(]uent  eulogy,  spoke  of  the  man  as  “The 
Virgil  of  insects.”  Neither  title  is  adequate, 
for  each  expresses  but  one  of  b'abre’s  gifts j 
namely,  that  of  a story  teller  and  writer,  thus 
failing  altogether  to  convey  any  notion  of  his 
other  great  (jualities,  his  transcendant  con- 
ception of  observing  the  ways  of  nature.  All 
students  of  entomology  are  filled  with  an 
overwhelming  sense  of  gratitude  to  this  man 
for  the  inspiration  of  his  life,  his  infinite  pa- 
tience, his  work,  and  the  style  with  which  he 
clothed  his  ideas.  Of  the  latter,  b’abre  him- 


self has  been  moved  to  say: — “Others  again 
have  reproached  me  with  my  style,  which  has 
not  the  solemnity,  nay,  better,  the  dryness  of 
the  schools.  They  fear  lest  a page  that  is 
read  without  fatigue  should  not  always  be 
the  expression  of  the  truth.  Were  I to  take 
their  word  for  it,  we  are  profound  only  on 
condition  of  being  obscure.  Yes,  my  pages, 
though  they  bristle  not  with  hollow  formulas 
nor  learned  smatterings,  are  the  exact  nar- 
rative of  facts  observed,  neither  more  nor 
less.” 

1 5 Central  Park,  West. 
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RHEUMATIC  HEART  < 

“The  heart  of  a child  is  a marvelous  thing.  Thougii 
delicately  constructed  it  is  capable  of  an  enormous 
amount  of  work  which  is  essential  to  life,”  writes 
Dr.  Paul  D.  White  in  “The  Heart  of  a Child,” 
an  article  in  Hygeia. 

What  heart  troubles  affect  children?  Function- 
al heart  trouble  consists  of  unimportant  little  mur- 
murs and  of  disorders  such  as  skipping  of  the  pulse 
owing  to  early  beats,  rapid  beating,  slow  beating, 
shortness  of  breath  and  pains  in  the  region  of  the 
heart.  The  most  important  type  of  heart  disease  in 
children,  because  it  is  by  far  the  most  common  and  ) 

crippling  kind,  is  rheumatic  heart  disease,  which  fol-  * 

lows  rheumatic  fever,  St.  Vitus’  dance  and  sometimes  I 
tonsillitis  or  other  less  definite  rheumatic  infec-  I 

tions.  It  is  obviously  the  chief  point  of  attack  in  the  i 

campaign  against  heart  disease  in  childhood.  ■ 

Especially  is  there  a danger  that  the  mind  and 
spirit  will  be  depressed  when  the  body  of  the  child 
is  disea.sed.  'Fhe  returns  from  the  care  one  expends 
to  develop  the  spiritual  heart  of  the  child  arc  aston- 
ishingly  worth  while  and  make  one  wonder  often 
at  the  stupid  neglect  of  this  side  of  childhood  that 
has  so  permeated  society  in  recent  years. 

by  discipline,  encouragement  and  good  cheer,  the 
child  with  heart  disease  may  even  profit  by  his 
handicap. 


^lay,  1933 


The  \N'esi  Virginia  Medical  Journal 


209 


THK  TRKATMKNT  OF  PLF.rRAL  EFFUSIONS* 


By  G.  H.  Barksdale,  M.I). 
C/uirlt'stoHy  If  . I’rt. 


'^HKRF.  arc  certain  of  us  who  feel  that  when- 
ever  an  abornmal  fluid,  whether  serous  or 
purulent,  is  found  within  the  body  that  it 
should  be  removed  at  once,  regarciless  of 
duration,  or  infecting  organism.  I do  not 
know  nowadays  anyone  who  makes  wide  and 
handsome  crucial  incisions  in  boils,  because 
we  know  that  it  is  bad  practice.  We  have 
Jearned  from  the  surgeons  and  pathologists 
that  acute  gall  bladders  and  pus  tubes  should 
not  be  operated  upon  but  should  be  allowed 
to  “cool  down,”  as  it  is  commonly  expressed. 
We  know  that  certain  virulent  cases  of  osteo- 
myelitis should  be  rushed  to  the  hospital,  an 
expression  that  the  laymen  like  so  well  to  use. 

Just  why  some  cases  should  be  left  alone 
and  allowed  to  get  well,  while  others  should 
be  allowed  to  cool  down,  and  yet  another 
group  should  be  rushed  to  the  hospital,  em- 
braces a very  large  part  of  the  sum  of  medi- 
cal knowledge,  for  it  has  to  do  with  the  very 
fundamentals  of  physiology,  pathology  and, 
most  of  all,  immunology. 

I have  chosen  this  afternoon  to  discuss  the 
treatment  of  pleural  effusions,  and  I might 
add  that  I know  of  no  pathologic  condition  a 
proper  treatment  of  w'hich  demands  more  con- 
sideration of  the  fundamental  principles  just 
referred  to. 

It  is  surprising  how  often  pleural  effusions 
are  overlooked.  Generally,  I believe,  because 
the  busy  man  in  getting  the  day’s  work  done 
does  not  look  for  it.  I was  amused  to  read 
the  following  from  the  British  Medical 
Journal.  It  was  a coroner’s  report  of  an  in- 
quest on  a man  who  died  under  an  anesthetic, 
in  a London  teaching  hospital.  He  was  being 
operated  on  for  gall  stones:  “There  was  a 
large  amount  of  fluid  in  the  chest,  but  it  was 
not  discovered.  It  ought  to  have  been  but  it 

* Read  before  the  Central  West  Virginia  Medical  Society  at  Gassa- 
way  on  January  28.  1932, 


was  not.  This  man  had  died  under  an  anes- 
thetic, administered  for  the  purpose  of  an 
operation  for  a disease  from  which  he  was  not 
suffering.  It  is  a case  of  a mistaken  diag- 
nosis.” And,  secondly,  many  of  us  still  stick 
to  the  old  text  book  descriptions  of  the 
ph)'sical  findings  in  pleurisy  with  effusion, 
such  descriptions  in  the  main  being  as  falla- 
cious as  they  are  classic. 

I quote  again  from  Dixon’s  article,  for  he 
expresses  so  clearly  my  thoughts  on  the  sub- 
ject: “The  chief  pitfall  in  diagnosis,  when 
the  patient  is  really  examined,  is  the  old  and 
erroneous  belief  which  still  unaccountably 
persists  that  breath  sounds  are  invariably  ab- 
sent over  an  effusion.  All  that  can  be  said 
about  breath  sounds  in  this  condition  (and  it 
is  not  particularly  helpful)  is  that  they  may 
be  absent,  weak,  or  altered.  The  stetho- 
scope, in  fact,  is  frequently  more  misleading 
than  helpful.  There  are  no  physical  signs, 
pathognamonic  of  fluid,  for  they  may  all  be 
found  in  other  conditions.  It  is  quite  a com- 
mon mistake  for  a doctor  to  think  he  cannot 
be  dealing  with  an  effusion  because  he  hears 
loud  bronchial  breathing  over  the  dull  area. 
If  in  addition  he  discovers  whispering 
pectoriloquy,  he  then  feels  confident  that 
there  is  a consolidated  lung  plus  a cavity,  yet 
exquisitely  pure  whispering  pectoriloquy  may 
be  heard  over  an  effusion  and  bronchial 
breathing  is  about  as  commonly  present  as 
absent.”  This  teaching,  to  my  mind,  should 
dispose  of  discussions  between  doctors  as  to 
the  necessity  of  absent  breath  sounds  or  what 
not,  for  a diagnosis  of  fluid,  for  such  argu- 
ments are  futile. 

Our  problems  then  in  the  consideration  of 
a chest  that  may  have  fluid  in  it,  are: 

( 1 ) Shall  we  put  a needle  in? 

(2)  If  we  find  fluid,  should  it  be  aspi- 
rated ? 
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(3)  When  should  it  be  aspirated? 

(4)  How  shall  it  be  aspirated? 

(5)  What  is  to  be  done  with  the  patient 
after  the  fluid  is  removed? 

I have  a rule  the  same  for  pleural  effusions 
that  I have  for  meningitis,  that  is,  when  in 
consultation  if  the  matter  of  either  comes  up 
for  real  consideration  our  full  duty  has  not 
been  done  until  a needle  puncture  has  been 
done  and  done  then.  An  x-ray  I grant  is  of 
value  3 however,  it  is  never  conclusive.  A 
puncture  alone  can  say  fluid  is  there  3 further, 
it  delivers  the  fluid  for  bacteriological  and 
cytological  study.  When  there  is  any  pos- 
sible doubt,  put  a needle  in.  “Far  better,  a 
negative  puncture  too  early  than  a positive 
puncture  too  late.” 

There  are  certain  details  of  technique  which 
I stick  for:  Local  anesthetic,  big  needle,  in- 
cise skin  with  cataract  knife.  I feel  that  the 
matter  of  incising  the  skin  is  important,  in 
this  way  the  puncture  can  be  made  much 
gentler.  If  one  insists  on  using  a small  needle, 
this  preliminary  incision,  of  course,  is  un- 
necessary. It  is  further  helpful  to  press  two 
separate  fingers  firmly  into  the  interspace  you 
wish  to  puncture,  making  the  puncture  be- 
tween them.  In  this  way,  one  notes  the  very 
marked  upward  curve  of  the  rib. 

Pleural  effusions  may  be  divided  into  three 
groups:  Hemorrhagic,  Purulent,  and  Clear. 

Hemorrhagic  Fluids  suggest  malignancy, 
though  all  are  agreed  that  such  fluids  are 
about  as  often  associated  with  tuberculous 
pleurisy.  A diagnosis  of  malignancy,  practi- 
cally speaking,  can  not  be  made  from  the  fluid 
alone.  Cancer  cells,  however,  have  been 
found  in  such  fluid.  I have  known  of  a diag- 
nosis having  been  made  on  one  occasion  in 
this  way.  The  point  that  I wish  to  emphasize 
is  that  blood  in  a pleural  effusion  has  no  real 
diagnostic  importance. 

Purulent  Effusions. — If  one  strongly  sus- 
pects fluid  in  the  chest,  do  not  hesitate  to 
repeat  the  puncture,  for  some  reason  at  times 
we  do  not  get  it,  though  present.  I recall  one 
case,  having  been  the  second  man  to  fail 
to  find  fluid,  while  a third  man  came  in  later 
and  got  it  at  once.  There  is,  however,  a feel 


to  the  percussion  note  in  effusion  that  the 
trained  man  should  not  mistake.  This  feel 
justifies  what  I have  just  said.  The  delivery 
of  pus  by  needle  puncture  is  a brilliant  pro- 
cedure. The  diagnosis  is  confirmed,  you  have 
the  material  in  hand  from  which  prognosis, 
diagnosis  and  treatment  may  at  once  be  made, 
and  do  not  rush  for  a surgeon.  The  immediate 
thing  to  do  is  to  determine  the  infecting 
organism  3 that  is  to  say,  is  it  pneumococcic, 
streptococcic,  or  tuberculous? 

Immediate  operation  whenever  pus  was 
found  was  the  rule  in  the  army  training  camps 
during  the  World  War.  In  one  camp,  out 
of  85  consecutive  cases,  the  mortality  was 
84%.  The  average  mortality  was  48% — this 
in  young  men.  These  were  steptococcal  cases. 
Owing  to  the  work  of  the  American  Empyema 
Commission,  which  assumed  responsibility  for 
treatment  in  three  camps,  the  mortality  fell 
to  4%,,  and  the  essential  change  they  intro 
duced  was  deferring  operation.  It  has  long 
been  an  observation  that  the  subacute  pneu- 
mococcic empyemas  do  better  than  those 
operated  upon  early.  It  may  be  said  in  sum- 
mary, and  I have  drawn  this  from  many 
sources,  that  open  operation  should  not  be 
countenanced  until  the  lung  process  has  sub- 
sided. This  means  in  pneumococcal  cases, 
never  before  the  crisis,  preferably  later  3 strep- 
tococcal cases,  three  weeks  or  more  from  the 
onset  of  the  illness,  and  in  tuberculosis,  never. 
This  does  not  mean  that  the  latter  cases  may 
not  be  aspirated,  for  at  times  they  may  be 
handled  in  this  way  most  successfully. 

Clear  Effusions. — This  brings  me  to  my 
subject  proper,  which  is  the  consideration  of 
clear,  pleural  effusion,  inflammatory  in 
character,  coming  on  insiduously  and  appar- 
ently without  reason.  Right  here  1 should 
like  to  make  one  point  paramount:  all  effu- 
sions are  tuberculous.  Those  who  do  not 
accept  this  do  themselves  and  their  patients 
an  injustice.  I do  not  wish  to  say  that  all 
cases  of  tuberculous  pleurisy  develop  pul- 
monary tulierculosis,  for  only  about  one- 
third  of  them  break  down  and  they  may  do  so 
at  once,  or  even  as  late  as  four  or  five  years 
after  the  effusion.  Often  the  effusion  had 
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absorbed  promptly,  the  patient  having  done 
well,  the  matter  quite  well  might  have  been 
forgotten  or  in  no  wise  connected  with  a mod- 
erate ailment  four  to  five  years  previously. 
Full  ten  to  fifteen  years  ago,  I heard  it  stated 
at  the  Massachusetts  General  Hospital  that 
they  had  discontinued  research  on  the  etiology 
of  such  fluids,  for  they  found  practically  all 
of  them  to  be  tuberculous.  Out  of  one  re- 
ported series  of  514  such  cases,  47.7%  finally 
developed  pulmonary  tuberculosis.  Insiduous 
dry  pluerisies,  especially  apical  pleurisies, 
covering  considerable  periods  of  time,  are 
equally  as  important  as  when  wet.  As  a 
diagnostic  sign  of  pulmonary  tuberculosis, 
pleurisy  with  effusion  is  equally  as  important 
as  hemoptysis,  and  as  has  been  emphasized 
repeatedly,  pulmonary  hemorrhage  should  be 
regarded  as  an  expression  of  pulmonary 
tuberculosis  until  proved  otherwise.  I grant 
at  once,  however,  that  differential  diagnosis 
of  fluid  in  the  chest  or  hemoptysis  is  always 
in  order. 

On  finding  such  a clear  fluid,  what  is  to 
be  done  about  it?  Here,  as  elsewhere,  we 
have  those  w'ho  feel  that  such  effusions  should 
be  aspirated  at  once.  Another  group  feel  that 
practically  no  such  cases  should  be  aspirated. 
Lung  specialists  at  resort  centers  are  espe- 
cially prone  to  look  with  pity  on  the  home 
town  doctor  who  aspirated  such  fluid.  It  is 
well  to  bear  in  mind  that  there  is  something 
to  be  said  on  both  sides  of  the  question. 

In  handling  these  cases,  the  following  rules 
seem  workable  and  entirely  reasonable. 
Aspirate — 

(1)  If  a very  large  amount  is  found. 

(2)  If  dislocating  the  mediastinum  as 
shown  by  x-ray. 

(3)  If  definite  pressure  symptoms  are 
present,  such  as  dyspnoea,  loss  of  voice  or 
hoarseness,  cyanosis,  tachycardia,  or  other 
heart  disturbances. 

(4)  If  on  watching  the  case  a week,  the 
temperature  gradually  steps  up  or  continues 
to  run  on  a high  level. 

(5)  If  after  fourteen  days  of  observation, 
there  is  no  appreciable  absorption. 

I understand  fully  that  the  matter  of  wait- 


ing is  much  simpler  in  hospitals  and  institu- 
tions, away  from  the  family.  It  is  undoubt- 
edly hard  for  the  family  to  understand  why 
the  fluid  should  not  be  removed  if  it  is  the 
cause  of  the  trouble  and  the  situation  is  made 
doubly  worse  if  a consultant  who  knows 
nothing  about  tuberculosis  is  called  in. 

The  question  naturally  arises,  why  should 
this  fluid  not  be  removed  at  once,  regardless 
of  time,  etc.?  Early  removal  is  meddlesome; 
it  is  far  better  to  wait  at  least  a few  days  to 
see  if  the  patient  won’t  care  for  it  without 
interference.  He  may  even  be  relieved  of 
his  pleurisy  by  its  presence  and  in  general 
feel  better.  The  effusion  is  to  be  regarded 
as  the  conservative  thing  to  hold  apart  two 
inflamed  membranes.  It  is  obvious  that  if 
the  inflamed  surfaces  are  held  apart  they  do 
not  rub  each  other,  thereby  aggravating  the 
condition,  nor  can  they  adhere,  thereby  ob- 
literating the  pleural  cavity  with  its  constant 
pain  and  completely  removing  the  possibility 
of  a subsequent  pneumothorax,  which  is  quite 
a consideration.  An  effusion  holds  the  lungs 
quiet,  giving  that  prime  requirement  for  the 
healing  of  all  inflamed  tissues;  namely,  rest. 
This  is  doubly  valuable  if  the  lung  be 
tuberculous.  It  is  quite  reasonable  to  theorize 
that  if  a tuberculous  lung  be  compressed  by 
an  effusion,  the  fluid  being  suddenly  removed, 
the  lung  promptly  expands.  In  so  doing 
tuberculous  material  may  well  be  aspirated 
into  healthy  tissue,  with  a consequent  exten- 
sion of  the  disease  comparable  to  the  unwise 
manipulation  of  an  infected  joint.  In  any 
event,  there  obviously  is  a very  sudden  re- 
adjustment of  the  lung  tissue,  both  cellular 
and  fluid,  with  the  collapse  of  Nature’s 
mechanically  protective  defenses.  I do  not 
wish  to  stress  the  matter  of  non-interference 
too  strongly,  for  neglected  effusion  at  times 
undoubtedly  produces  chest  deformity  and 
permanent  damage  to  the  lung,  and  all  of  us 
have  certainly  seen  temperatures  subside  and 
marked  Improvement  follow  aspiration. 

In  deciding  that  a clear  pleural  effusion  is 
to  be  removed,  there  are  certain  practical  con- 
siderations of  technique.  The  removal  of  a 
small  amount  at  times  apparently  stimulates 
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absorption.  Practically,  however,  either  small 
amounts  should  be  removed  at  frequent  inter- 
vals replacing  the  volume  removed  by  an 
equal  volume  of  air,  or  slowly  removing  the 
greater  part  of  the  fluid  at  one  timej  in  either 
event,  replacing  the  amount  removed  by  an 
equal  volume  of  air,  for  it  is  necessary  that 
the  collapsed  lung  should  not  be  allowed  to 
expand  too  rapidly  for  the  reasons  given.  Re- 
member that  air  is  absorbed  from  the  pleural 
cavity  at  the  rate  of  80  to  100  c.c.  daily. 

Granting  that  the  aspiration  has  been  made, 
what  is  to  be  done  with  the  patient?  It  is 
the  general  opinion  that  all  such  patients 
should  be  regarded  as  tuberculous,  and  should 
take  the  cure  for  a minimum  of  three  months, 
never  forgetting  that  they  have  had  a pleurisy 
with  effusion  w'hich  is  a serious  disease. 


Summary. — ( 1)  Pleural  effusions  should 
be  more  closely  w'atched  for. 

(2)  Effusions  can  not  be  diagnosed  with 
certainty  on  physical  findings  alone. 

(3  j If  in  doubt  as  to  the  presence  of  fluid, 
do  not  hesitate  to  put  a needle  in  and  repeat 
if  needs  be. 

(4)  Careful  technique  makes  the  procedure 
easier  and  reduces  the  incidence  of  pleural 
shock. 

(5)  A bloody  fluid  has  no  diagnostic  im- 
portance. 

(6)  In  purulent  effusions,  determine  the 
organism;  in  any  event,  do  not  rush  in. 

(7)  Clear  effusions  as  described  are  tuber- 
culous. 

(8)  Consider  the  indications  carefully  be- 
fore you  aspirate  a tuberculous  effusion. 


THE  USE  OF  SODIUM  SALICYLATE  AND  MAGNESIUM  IN 
THE  TREATMENT  OF  RHEUMATIC  FEVER  AND 
ACUTE  INFECTIOUS  ARTHRITIS* 


'By  .Arthur  N.  Foxe,  M.D. 
.Wtv  York  City 


'^HE  purpose  of  this  study  has  been  to  de- 
termlne  the  effects  of  magnesium  when 
combined  wfith  salicylates  in  the  treatment  of 
rheumatic  fever  and  infectious  arthritis.  A 
preparation  has  been  used  containing  approxi- 
mately three  grains  of  sodium  salicylate  and 
two  grains  of  magnesium  oxide. f The  two 
effects  that  were  essentially  to  be  determined 
were  the  so-called  synergistic  action  between, 
or  the  combined  separate  actions  of,  sal- 
icylates and  magnesium;  and  the  action  of 
magnesium  on  salicylate  tolerance.  In  recent 
years  Increasing  importance  has  been  given 
the  study  of  magnesium  as  a mineral  meta- 
bolite. The  French  particularly  have  made 
such  studies.  Not  a small  literature  has  de- 
veloped on  the  relation  of  magnesium  to  the 
fundamental  body  processes,  reactions  of 

• The  author  desires  to  express  hi*  thanks  for  permission  to  carry 
oot  this  study  on  the  ward*  of  the  Fourth  Medical  Division  at 
Bellevue  and  Allied  Hospitals,  New  York. 

t The  preparation,  Mattnecylaie.  was  furnished  the  author  throu^th  the 
courtesy  of  the  Calco  Chemical  Company.  Inc.,  of  Bound  Brook,  N. 


smooth  and  striated  muscle,  hemolysis,  meta- 
bolism and  growth,  etc.,  etc.  In  this  paper 
only  the  two  special  effects  referred  to  above 
are  considered. 

Literature  on  Synergism. — The  exact  na- 
ture of  the  synergistic  effects  of  drugs  is  not 
known.  The  belief  in  such  an  effect  is  largely 
empirical  and  hypothetical.  Most  of  the 
thus-far-published  work  on  such  effects  with 
magnesium  and  salicylates  has  been  done  by 
Barbour  and  Winter.'  I'hese  authors  in 
1928,  using  rabbits,  mice,  and  dogs  in  their 
experimental  work,  came  to  the  following 
conclusions: — (a)  “*  * * Combinations  of 
amidopyrine  with  magnesium  chloride  in  ex- 
perimental animals  exhibit  antipyretic  syn- 
ergism. * * *”  (b)  “*  * * Magnesium  aug- 

ments the  antipyretic  action  of  sodium  sal- 
icylate and  of  aspirin.  When  given  sub- 
cutaneously with  salicylate  to  fevered  rabbits, 
the  earlier  stages  of  antipyresis  are  character- 
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ized  by  marked  synergism.  * * *”  Later, 
Barbour  and  Winter^  came  to  similar  favor- 
able conclusions  respecting  the  effects  of 
magnesium  with  phenylcinchoninic  acid.  Still 
later  they^  came  to  almost  similar  conclusions 
with  respect  to  the  effects  of  magnesium  w'ith 
phenacetin.  Taylor  and  Winter,'*  apart  from 
synergistic  effects,  state: — “*  * * In  fevered 
dogs,  temperature  changes  were  found  pro- 
portional to  changes  in  the  blood  magnesium. 
Each  increase  of  2 gm.  magnesium  per  100 
c.c.  gave  a reduction  of  about  1 degree 
F.  * * *”  In  the  above  references  both  the 
oxide  and  the  chloride  of  magnesium  were 
used  to  seek  synergism. 

There  is  some  notice  in  the  literature  on 
the  relation  between  magnesium  and  cincho- 
phen  in  the  treatment  of  arthritis.  There  do 
not  seem  to  be  any  clinical  reports  on  the  re- 
lation between  magnesium  and  salicylates  in 
the  treatment  of  acute  rheumatic  fever. 

7'he  Sttidy. — It  was  at  first  believed  that 
by  studying  two  groups  of  cases  (one  on  sal- 
icylates with  sodium  bicarbonate;  the  other 
on  salicylates  with  magnesium  oxide  it  would 
be  possible  to  arrive  at  some  definite  conclu- 
sion respecting  magnesium  synergism.  A defi- 
nite conclusion  has  been  reached;  but  it  is 
relative  and  empirical  rather  than  absolute 
and  scientific.  A number  of  problems  that 
have  arisen  will  have  to  be  solved  before  the 
real  value  of  magnesium  synergism  is  under- 
stood. 

I shall  first  give  the  method  of  study  and 
the  results  obtained  in  the  main  groups  of 
cases.  These  are  of  rheumatic  fever  and  those 
borderline  cases  of  acute  infectious  arthritis 
that  are  clinically  indistinguishable  from 
rheumatic  fever.  Cases  with  detectable 
myocarditis,  or  with  valvular  defects,  have 
been  excluded  from  this  study.  In  cases  where 
magnesium  synergism  was  studied,  magnecy- 
late  (the  preparation  of  sodium  salicylate  and 
magnesium  referred  to  in  paragraph  one  of 
this  paper)  was  given  in  the  dose  of  30  grains 
each  four  hours.  Where  magnesium  synergism 
was  not  studied,  30  grains  each  of  sodium 
salicylate  and  of  sodium  bicarbonate  w'ere 
given  each  four  hours.  Although  some  Euro- 


pean investigators  suggest  continued  salicylate 
therapy  throughout  the  night  as  well  as  the 
day,  this  method  was  not  here  used;  and  the 
doses  were  given  five  times  in  24  hours. 

In  a special  control  group  of  ten  cases, 
divided  into  two  groups  one  of  which  received 
magnecylate  and  the  other  of  which  received 
sodium  salicylate  plus  sodium  bicarbonate,  the 
writer  had  at  the  time  no  knowledge  of  which 
drug  was  being  used.  The  diagnosis  and 
clinical  course  study  were  left  entirely  with 
other  members  of  the  staff  who  were  not  con- 
cerned with  the  special  work  being  under- 
taken. All  these  cases  sum  up  as  follows: 

20  cases  sodium  salicylate  and  magnesium 
oxide; 

19  cases  sodium  salicylate  and  sodium  bi- 
carbonate. 

Special  control  group: 

5 cases  sodium  salicylate  and  magnesium 
oxide. 

5 cases  sodium  salicylate  and  sodium  bi- 
carbonate. 

The  opposing  groups  showed  no  essential 
comparative  differences  in  pulse,  temperature 
and  clinical  response.  Each  group  showed 
Its  proportion  of  cases  of  short  as  well  as  long 
duration.  The  average  number  of  hours,  in 
the  two  series,  from  the  time  of  admission  to 
the  time  of  the  first  normal  temperature  was 
approximately  the  same.  Each  group  showed 
cases  that  responded  quickly  or  slowly  to 
medication.  Thus  a 30-grain  dose  of  mag- 
necylate would  seem  to  be  the  equivalent  of 
30  grains  of  sodium  salicylate  plus  30  grains 
of  sodium  bicarbonate.  Or,  better  still,  150 
grains  of  the  one  would  seem  to  be  equiva- 
lent of  150  grains  of  each  of  the  other  two. 
Although  there  is  here  shown  a grain-for- 
grain  dosage  between  the  magnecylate  and 
the  sodium  salicylate,  we  can  not  say  there 
is  a grain-for-grain  equivalence  in  the  thera- 
peutic response  because  the  exact  degree  of 
therapeutic  response  to  salicylates  is  not 
known.  A definite  response  to  salicylates  in 
the  pharmacologic  sense  is  not  known.  If  we 
knew  the  minimum  dose  of  salicylate  that 
w'ould  bring  response — either  in  pulse,  tem- 
perature, or  degree  of  pain — we  could  reach 
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some  accurate  determination  of  the  merits  of 
the  drugs  here  employed.  This  aspect  of  the 
problem  arose  after  the  present  study  was 
well  under  way.  It  is  separate  from  that  of 
the  toxic  factors  considered  below. 

Salicylates  in  one  form  or  another  have 
been  used  with  good  results  in  rheumatic  fever 
for  over  fifty  years.  Striecker  (1876)  in 
Germany  and  Germain  See  in  France  were 
mainly  instrumental  in  showing  the  real  and 
undoubted  merits  of  these  drugs. ^ The  ad- 
vantages of  salicylates  have  been  only  em- 
pirically determined,  however.  It  is  well 
known  that  an  attack  of  rheumatic  fever  has 
a more  or  less  limited  course  j and  will  re- 
spond to  nothing  more  than  rest  and  hygiene 
in  the  way  of  therapy.  Austin  Flint®  said  of 
rheumatic  fever:  “Want  of  knowledge  of  the 
natural  history  of  the  disease — that  is,  the 
history  based  on  the  observation  of  cases  in 
which  the  disease  has  been  allowed  to  pursue 
its  course  under  favorable  hygienic  circum- 
stances uninfluenced  by  therapeutic  inter- 
ferences— has  heretofore  rendered  it  difficult 
to  judge  of  the  effect  of  different  methods  of 
treatment.  My  report  of  thirteen  cases,  and 
the  report  of  Dr,  Sutton  of  a larger  number, 
treated  with  only  palliative  remedies,  show 
an  intrinsic  tendency  in  the  disease  to  end 
within  a shorter  period  and  with  a less  degree 
of  liability  to  complications  than  have  been 
hitherto  generally  supposed.  * * Flint, 
however,  felt  that  salicylates  had  a definite 
controlling  effect  upon  the  disease.  Church,’ 
in  the  Allbutt-Rolleston  System  of  Medicine, 
says: — “*  * * The  acute  symptoms  when  un- 
influenced by  drugs,  frequently  subside  in 
eight  or  nine  days,  and  convalescence  is  estab- 
lished in  another  ten  days.  * * Church 
gives  the  generally  accepted  view  on  the 
effect  of  salicylates  when  he  says: — “*  * * 
When  treated  with  salicylates  the  tempera- 
ture of  the  patients  has  seldom  remained 
above  the  normal  after  the  fourth  or  fifth 
day  in  the  hospital,  and  in  a large  number  it 
sinks  to  normal  in  from  forty-eight  to  seventy- 
two  hours.  * * *” 

So  far  as  the  exact  dosage  of  the  drug  goes 
and  the  method  of  determining  this  dosage, 


there  is  no  unanimity.  In  contrast  to  the 
use  of  such  non-related  remedies  as  digitalis 
in  cardiac  decompensation,  and  ergot  in  uter- 
ine conditions,  there  is  no  way  of  determining 
for  the  salicylates  how  much  is  needed  in  a 
given  rheumatic  case.  Hanzlik®  in  his  com- 
prehensive monograph  suggests  that  the  dose 
of  salicylates  must  border  on,  if  not  be  gauged 
at,  the  toxic  effect  produced  in  the  patient. 
Lutembacher,®  on  the  other  hand,  thinks  ex- 
cessive dosage  unnecessary.  Most  clinicians 
seem  to  wish  to  avoid,  by  the  use  of  special 
forms  of  salicylates  or  adjuvants,  any  toxic 
effects.  Parenteral  methods  have  achieved  a 
small  vogue.  The  problem  of  whether  to 
gauge  dosage  by  signs  of  toxicity  is  still  un- 
settled. Andrieu®  cites  a list  of  eight  au- 
thorities who  give  varying  opinions.  Thus, 
he  states,  Lees  finds  30  to  40  gms.  daily  an 
effective  amount  j whereas,  Bezancon  uses 
only  8 to  16  gms,  daily. 

It  will  thus  be  seen  that  it  is  difficult  to  de- 
termine exactly  the  helpfulness  of  magnesium 
in  the  control  of  temperature,  pulse  and  local 
joint  reaction,  although  the  results  of  this 
study  are  suggestive.  In  this  respect  there  is 
the  need  for  some  method  of  standardizing 
salicylate  and  adjuvant  therapy.  In  addi- 
tion there  is  need  for  complementary  studies 
of  varying  groups  and  individual  cases  on 
salicylates  with  and  without  magnesium.  The 
experimental  results  reported  on  animals  in 
the  literature  referred  to  above  can  not  be 
taken  as  necessarily  true  of  human  beings. 
Among  my  own  cases  there  has  been  a sepa- 
rate small  group  that  has  shown  protracted 
courses.  In  these,  the  change  from  salicylate, 
to  sylicylate-plus-mag!iesium,  therapy — and 
vice  versa — seemed  to  be  helpful. 

Toxicity. — The  toxic  effects  of  salicylates 
have  long  been  stressed.  Andrieiff  describes 
two  types: — (a)  small  intolerance — “petite 
intolerance” — characterized  by  buzzing  in  the 
ears,  hyperacousis,  heavy  stomach,  nausea, 
vomiting  and  diarrhea;  (b)  great  intoler- 
ance— “grande  intolerance” — characterized 

by  sensory  changes,  cramps,  delirium,  high 
temperature,  hallucinations  and  coma.  Daniel- 
opolu  and  his  associates'®  describe  a pseudo- 
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intolerance  in  which  the  patient  has  a psychic 
aversion  to  all  drugs,  which  brings  on  a 
feigned  nausea  and  illness.  Great  intolerance 
is  rare  and  commonly  believed  to  be  related 
to  specific  hypersensitivity.  This  view,  how- 
ever, is  merely  hypothetical.  Pseudo-intol- 
erance is  rare,  although  I have  recently  seen 
a case.  It  is  the  small  intolerance  that  is  most 
important  clinically.  Barbour  and  Winter'  ^ 
found  in  their  experiments  that  magnesium 
was  helpful  in  lessening  toxic  effects. 

The  exact  cause  of  toxicity  from  salicylates 
is  still  unknown.  Some  have  believed  it  to  be 
acidotic;  but  Hanzlik^  doubts  whether  sal- 
icylates can  really  cause  a sufficient  acidosis 
to  bring  about  such  effects.  Most  observers 
believe  the  local  gastro-intestinal  effect  to  be 
the  chief  factor,  but  there  is  no  proof.  Hanz- 
lik  does  not  believe  that  sodium  bicarbonate 
lessens  the  toxic  effect;  yet  this  helpful  effect 
has  as  much  basis  in  its  empiric  history  as  the 
effect  of  the  salicylates.  Flint®  strongly 
recommended  the  use  of  alkaline  ( mixed  car- 
bonate) therapy,  even  without  salicylates.  An 
important  paper  by  l)anielopolu'°  has  re- 
cently appeared.  This  author  uses  massive 
salicylate  and  alkali  therapy.  Remarkably 
enough,  in  68  cases  of  rheumatic  fever  in 
which  there  were  no  cardiac  complications,  he 
found  no  intolerance  whatever  when  massive 
doses  of  salicylates — 12  to  30  gms.  per  day 
given  throughout  the  24  hours — and  sodium 
bicarbonate  were  given.  He  studied  the 
systemic.  Cardiac  and  renal  effects.  He  used 
salicylates  alone  and  intolerance  developed; 
but  when  alkali  was  added  the  symptoms  dis- 
appeared. He  believes  acidosis  to  be  the  chief 
factor  in  causing  such  symptoms. 

The  Present  Study.- — In  this  study,  cases 
with  recognizable  cardiac  complications  were 
omitted.  Great  and  pseudo-intolerance  did 
not  occur  at  all.  In  each  of  the  main  groups 
there  was  one  case  of  slight  gastric  distress 
with  the  drug  given.  This  could  not  have 
been  very  important,  since  in  one  case  there 
was  a similar  complaint  before  any  therapy 
was  instituted.  In  this  particular  patient  sal- 
icylate and  sodium  bicarbonate  were  well  tol- 
erated. It  would  seem  then  that,  apart  from 


any  possible  synergistic  effect,  magnesium 
oxide  acts  with  salicylates  somewhat  as  does 
sodium  bicarbonate.  This  would  go  well  with 
the  findings  of  Winter  and  Richey."  These 
authors  found  that  magnesium  oxide  and 
chloride  when  used  with  aspirin  kept  the 
stomach  acidity  more  nearly  normal. 

It  would  seem  that  it  is  essentially  in  cases 
where  there  is  cardiac  involvement — although 
my  study  does  not  concern  itself  with  such 
cases — that  a drug  which  alleviates  toxic 
symptoms  would  be  helpful.  As  yet,  how- 
ever, studies  center  about  the  non-cardiac  cases 
in  which  the  toxicity  seems  to  be  minimal. 

Conclusions. — 1.  It  would  appear  that 
doses  of  90  grains  per  day  of  sodium  sal- 
icylate when  combined  with  magnesium  oxide 
60  grains  give  results  in  acute  infectious 
arthritis  and  rheumatic  fever  equivalent  to 
those  obtained  when  doses  of  150  grains  of 
sodium  salicylate  given  with  150  grains  of 
sodium  bicarbonate  are  used.  However,  this 
does  not  necessarily  mean  that  the  combined 
drug  (magnecylate)  is  a grain-for-grain 
equivalent  therapeutically  to  sodium  sal- 
icylate. Equivalence  or  non-equivalence  of 
such  effects  will  only  be  known  when  clinicians 
have  decided  upon  the  minimal  effective  dose 
of  salicylate. 

2.  The  toxic  effect  of  salicylates,  combined 
with  either  magnesium  oxide  or  sodium  bi- 
carbonate, is  minimal.  In  this  study  only 
moderate  doses  were  employed;  and  cases 
with  cardiac  complications  were  excluded. 

3.  Several  suggestions  are  made  for  the 
further  pursuit  of  this  work. 
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ARGENTAFFINE  TUMORS  OF  THE  APPENDIX* 


•By  Max  O.  Oates,  M.D. 

from  the  Departmctit  of  Pathology,  Duke  University  School  of  Medicine 
Durham,  North  Carolina 


'^HE  argentaffine  tumors  or  carcinoids,  as 
they  are  sometimes  called,  constitute  one  of 
the  most  interesting  lesions  of  the  appendix. 
Although  these  tumors  have  been  described 
throughout  the  literature  as  carcinomata  they 
are  unquestionably  diflFerent  from  the  usual 
adenocarcinoma  derived  from  the  epithelium 
of  the  intestinal  tract.  For  this  reason  it  seems 
proper  to  emphasize  the  importance  of  differ- 
entiating them  from  other  malignant  tumors 
of  the  appendix.  The  origin  of  the  tumor 
cells,  their  infiltrating  character  and  their  ten- 
dency to  form  metastases  are  features  which 
are  of  the  greatest  interest  to  the  pathologist. 

As  far  as  can  be  determined  from  a review 
of  the  literature  on  argentaffine  tumors,  the 
first  contribution  to  the  subject  seems  to  have 
been  made  by  Tubarsch'  in  1888  in  a paper 
in  which  he  described  two  cases.  The  small 
tumors  that  I.urarsch  described  were  present 
in  the  ileum  and  even  though  he  recognized 
that  they  were  composed  of  nests  and  strands 
of  cells  different  from  the  usual  adenocarci- 
noma of  the  intestinal  tract  he  was  content 
to  speak  of  them  as  carcinomata. 

Numerous  cases  were  refiorted  in  the  next 
few  years,  but  very  little  evidence  was 
brought  forth  to  clear  up  the  problem  of  the 
true  nature  of  these  tumors  even  though  they 
were  regarded  as  being  strikingly  unlike  the 
carcinomata  of  the  intestinal  tract. 

d'here  was  much  confusion  about  the  nature 

* Presented  a mcciinji  of  ilic  Ibulcrn  P-inlumllc  Mcdic.il  Society, 
Ch.irlcs  Town.  June  8,  U0  2. 


of  this  neoplasm  until  at  a meeting  of  the 
German  Pathological  ociety  in  Dresden  in 
1907  Oberndorfer^  proposed  separating  them 
from  the  carcinomata  and  calling  them 
“carcinoid,”  a term  he  considered  desirable 
and  fully  justified  in  view  of  the  fact  that  he 
thought  the  tumors  benign  in  character. 
Oberndorfer  would  make  no  definite  state- 
ment regarding  the  origin  of  the  multiple 
carcinoids,  but  preferred  to  consider  them  as 
belonging  to  a general  group  of  malfor- 
mations. 

In  order  to  learn  something  of  the  origin 
of  the  tumor  cells  Gossett  and  Massond  in 
1914,  restudied  the  chromaffin  cells  of  the 
intestinal  tract  by  means  of  the  silver  impreg- 
nation method  and  found  that  the  chromaffin 
cells  are  distributed  throughout  the  gastro- 
intestinal tract,  being  present  in  the  depth  of 
the  crypts  of  I.ieberkuhn.  They  noted  that 
these  cells,  like  those  of  the  adrenal  medulla, 
contain  “argentaffine”  or  silver-staining  gran- 
ules. Gossett  and  Masson  studied  the  carci- 
noids by  similar  methocis  and  found  that  they 
were  also  able  to  reduce  an  ammoniacal  solu- 
tion of  silver.  They  therefore  came  to  the 
conclusion  that  the  cells  which  compose  the 
tumor  are  probably  identical  with  the  cells 
of  the  chromaffin  tissue  of  the  paraganglia. 
Since  these  tumors  arise  from  chromaffin  celF, 
they  are  therefore  neurogenic  in  origin.  Re- 
cause  the  tumor  cells  contain  granules  which 
take  the  silver  stain  Masson  spoke  of  the 
nodules  in  the  appendix  as  argentaffine 


.11  ay,  1933 


'JHe  W'est  \'irginia  Medical  Journal 


tumors.  Since  our  knowledge  of  these  tumors 
is  now  much  more  adequate  than  formerly 
it  is  preferable  to  speak  of  them  as  argcn- 
taffine  tumors. 

The  condition  is  met  in  the  routine  patho- 
logical examination  of  appendices,  being  pres- 
ent in  about  0.3  or  0.4  per  cent  of  all 
appendices  removed  surgically.  Masson  re- 
ports 50  cases  of  argentaffine  tumors  found 
in  examining  1,200  appendices.  The  tumors 
are  found  in  those  cases  with  symptoms  point- 
ing to  an  inflammatory  condition  in  the  ap- 
pendix but  without  any  evidence  whatever  of 
the  presence  of  the  tumor.  They  are  most 
frequent  in  the  appendix  between  the  ages  of 
20  and  30,  though  they  may  occur  at  any  age 
from  ten  days  up.  These  tumors  are  much 
more  frequently  encountered  in  females  than 
in  males. 

The  tumors  are  not  confined  to  the  ap- 
pendix but  may  be  found  anywhere  along  the 
entire  length  of  the  alimentary  canal  from 
the  stomach  to  the  rectum;  their  favorite 
situation,  however,  seems  to  be  the  appendix. 
Next  to  the  appendix  they  occur  most  com- 
monly in  the  ileum.  In  the  appendix  the 
tumor  is  single  but  in  the  ileum  it  is  often 
multiple. 

An  appendicular  carcinoid  may  form  in 
the  body  of  the  appendix  where,  in  growing, 
it  may  cause  a stenosis  of  the  lumen  with  fecal 
retention,  followed  by  acute  inflammation.  In 
90%  of  the  cases  the  tumor  is  situated  in  the 
tip  of  the  appendix,  46  of  the  50  cases  re- 
ported by  Masson'*  being  in  this  location. 

The  gross  appearance  is  very  character- 
istic, so  that  a diagnosis  usually  can  be  made 
from  it  alone.  If  the  tumor  is  small,  the  tip 
of  the  appendix  is  not  deformed;  if  large  it 
is  swollen  like  a pendulum.  This  swelling  is 
often  the  only  sign  of  a possible  appendicular 
tumor  but  sometimes  the  appearance  of  tumor 
is  indicated  by  an  opaque,  yellowish  infiltra- 
tion of  the  peritoneal  and  subperitoneal  con- 
nective tissue  that  covers  the  tip  of  the  ap- 
pendix. When  an  appendix  containing  such 
a neoplasm  is  sectioned  one  sees  a yellow  ring 
encircling  the  organ  in  the  region  of  the 
mucosa;  or  if  its  growth  has  progressed 
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further  the  lumen  of  the  appendix  may  be 
entirely  obliterated  by  the  moderately  firm, 
yellowish  tissue.  To  the  naked  eye  the 
muscular  layers  seem  to  be  almost  intact  and 
always  recognizable,  even  though  infiltrated 
and  distended  by  the  tumor. 

^Microscopically,  the  tumor  consists  of  nests 
and  strands  of  round  and  oval  cells  highly 
suggestive  of  a carcinoma.  However,  although 
the  cells  are  sometimes  grouped  about  a rathcr 
atypical  and  irregular  lumen,  there  is  no  true 
gland-like  arrangement.  Although  usually 
confined  to  the  mucosa  or  submucosa,  the  cells 
may  be  found  in  any  portion  of  the  w^all  of 
the  appendix.  The  cells  lie  embedded  in  an 
eosin-staining  hyaline  atroma  in  which  a few 
small  vessels  can  be  seen.  The  tumor  is, 
therefore,  not  encapsulated,  but  has  very  defi- 
nite invasive  and  infiltrative  characteristics. 
The  muclei  of  the  cells  are  round,  compara- 
tively large,  uniform  in  size,  and  rich  in 
chromatin.  Some  of  the  cells  contain  large 
coarse  granules  but  others,  which  contain  no 
granules,  are  full  of  vacuoles.  These  vacuo- 
lated cells  stain  red  with  Scharlach  R.,  indi- 
cating that  they  contain  a lipoid  material 
similar  to  that  of  the  cells  of  the  adrenal 
cortex  and  xanthoma  cells.  It  is  this  lipoid 
which  is  responsible  for  the  yellow  color  of 
the  tumor  seen  in  the  gross.  When  small 
blocks  of  the  tumor  are  impregnated  with 
silver  nitrate  and  then  treated  with  ammo- 
niacal  silver  solution,  according  to  the  method 
of  Hasegawa,^  the  tumor  cells  show  in  a 
characteristic  fashion  the  argentaffine  granules. 
These  granules  are  best  seen  in  the  cells  of 
the  periphery  of  the  cell  nests,  where  they  arc 
so  abundant  as  to  produce  a black  zone. 

The  prevalent  view  that  these  tumors  are 
benign  in  character  is  erroneous,  for  meta- 
stases  are  frequently  seen.  It  is  true  that  their 
growth  is  slow  like  that  of  a basal  cell  carci- 
noma, but  they  are  definitely  invasive  and 
do  metastasize.  The  matastases  are  most 
commonly  found  in  the  regional  lymph- 
nodes,  but  the  presence  of  tumor  tissue  has 
been  reported  in  distant  organs,  such  as  the 
liver,  though  the  latter  cases  are  extremely 
rare.  In  fact,  I know  of  only  two  cases  in 
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which  the  presence  of  such  metastatic  tumor 
has  been  noted  in  the  liver.  The  first  was 
seen  at  autopsy  by  Kindell  at  the  Johns  Hop- 
kins Hospital  several  years  ago.  The  case 
also  showed  an  adenocarcinoma  of  the  lung 
with  multiple  metastases.  A nodule  found  in 
the  intestine  was  at  first  glance  regarded  as  a 
metastasis  from  the  tumor  in  the  lung.  How- 
ever, this  nodule  was  subsequently  found  to 
be  an  argentaffine  tumor.  A single  nodule  in 
the  liver,  thought  at  first  to  be  a metastatic 
growth  from  the  adenocarcinoma  of  the  lung, 
was  proved  to  have  arisen  from  the  argen- 
taffine tumor  of  the  intestine,  for  both  this 
nodule  and  the  tumor  in  the  ileum  stained 
intensely  with  silver. 

The  other  case  with  a metastasis  in  the 
liver  and  the  only  which  I have  been  able 
to  find  in  the  literature  was  reported  by 
Gasper®  in  1930.  The  primary  tumor,  which 
in  this  case  measured  about  1 5 mm.  in  its 
largest  diameter,  was  located  in  the  wall  of 
the  jejunum,  producing  almost  complete  ob- 
struction of  the  gut  and  consequent  death  of 
the  patient.  In  the  mesentery  adjoining  this 
region  there  was  found  a tumor  about  the 
size  of  a hen’s  egg  which  contained  the 
argentaffine  tissue. 

Microscopic  sections  from  this  case  were 
said  to  show  invasion  of  the  blood  and  lymph 
vessels  in  this  region  by  masses  of  tumor  cells. 
Scattered  over  the  surface  of  the  liver  and 
embedded  deeply  within  its  substance  were 
a few  nodules  of  metastatic  tumor,  the  largest 
measuring  about  8 mm.  in  its  longest  diameter. 
The  silver  impregnation  method  was  applied 
to  all  the  tumor  tissue  in  this  case  so  that  there 
is  no  doubt  about  its  true  character. 

It  is  clear  from  these  cases  that  the  tumors 
possess  the  ability  to  infiltrate  and  may  even 
metastasize.  Metastases  take  place  through 
the  lymph  vessels,  although  dissemination  is 
said  to  occur  by  means  of  the  blood  stream. 
1 lowever,  their  proliferation  is  slow  and 
metastasis,  although  only  a question  of  time, 
is  never  so  widespread  as  is  the  case  with 
carcinomata,  nor  do  these  tumors  cause  the 


profound  effects  incident  to  the  multiple 
metastases  of  other  malignant  neoplasms. 
Death  from  the  argentaffine  tumors  is  infre- 
quent and  occurs  only  as  a result  of  some 
mechanical  effect  rather  than  from  the  effect 
of  the  tumor  per  se. 
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POWDERED  MILK 

Marco  Polo  tells  in  an  account  of  his  travels 
how  the  Mongols,  a nomadic  people,  kept  conven- 
ient food  supplies  for  many  expeditions;  “'Phey  have 
milk  dried  into  a kind  of  paste  to  carry  with  them 
. . . . and  when  they  go  on  a journey,  every  man 
takes  some  ten  pounds  of  this  dried  milk  with  him 
and  of  a morning  he  will  take  half  a pound  of  it 
and  put  it  in  his  leather  hottle,  with  as  much  water 
as  he  pleases.  So  as  he  rides  along,  the  milk  paste 
and  the  water  get  well  churned  together  into  a 
kind  of  pap,  and  that  makes  his  dinner.” 

'Phis  early  story  of  powdered  milk  is  retold  hy 
James  A.  'Pohey,  writing  in  Hygria. 

'J'oday  powdered  milk  is  used  extensively  through- 
out the  world,  hut  this  valuable  commodity  is  of 
comparatively  recent  commercial  origin. 

Practically  the  entire  88  per  cent  of  water  in 
wliole  milk  is  removed.  One  of  the  advantages 
of  powdered  milk  is  the  possibility  of  using  it  in  con- 
centrated form.  Cleanliness,  safety,  convenience 
and  digestibility  are  four  other  distinct  advantages 
of  this  type  of  milk. 
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BINOVLT.AR  TWINS* 
RKPOR'r  OF  A CASK 


By  H.irry  G.  Steele,  M.I). 
HlurfieU,  W.  Va. 


Douirr  every  doctor  here  tonight  has 

^ delivered  several  sets  of  twins  in  the 
course  of  his  practice,  and  is  familiar  with 
the  diagnostic  signs  and  symptoms  of  the 
different  presentations  and  positions  in  mul- 
tiple pregnancy. 

There  are  two  types  of  twin  pregnancies: 
(a)  binovular  and  (b)  uniovular.  The  first 
results  from  the  simultaneous  fertilization  of 
two  ov'a;  the  latter  from  the  fertilization  of 
a single  ovum.  Binovular  twins  are  the  most 
frequent  and  occur  in  the  proportion  of  six 
to  one.  Binovular  twins  may  develop  from: 

(a)  the  fertilization  of  an  ovum  from  each 
ovary;  (b)  the  fertilization  of  two  ova  from 
either  the  right  or  left  ovary. 

Differences  between  binovular  and  unio- 
vular twins  are  to  be  found:  (a)  in  the  sex; 

(b)  in  development,  and  (c)  in  the  formation 
of  the  placenta  and  membranes. 

Uniovular  twins  are  always  of  the  same 
sex.  Binovular  twins  may  be  of  the  same  or 
different  sex.  The  latter  is  more  common 
than  the  former.  Twins  of  the  same  sex, 
therefore,  may  develop  either  from  a single 
ovum  or  from  two  ova.  Twins  of  different 
sex  are  necessarily  binovular. 

Placenta  and  Me7nbranes.  — Uniovular 
twins,  as  already  mentioned,  are  always  of 
the  same  sex  and,  moreover,  they  resemble 
each  other  strikingly.  Uniovular  twins  are 
provided  with  a single  placenta  and  only  one 
chorion,  but  each  fetus  has  its  individual 
amnion.  In  the  placenta  of  uniovular  twins 
there  is  a certain  area  in  which  the  twm  circu- 
lations intermingle. 

With  binovular  twins  the  two  ova  may 
develop  quite  separately  from  each  other,  so 
that  each  fetus  may  be  provided  with  its  own 

* Read  before  the  Mercer  County  Medical  Society,  Bluefield.  on 
January  26,  1933. 


placenta  and  own  set  of  membranes.  If  the 
two  ova  should  be  Implanted  close  to  each 
other  in  the  uterus,  the  two  placentae  will 
probably  be  closely  united  and  seem  more  or 
less  fused,  apparently  forming  a single  struc- 
ture. The  decidua  capsularis  then  forms  a 
single  envelope  for  the  tw'o  ova  so  that  the 
two  chorions  are  apposed  where  the  ova  lie 
in  contact.  F.ven  with  the  placenta;  thus 
united,  anastomoses  never  occurs,  the  circu- 
lation of  each  fetus  being  distributed  and 
carried  on  independently  of  the  other. 

In  brief,  uniovular  twins  have  a single 
placenta  in  which  the  fetal  circulation  com- 
municates, with  a single  chorionic  membrane 
and  two  amniotic  sacs.  Occasionally  the 
apposed  amniotic  membranes  fuse  and 
atrophy,  leaving  both  fetuses  in  a single 
cavity.  In  one  variety  of  binovular  twins  the 
placentas  are  fused,  the  fetal  circulations  do 
not  communicate  and  each  fetus  is  surrounded 
with  its  own  chorionic  and  amnotic  sacs,  while 
in  the  other  form  each  fetus  has  a separate 
placenta  and  its  own  chorionic  and  amniotic 
sac. 

Therefore,  let  us  decide  if  the  writer  is 
correct  in  reporting  this  as  a case  of  binovular 
twins  or  not. 

M rs.  K.  S.,  American,  thirty-three  years 
of  age,  in  her  ninth  pregnancy.  She  had  had 
eight  previous  normal  full-term  spontaneous 
deliveries,  labors  ranging  from  four  to 
eighteen  hours,  or  an  average  of  twelve  hours 
and  thirty-seven  minutes  course  of  labor. 

From  her  history  there  have  been  no 
lacerations  or  repairs,  but  a moderate  relaxa- 
tion of  the  vaginal  wall  was  found. 

On  my  first  visit,  July  31,  1932,  her  gen- 
eral examination  was  as  follows: 

Her  menstrual  periods  had  been  of  the 


220 


The  West  Virginia  Medical  Journal 


1933 


twenty-one  day  type,  of  seven  days  duration. 

Day  of  onset  of  last  period  was  December 
3,  1931,  duration  seven  days  with  quantity 
normal.  Estimated  date  of  labor,  September 
10,  1932.  Indication  of  early  toxemia  was 
slight  nausea  and  edema  of  the  lower  limbs 
and  abdomen. 

General  appearance  fair,  blood  pressure 
132/82.  Height  65  inches.  Weight  about 
232  pounds.  Head  and  neck  negative. 
Tonsils  small  but  apparently  infected.  Teeth, 
one  right  molar  decayed.  Thyroid,  right  lobe 
enlarged.  A gland  above  it,  on  the  side  of  the 
neck,  enlarged  to  the  size  of  a hickory-nut. 

Breasts:  Very  large  and  pendulous,  veins 
visible,  primary  and  secondary  areola  well 
marked. 

Abdomen:  Extremely  pendulous  with  walls 
^xry  thick,  especially  from  the  na\'el  to  the 
vulva,  where  was  found  a thick  apron  of  fat 
extending  to  both  anterior  superior  spines. 

The  linea  nigra  was  present.  Having  had 
several  pregnancies  the  striae  were  abundant 
over  the  lower  part  of  the  abdomen  and  upper 
part  of  the  thighs.  The  navel  was  retracted. 
The  muscular  tonicity  was  flabby. 

Height  of  the  fundus  was  45  cm.  above  the 
pubis,  and  the  uterus  was  symmetrical.  The 
lie  of  the  fetus  seemed  to  be  longitudinal,  the 
presentation  vertex  and  the  direction  of  the 
fetal  back  to  the  right.  Fetal  heart  sounds 
were  not  heard  at  this  examination.  The 
uterine  souffle  was  ausculated  in  the  L.L.Q. 
On  account  of  the  patient  being  so  large  and 
having  had  eight  previous  spontaneous  de- 
liveries it  was  decided  unnecessary  to  take  any 
of  the  pelvic  mensurations.  For  some  distance 
around  the  vulva,  half  way  up  to  the  navel 
and  the  upper  third  of  the  inner  side  of  the 
thighs  was  covered  with  eczema  intertrigo. 
The  vaginal  discharge  was  much  increased 
and  mucopurlent  in  character. 

On  my  second  visit,  .August  20,  1932,  she 
was  feeling  rather  badly,  complaining  of 
headache,  dizziness,  nervousness,  insomnia, 
slight  heartburn  and  gas  distention  with  some 
pain  in  the  lower  half  of  abdomen,  b’requency 
of  micturitions  had  increased,  the  patient  esti- 
mating about  three  (quarts  of  urine  output 


daily.  She  said  she  had  slight  palpitation  of 
the  heart  with  some  sub-sternal  oppression. 
Edema  of  the  lower  and  upper  extremities 
was  much  in  evidence.  She  had  some  slight 
pain  in  her  left  chest.  Fetal  life  was  mani- 
fested by  movements  in  the  abdomen.  Gen- 
eral appearance  was  only  fair.  Blood  pres- 
sure 168/88.  Diagnosis  of  multiple  preg- 
nancy was  made.  I now  obtained  the  fol- 
lowing history  of  twins  in  the  family  con- 
nection which  made  me  certain  that  I w'as 
dealing  with  a multiple  gestation. 

The  mother  of  the  patient  had  given  birth 
to  a set  of  twins,  a boy  and  an  girl.  Her 
sister  had  one  set  of  twins,  a boy  and  a girl. 
This  patient  had  been  married  twice  and  her 
present  husband’s  former  wife  gave  birth  to 
two  sets  of  twins.  Two  were  boys  and  two 
were  girls,  and  his  sister  had  a set  of  twin 
boys. 

On  my  third  visit,  August  26,  her  general 
condition  was  somewhat  improved.  The 
height  of  the  fundus  was  55  cm.  above  the 
pubis.  The  circumference  of  the  body  at  the 
navel  was  141  cm.  or  55^2  inches.  The  lie 
W'as  longitudional  but  I could  not  make  out 
the  presentations  nor  the  positions.  I found 
one  back  to  the  right  with  fetal  heart  sounds 
in  the  R.L.Q.  at  the  rate  of  124  beats  per 
minute.  The  station  of  the  presenting  parts 
W'as  at  the  brim  of  the  pelvis.  Other  fetal 
heart  sounds  were  not  located  but  the  uterine 
souffle  was  ausculated  in  quite  an  extensive 
area  in  the  L.L.Q.  and  elsew'here  over  the 
abdomen.  Her  blood  presusre  w'as  135/70. 

Record  of  Delivery. — I.abor  pains  began 
at  4:00  A.M.,  August  29,  1932,  and  w'hen 
the  nurse  and  I arrived  at  8:30  that  morning 
we  found  the  condition  of  the  mother  and 
the  fetuses  as  follows:  General  condition  of 
the  mother  good,  heart  normal,  temperature 
98  4/5"  degrees,  pulse  72,  B.l’.  135/70. 

The  presenting  part  of  one  baby  w'as  above 
the  inlet,  back  to  the  right,  extremities  to 
the  left  w'ith  heart  sounds  in  the  R.L.Q., 
rate  134,  quality  good,  movements  present. 
Pains  every  three  to  five  minutes  and  strong. 
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The  patient  was  scrubbed,  shaved,  and 
made  as  free  from  germs  as  it  was  reasonably 
possible  with  lysol  solution. 

Kther  anesthesia  was  begun,  and  anticipat- 
ing a difficult  delivery,  long  gauntlet  rubber 
gloves  were  put  on,  and  when  a vaginal  ex- 
amination was  made  the  cervix  was  found 
effaced  and  dilated  about  6 cm.  The  dilation 
was  completed  manually  and  the  entire  out- 
let made  large  enough  for  any  ordinary  size 
baby  to  be  delivered  through. 

The  membranes  had  ruptured  at  2:00 
o’clock  that  morning.  Extending  my  hand 
up  into  the  uetrus  I found  a vertex  presenta- 
tion and  a 0.1). A.  position.  An  internal 
podalic  version  and  extraction  was  performed. 
Being  quite  positive  there  was  another  bab\- 
in  the  uetrus,  a few  minutes  later,  while  the 
nurse  was  making  firm  pressure  with  her 
hand  on  the  fundus,  I inserted  my  hand  into 
the  uterus  and  found  the  second  baby  against 
the  left  uterine  wall  in  a breech  presentation 
and  a S.L.A.  position.  In  taking  hold  of  the 
baby’s  feet  1 ruptured  the  bag  of  waters  with 
my  fingers.  While  extracting  this  and  the 
first  baby  the  arms  were  arrested  and  stripped 
up  over  each  baby’s  head. 

These  were  readily  overcome  by  inserting 
the  hand  corresponding  to  the  posterior 
shoulder  in  the  vagina;  with  this  the  whole 
fetal  arm  was  held  in  splint-like  fashion, 
carried  over  the  face  and  chest  and  then 
finally  down  to  the  side  of  the  fetal  trunk; 
the  trunk  was  rotated  so  that  the  other  arm 
of  the  baby  lay  in  the  posterior  quadrant  of 
the  pelvis;  it  was  delivered  in  a similar  man- 
ner by  my  corresponding  hand.  The  shoul- 
ders of  the  second  baby  were  likewise  ex- 
tracted. One-half  c.c.  of  pltuitrin  was  given 
hypodermically. 

The  cord  of  the  first  baby  was  tied, 
clamped,  and  cut,  then  the  second  severed 
likewise.  It  was  a little  puzzling  to  decide 
on  which  cord  traction  should  be  made  first. 
I always  like  to  make  a little  traction  on  the 
cord  in  delivering  the  placenta.  The  nurse 
with  her  hand  making  pressure  on  the  fundus 
uteri,  and  I making  slight  traction  on  one 
cord,  then  the  other,  both  placentas  were  soon 


expelled.  One  c.c.  of  ergot  was  administered 
htpodermically. 

One  cord  was  eccentrically  inserted  into  a 
placenta,  size  1 2x15x2  cm.,  the  other  was  cen- 
tralh’  attached  to  a placenta,  size  24x15x2  cm. 

A ver\-  small  laceration  of  the  perineum, 
not  large  enough  to  suture,  was  caused  by  this 
delivery. 

The  patient  was  suffering  with  very  large 
external  hemorrhoids. 

All  I care  to  say  about  the  twins  is:  they 
were  both  boys,  one  weighed  nine  pounds, 
and  the  other  eight  pounds. 

The  mother  made  an  uneventful  recovery 
and  the  boys  are  growing  nicely. 

The}'  were  discharged  September  9,  1932. 

The  a^'erage  weight  for  a boy  at  five 
months  is  14  pounds  8 ounces.  These  are 
a few  days  less  than  five  months  old  and  one 
weighs  18J4  pounds,  and  the  other  17j4 
pounds. 

Dystocia  Dysiropia  Syndrojne. — There  is 
now  a well  known  anatomical  type  of  woman 
in  whom  labor  is  almost  invariably  compli- 
cated and  difficult,  so  much  so  that  to  this 
indi^■idual  the  term  dystocia  dystrophia  syn- 
drome has  been  applied.  As  this  patient 
seems  to  be  classed  in  that  category  1 will 
mention  some  of  the  points  in  her  case  charac- 
teristic to  that  type  of  patient: 

1 . She  was  short  and  stout. 

2.  Her  neck  was  stubby. 

3.  Her  chest  was  broad  and  short. 

4.  Her  abdomen*  presented  the  character- 
istic fatty  apron. 

5.  Heavy  deposits  of  fat  were  found  on 
her  hips  and  legs. 

6.  Her  hips  themselves  were  exception- 
ally broad. 

7.  The  measurements  of  her  pelvis  were 
no  doubt  above  normal. 

8.  Her  skin  was  pale. 

9.  During  this  pregnancy  she  had  a ten- 
dency toward  toxemia. 

10.  Her  w'eight  was  markedly  increased 
during  this  gestation. 

1 1 . The  onset  of  labor  in  this  dystocia 
dystrophia  patient  w'as  rather  tardy,  as  she 
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did  not  go  into  labor  as  vigorously  as  she 
might. 

12.  The  membranes  of  one  of  the  bag  of 
waters  ruptured  at  two  o’clock  A.M.,  and 
she  was  not  disturbed  with  labor  pains  until 
two  hours  later. 

13.  Labor  would  likely  have  been  slow 
and  tedious,  had  the  babies  not  been  delivered 
by  version  and  extraction. 

Cornell  recommends  abdominal  delivery 


in  patients  of  this  type,  especially  if  they  are 
well  along  in  the  child-bearing  age. 

This  was  out  of  the  question,  out  there  in 
the  country  five  or  six  miles  from  a hospital. 
I believe  most  obstetricians  would  have  de- 
livered this  woman,  under  the  same  circum- 
stances, as  was  done  in  this  case. 

306  Bailey  Building. 
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UVURSIN— A DIABETIC  NOSTRUM 


This  article  has  been  -prepared  from  material  furnished 
by  Dr.  W.  M.  Sheppe,  Wheeling  Clinic, 

W heeling,  W.  Va. 


Quack  remedies  for  the  treatment  of 
various  diseases  are  widely  exploited  by 
unscrupulous  manufacturers  and  extensively 
consumed  by  Mr.  John  L.  Public.  Although 
deplorable  in  principle  and  depleting  to 
pocket  books,  the  use  of  many  of  these  so- 
called  remedies  does  not  lead  to  any  dire 
results.  The  use  of  Doan’s  Kidney  Pills  in 
real  or  imaginary  renal  ailments  is  followed 
by  a soul-satisfying  excretion  of  methylene 
blue  and  the  slightly  stained  kidneys  may 
be  none  the  worse.  Truly,  many  homes 
Pinkham’s  Compound,  (alcohol  15%)  and 
all  without  either  helpful  of  harmful  effects 
on  the  self-limited  disorders  of  suffering 
females. 

While  certain  nostrums  may  be  disregarded 
as  relatively  innocuous,  no  such  indifference 
can  be  vouchsafed  toward  quack  remedies 
promoted  for  the  “cure  of  diabetes.”  Such 
a substance  is  “Uvursin,”  a remedy  for  the 
treatment  of  diabetes  which  is  being  widely 
advertised  to  the  medical  profession  in  West 
\’irginia  and  elsewhere.  Strangely  enough, 
this  remedy  is  advertised  to  the  medical  pro- 
fession only,  and  if  the  statements  of  the 
manufacturers  as  to  the  sales  can  be  accepted, 
the  profession  has  proven  itself  as  gullible 
and  easily  duped  as  any  group  of  laymen. 
In  the  literature  accompanying  the  product 
the  ledger  accounts  of  various  physicians  have 
been  itemized.  It  is  alleged  that  one  doctor 


in  a town  of  seven  thousand  has  expended 
$1,826.40  in  the  purchase  of  the  nostrum. 
One  energetic  practitioner  in  a West  Virginia 
town  of  eleven  hundred  employed  $315.00 
worth  of  Uvursin  in  fifteen  months.  Another 
ambitious  soul  has  passed  out  so  many  capsules 
that  he  is  “seriously  thinking  of  specializing 
in  diabetes.”  In  fact,  the  Fulton  Company 
employs  an  entire  mimeographed  sheet  to 
suggest  that  the  purveyors  of  these  capsules 
may  very  profitably  become  “specialists  in 
diabetes.”  They  state  that  many  reasons 
justify  such  a step,  in  addition  to  the  humane 
aspects  (italics  mine). 

Uvursin  is  apparently  very  similar  to,  or 
identical  with,  “Fulton’s  Diabetic  Compound” 
and  was  apparently  in  use  as  early  as  1907. 
The  activities  of  the  company  were  described 
in  a booklet  issued  by  the  American  Medical 
Association  in  1923  entitled,  “Nostrums  for 
Kidney  Diseases  and  Diabetes.”  In  March, 
1917,  the  federal  authorities  seized  a ship- 
ment of  b’ulton’s  Compound  and  ordered  it 
destroyed,  charging  that  the  claims  made  for 
the  preparation  were  “false,  misleading  and 
fraudulent,  in  that  no  ingredient  or  ingredi- 
ents in  the  said  product  or  compound  were 
capable  of  producing  the  therapeutic  effects 
claimed  for  it.” 

I'he  activities  of  the  h'ulton  Company  were 
again  discussed  in  The  :\ meric  an  Medical  As- 
sociation Journal  of  September  6,  1930. 
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Shortly  before  this  the  federal  authorities 
had  again  seized  and  destroyed  the  product 
on  the  basis  of  a fraud  order.  About  this 
time  the  name  of  the  product  was  changed 
to  Uvursin,  which  is  marketed  by  the  John 
J.  Fulton  Company  of  88  First  Street,  San 
1^'rancisco,  California,  the  makers  of  the  old 
“Diabetic  Compound.” 

Composition  of  Uvursin. — The  govern- 
ment chemists  reported  the  Diabetic  Com- 
pound to  consist  essentially  of  calcium,  ni- 
trates, sulphates,  borates  and  extracts  of  plant 
drugs,  including  bearberry,  licorice,  salicylic 
acid,  alcohol,  and  water.  Linder  the  heading, 
“Ingredients  and  Rationale,”  the  b'ulton 
Company  says  that  LA’ursin  contains  the  fol- 
lowing substances:  Chiamaphilia  (Bitter 

Wintergreen) ; lAa-ursi  (Bearberry);  Jugl- 
ous;  Lappa;  Inula;  Eriodictyon;  Zea  Maris; 
Senna;  Potassium  Nitrate;  Sodium  Borate; 
Alcohol  and  Calcium  Sulphate.  Surely  such 
a compound  should  cure  diabetes  or 
“somepin’,”  as  Andy  would  say.  Lest  some 
conscientious  doctor  should  feel  chagrined  by 
his  own  ignorance  of  these  mystical  drugs, 
the  company  hastens  to  relieve  the  general 
embarrassement  by  stating,  “other  than  the 
fact  that  the  combined  infusions  are  innocuous, 
the  ingredients  as  explained  below  will  mean 
practically  nothing,  even  to  the  experienced 
therapeutist.”  The  material  itself  is  a grayish 
brown  powder,  tasting  strongly  of  licorice  and 
put  up  in  capsules.  Each  box  contains  fifty- 
six  capsules  (about  a nine-day  supply)  and 
costs  $1.05  per  box.  ( In  justice,  we  must  say 
that  this  is  much  cheaper  than  most  diabetic 
nostrums.) 

Mode  of  Action. — To  quote  further:  “The 
results  of  the  late  John  J.  Fulton’s  researches 
may  be  presented  as  based  on  three  funda- 
mental propositions,  viz.: 

“(a)  The  renal  filters  (the  kidneys)  are 
only  functioning  properly  when  the 
diffusion  of  substances  through  the 
secreting  renal  cells  is  normally  re- 
stricted. 

“(b)  The  molecules  of  the  phosphates, 
urea,  etc.,  etc.,  that  should  be  elimi- 
nated with  the  renal  waste  are  small. 


“(c)  The  molecules  of  albumen  and  sugar 
found  in  the  eliminations  in  Bright’s 
Disease  and  Diabetes,  and  which  in 
health  should  be  retained  to  nourish 
the  system,  are  relatively  very  large, 
“brom  these  considerations  arose  the  belief 
that  in  health  the  waste  of  albumen  molecules 
was  prevented  by  reason  of  their  relatively 
large  size  and  hence  when  found  escaping 
with  the  urates  and  phosphates  through  the 
renal  filter  that  it  was  evidence  of  weakness 
or  lack  of  restrictive  power  in  the  secretive 
renal  cells  enfeebled  by  abuse  or  disease.  And 
as  a corollary  of  that  view,  the  postulate  was 
unavoidable  that  if  an  agent  could  be  de- 
veloped that  would  sufficiently  restore  the 
tonus  and  reestablish  the  contractility  of  the 
relaxed  or  degenerating  renal  cells  so  as  to 
oppose  the  escape  of  the  large  albumen  mole- 
cules, the  same  principle  must  necessarily  have 
a corresponding  effect  to  restrain  wasting 
sugar  molecules  in  Diabetes.  No  matter  how 
different  Bright’s  Disease  and  Diabetes  are 
supposed  to  be,  or  how  far  apart  the  symp- 
toms, treatments  and  diets  are,  it  seemed, 
axiomatic  that  an  agent  that  will  oppose  the 
escape  of  albumen  must  also  oppose  the 
escape  of  sugar.  And  as  under  the  postulate 
formulated  above,  (that  the  escape  of  the 
large  albumen  and  sugar  molecules  was  in 
health  prevented  by  reason  of  the  relatively 
large  dimensions  of  those  molecules,)  it  was 
obvious  that  if  the  contractility  of  debilitated 
renal  secreting  cells  could  be  sufficiently  re- 
stored to  oppose  wasting  albumen,  it  must 
correspondingly  oppose  sugar  waste,  experi- 
ments in  diabetes  soon  followed  and  with  a 
slight  increase  in  the  strength  of  the  active 
principle,  sugar  was  found  to  decrease  ap- 
parently in  the  same  manner  that  the  original 
preparation  prevents  the  escape  of  albumen 
in  Bright’s  Disease.  (Literature  on  the  re- 
sults in  Albuminuria  will  be  mailed  on  re- 
quest.)” To  this  gem  of  pathological  physi- 
ology is  added  the  alluring  statement  that 
“the  very  decided  aphrodisiac  effects”  fol- 
lowed the  use  of  this  preparation  was  a new 
factor.  Its  action  is  so  definite  in  this  respect 
that  it  has  been  given  for  this  purpose  alone 
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with  good  results.  It  is  promised  that  sugar 
will  disappear  from  the  urine  in  about  twenty 
days.  The  “treatment”  should  then  be  con- 
tinued for  two  to  three  months,  to  be  re- 
newed later  if  necessary.  However,  it  is  im- 
plied that  this  is  seldom  necessary. 

The  company,  somewhat  more  reckless 
than  others  of  its  ilk,  presents  testimonials 
from  physicians  telling  of  good  results  ob- 
tained in  diabetic  gangrene  and  even  in  coma. 
They  are  clever  enough,  however,  to  let  the 
doctors  speak  for  them  in  these  conditions  and 
recommended  the  use  of  bJvursin  only  by  im- 
plication. It  is  noteworthy  that  the  name, 
“insulin,”  does  not  appear  in  the  literature. 
Frequent  references  are  made  to  the  dread 
and  painful  needle  and  one  informed  phy- 
sician writes  of  the  discontinuance  of  “serum 
injections.” 

What  Really  Hafpens.- — It  is,  of  course,  a 
well  knowm  fact  that  no  drug  suitable  for 
clinical  use  exerts  any  effect  whatever  on  the 
blood  sugar.  An  attempt  has  been  made  to 
employ  synthalin  or  its  derivatives,  but  all 
have  been  found  to  be  too  toxic  for  continued 
use. 

Any  and  all  results  claimed  for  Uvursin 
are  accomplished  by  a marked  restriction  of 
diet.  Each  package  of  Uvursin  is  accom- 
panied by  a circular  outlining  the  diet  which 
7nust  absolutely  be  followed  in  order  that  the 
remedy  may  exert  its  full  effect.  This  is,  of 
course,  the  modus  operand!  of  all  diabetic 
nostrums.  The  company  states  that  if  the 
usual  improvement  is  not  observed  in  fifteen 
days,  it  is  direct  evidence  that  the  diet  is  not 
being  observed.  Furthermore,  the  failures 
of  the  treatment  are  said  to  be  entirely  limited 
to  those  patients  who  would  not  adhere  to  the 
diet.  The  h'ulton  literature  is  replete  with 
admonitions  that  the  patient  must  be  held  ab- 
solutely to  the  prescribed  diet  if  the  desired 
results  are  to  be  obtained.  Furthermore,  the 
manufacturers  advise  in  an  Inconspicuous  way 
that  the  nostrum  should  not  be  given  to  pa- 
tients under  forty-five  years  of  age,  stating 
that  “we  have  but  little  confidence  as  to  the 
character  or  permanence  of  the  results  in 
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young  cases.”  Evidently  Uvursin  is  incom- 
patible with  Flaming  Youth.  The  well  known 
tendency  of  diabetes  to  improve  spontaneously 
during  the  latter  decades  of  life  is  ingeni- 
ously made  use  of. 

The  diet  list  found  with  this  product  has 
been  analyzed  for  me  by  Miss  Mildred  Kent, 
the  chief  dietitian  at  the  Ohio  Valley  General 
Hospital.  It  is  extremely  limited  in  scope 
(although  described  as  liberal)  and  entirely 
unbalanced.  It  contains  no  milk,  fruits, 
cereals  or  bread,  and  the  vegetables  allowed 
are  practically  all  in  the  five  per  cent  class. 
Miss  Kent  has  prepared  this  diet  and  finds 
that  it  provides  for  forty  grams  of  carbo- 
hydrate daily.  Let  us  suggest  that  you  select 
if  diabetic  of  forty-five  or  over  who  does 
not  present  acute  symptoms.  Place  this  pa- 
tient on  a diet  containing  forty  grams  of  carbo- 
hydrate for  three  weeks.  It  is  safe  to  say  that 
glycosuria  will  disappear  during  this  period 
and  rest  assured  that  this  result  will  follow 
whether  Llvursin  is  taken  or  is  thrown  in  the 
garbage  can  three  times  daily  after  meals. 
Obviously  it  is  undesirable  to  attempt  to  re- 
strict a patient  to  an  unbalanced  diet  contain- 
ing only  forty  grams  of  carbohydrate  for  an\ 
length  of  time. 

Nummary  — We  ha\’e  presented  a brief 
outline  of  the  activities  of  the  Fulton  Com- 
pany, producers  par  excellence  of  diabetic 
nostrums.  The  latest  offering  of  this  con- 
cern is  presented  as  Uvursin,  accompanied  by 
information  which  does  not  inform  and  testi- 
monials whose  genuineness  is  as  unimpeach- 
able as  their  value  is  negligible.  It  is  pointed 
out  that  the  mode  of  action  of  this  product 
is  the  same  as  that  of  all  diabetic  nostrums, 
i.e.,  the  strict  adherence  of  elderly  patients  to 
a diet  of  extremely  low  carbohydrate  value. 
Reputable,  but  misinformed  physicians  are 
being  exploited  by  this  company  and  inveigled 
by  misleading  statements  into  prescribing  and 
recommending  this  nostrum.  The  mem- 
bers of  this  audience  are  urged  to  use  their 
collective  influence  against  the  exploitation  of 
this  so-called  “cure  for  diabetes.” 
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TUBERCULOSIS  ABSTRACTS 

Furn-.ihfd  through  the  courtesy  of  the  U’esf  Virginia 
Tuberculosis  Association 


The  outcome  of  aiu’  tubercular  infection  de- 
pends upon  the  resistance  offered  by  the  body. 
Whatever  subtracts  from  the  patient’s  phy- 
siological resources  presumably  hinders  re- 
covery. Concurrent  disease  of  any  kind 
places  a handicap  on  the  tuberculous  patient. 
Sxphilis  is  wide!)'  prevalent,  tends  to  be 
chronic,  is  often  undisco\'ered,  and  frequently 
masquerades  as  something  else. To  what  extent 
does  syphilis  complicate  tuberculosis:  Oscar 

Orszagh  of  Budapest  summarizes  in  “Tuber- 
cle” of  Jaiiuar)'  1933,  certain  statistics,  con- 
clusions anci  implications  bearing  on  the  co- 
existence of  tuberculosis  and  syphilis.  The 
following  abstract  of  his  article  w^as  prepared 
by  the  American  Social  Hygiene  Association. 

TIT.MONARY  TUBERCULOSIS  AND 
SYPHILIS 

Deaths  from  svphilis  rank  high:  in  England  10 
per  cent,  in  Erance  16  per  cent,  in  the  United 
States  1 7 per  cent,  of  the  total  mortality  can  be 
traced  to  svphilis.  On  the  other  hand  a study  of 
a group  of  luetic  patients  in  Germany  indicated 
that  26.67  per  cent  of  them  died  of  tuberculosis 
against  22.5  per  cent  dying  of  syphilis.  Similarly 
in  Finland  of  734  syphilitic  patients,  25  per  cent 
died  of  tuberculosis  while  only  1 5 per  cent  died 
of  syphilis.  Post-mortem  examinations  of  500  cases 
of  syphilis  showed  that  the  cause  of  death  was  tuber- 
culosis in  10.6  per  cent  of  cases.  These  and  other 
statistical  studies  and  clinical  observations  indicate 
that  syphilis  hastens  the  progress  of  tuberculosis. 

Because  of  the  frequent  coexistence  of  tuber- 
culosis  and  syphilis,  it  is  important  that  a careful 
search  be  made  in  tuberculous  patients  for  evidences 
of  syphilis.  This  search  should  include  as  an  im- 
portant feature,  a careful  history  with  repeated 
questions  on  subjects  which  might  bring  syphilis 
to  light,  as  for  example,  history  of  primary  sore, 
.••ashes,  miscarriages  and  family  histories.  .At  the 
Queen  Elizabeth  Sanatorium  in  Budapest,  only 
1.7  per  cent  of  the  tuberculous  patients  having 
syphilis  gave  a clear  history  of  this  disease,  while 
the  total  number  found  to  have  syphilis  on  the 
basis  of  history,  and  serological  and  clinical  exami- 
nations was  9.3  per  cent  of  all  the  patients  in  the 
sanatorium.  It  is  desirable  to  examine  the  blood  of 
the  tuberculous  patient  routinely  at  least  once  and 


preferably  oftener  and  to  employ  two  tests  as  for  ex- 
ample the  Wassermann  and  one  of  the  precipita- 
tion tests,  bearing  in  mind  always  that  the  blood 
test  may  be  negative  even  in  the  presence  of  syphilis. 
Ors'/.agh  does  not  think  it  necessary  to  examine  the 
spinal  fluid  in  the  majority  of  cases,  a judgment 
with  which  the  reviewer  does  not  fully  agree. 

Similantx  of  Syniptof/is  atid  Lesions. — .A  good 
many  luetic  conditions  are  mistakable  for  tuber- 
culosis. Thus,  there  may  he  general  systemic  mani- 
fe''tation  in  early  syphilis  such  as  loss  of  appetite, 
paleness,  raised  temjierature,  headache,  chest  pains, 
gastric  disturbances  and  jaundice,  symptoms  which 
resemble  those  of  tuberculosis.  In  the  secondary 
stage  of  syphilis  patients  may  suffer  from  bronchitis 
and  sore  throat.  Usually  the  lymphatic  nodes  are 
enlarged  especialh  those  of  the  groin  and  neck, 
and  enlarged  hilar  lymph  nodes  are  not  rare  in 
svphilis.  Chronic  syphilitic  skin  lesions  and  chornic 


syphilitic  laryngitis  are  occasionally  mistaken  for 
tuberculosis.  Pulmonary  syphilis  can  cause  alter- 
ations of  lung  tissue  quite  similar  to  those  of  tuber- 
culosis. Disseminated  gummanta  may  resemble 
miliary  tuberculosis,  ulcerated  gummata  may  re- 
semble cavitation  of  tuberculosis.  Histologically  the 
lesions  of  pulmonary  tuberculosis  and  of  pulmonary 
syphilis  may  be  indistinguishable.  It  is  to  be  borne 
in  mind  that  the  two  diseases  may  be  present  in  the 
lung  at  the  same  time. 

Simple  pulmonary  syphilis  does  not  occur  so  often 
as  the  clinicians  and  roentgenologists  diagnose  it. 
Neither  is  it  so  rare  as  the  pathologists  at  present 
take  it  to  be.  The  diagnostic  difficulties  are  to  be 
overcome  only  by  exact  systematic  clinical,  sero- 
logical and  X-ray  examinations.  Special  signifi- 
cance is  attributable  to  negative  sputum,  positive 
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Wassermann,  characteristic  history  and  the  good 
effects  of  anti-luetic  treatment  in  arriving  at  a 
working  diagnosis  of  pulmonary  syphilis. 

Syphilis  Delays  Cure  of  tuberculosis. — Tubercu- 
losis at  the  Queen  Elizabeth  Sanatorium  gave  in 
general  a graver  prognosis  in  the  presence  of  syphilis. 
The  longer  the  intervening  period  between 
the  outbreak  of  the  two  diseases,  the  less  harm- 
fullv  does  lues  influence  the  course  of  tuberculosis. 
In  judging  the  effect  of  syphilis  on  tuberculosis  it 
is  important  to  know  what  the  condition  of  the 
lung  was  when  syphilis  was  acquired  and  whether 
it  has  become  worse.  If  the  pulmonary  lesions  are 
old  and  healed,  or  if  the  patient  is  in  good  condition, 
syphilis  as  a rule  does  not  affect  this  condition.  But 
in  the  case  of  badly  nourished  old  persons  with  little 
capacity  for  reaction,  syphilis  can  attack  the  system 
to  such  an  extent  that  the  latent  tuberculosis  may 
be  reactivated  and  become  fatal. 

In  the  same  way,  aggravation  may  follow  fresh 
luetic  infection  in  the  case  of  persons  whose  lung 
trouble  was  extensive,  but  which  had  only  showed 
slow  progress  till  then.  If  a person  suffering  from 
active  tuberculosis  acquires  a fresh  luetic  infection, 
and  his  bodily  resistance  is  weak,  then  the  illness 
may  have  a very  serious  course,  though  it  is  also 
possible  that  the  disease  may  later  calm  down  and 
the  progm>sis  become  more  favorable.  Persons 
suffering  from  antecedent  lues  may  react  to  fresh 
pulmonary  tuberculosis  infection  as  healthy  persons 
would.  Tuberculosis  becomes  fatal  only  if  the 
lues  causes  lesions  which  disturb  the  working  and 
vitality  of  the  whole  body,  as  for  example  cardiovas- 
cular lesions. 

Treat  Syphilis  With  Discrimination. — In  the  case 
of  pulmonary  syphilis  the  treatment  of  syphilis 
should  be  energetic.  In  the  case  of  pulmonarv 
tuberculosis  complicated  by  syphilis,  the  treatment 
of  syphilis  should  be  cautious.  In  the  choice  of 
correct  doses,  the  patient’s  general  condition  and  the 
character  of  the  pulmonary  lesions  are  extremely 
important  factors.  W'^ith  a weakened  constitution, 
and  active  recent  and  exudative  tuberculosis,  the 
treatment  of  syphilis  should  be  delayed  until  the 
general  tuberculous  condition  has  improved  and 
it  should  then  begin  with  small  doses  of  bismuth. 
In  the  presence  of  fibrous  pulmonary  lesions  syphi- 
lis may  be  treated  safely  with  larger  doses  of 
bismuth,  and  neoarsphenaminc  may  be  used  in 
moderate  doses  beginning  with  .15  grams  and  going 
up  to  .45  grams.  Surgical  treatment  of  tubercu- 
losis is  not  barred  by  the  presence  of  syphilis  provided 
anti-luetic  treatment  is  administered. 

Hul monary  l uherculosis  atid  Syphilis  , Oscar 
()rs~agh,  ruhrrclr,  J an.  1933.  > 


THE  HEART  IN  INFANCY 
AND  CHILDHOOD 


By  Raymond  M.  Sloan,  M.  D. 

Huntington,  JV.  Va. 

T T wdl  be  impossible  to  go  into  the  symptoms,  diag- 
nosis, and  treatment  of  the  many  lesions  that 
occur  in  the  heart  of  infants  and  children  in  the 
limited  time  assigned  for  this  paper.  I am,  there- 
fore, only  referring  to  them  in  passing  and  am  tak- 
ing up  the  question  of  heart  disease  as  a public 
health  problem  and  will  try  to  interest  you  in  the 
question  from  a preventive  standpoint. 

Heart  disease  may  roughly  be  divided  into  three 
groups  by  causes;  first,  rheumatic;  second,  syphil- 
itic; and  third,  degenerative  and  senescent.  Heart 
disease  continues  to  be  the  leading  cause  of  death 
in  the  United  States  registration  area.  Aside  from 
congenital  abnormalities,  practically  every  death 
from  heart  disease  under  the  ages  of  forty,  which  is 
25%  of  all  cardiac  deaths,  is  directly  traceable  to 
rheumatic  fever  contracted  in  childhood. 

Among  the  school  children  throughout  the  L^ni- 
ted  States  heart  disease  is  fourth  among  the  causes 
of  death.  It  is  much  more  prevalent  in  urban  than 
rural  communities  and  more  prevalent  in  the  north- 
ern communities  than  here,  and  the  farther  south 
we  go  the  less  we  see  of  it.  During  the  past  fifty 
years,  deaths  from  tuberculosis  have  decreased  over 
40%,  and  the  number  from  heart  disease  has  in- 
creased over  40%. 

Since  it  is  not  a reportable  disease,  the  morbidit)' 
rate  is  not  known,  but  it  is  estimated  that  for  everv 
death  there  are  seventeen  people  suffering  with  it; 
and  that,  at  least,  fifteen  children  out  of  every 
thousand  have  heart  disease. 

I he  congenital  heart  lesions  may  roughly  be 
classified  as  a-cyanotic,  and  cyanotic.  Careful  ex- 
aminations of  any  congenitally  malformed  heart 
should  be  made — to  determine  the  type  of  lesion  or 
lesions — so  that  proper  instructions  as  to  prognosis 
.'ind  care  can  be  giyen.  \\  c should  not  merely  diag- 
nose these  as  congenital  cardiacs  and  assume  no 
further  responsibility  for  them. 

It  is  also  very  probable  that  we  ma\-,  by  properly 
advising  the  parents  concerning  their  general  health, 

•Rc.id  before  ihc  Cabell  County  Medical  vSocicty,  as  a part  of  the 
mposium  on  Heart  Disease.  March  9.  lOH. 
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prevent,  to  a certain  degree,  congenital  abnormal- 
ities. ^^"e  know  that  congenital  malformations  are 
present,  if  they  occur,  by  the  end  of  the  second 
month  of  gestation,  and  are  much  more  likely  to 
occur  where  there  are  constitutional  or  local  factors 
present  which  diminish  the  functions  of  all  glands 
as  well  as  the  ovarv,  and  interfere  with  the  proper 
fertilization,  or  embedding  and  growth  of  the  fer- 
tilized ovum,  h’or  example,  endometritis  is  a local 
condition  interfering  with  proper  embedding  and 
growth.  Obesity,  anaemia,  syphilis,  tuberculosis, 
thyroid  insufficiency,  nutrition  disturbances,  marked 
exhaustion,  and  mental  worries  are  some  of  the 
constitutional  factors  which  temporarilly  interfere 
with  and  diminish  the  actiyity  of  the  ovary  and  all 
organs  concerned  with  reproduction.  Antenatal 
correction  or  improvement  of  these  conditions  will 
lessen  the  likelihood  of  abortions,  premature  births 
or  congenital  malformations. 

Concerning  the  much  larger  and  more  important 
group  of  cardiacs,  the  rheumatic  group,  there  is 
much  that  can  be  done  in  a preventive  way. 

We  know  that  rheumatic  fever  is  a disease  made 
up  of  a series  of  acute  episodes  or  attacks,  the  first 
usually  occurs  in  childhood,  most  often  between 
the  ages  of  6 and  9 years.  It  is  not  a disease  of 
the  joints  and  heart  only  but  of  nearly  all  the  tis- 
sues of  the  body  including  the  central  nervous  sj’s- 
tem.  It  is  probably  due  to  a streptococcic  infec- 
tion, though  no  specific  strain  has  been  isolated  and 
definitely  proven  as  the  infective  agent,  and  many 
claim  that  it  is  an  allergic  phenomenon.  In  any 
event,  practically  all  cases  show  a definite  focus  of 
infection  with  a history  of  previous  infections,  and 
this  focus  should  be  eradicated  as  soon  as  possible 
whether  it  be  tonsils,  sinus,  tooth  or  whatnot. 

The  first  attack,  in  the  majority  of  instances, 
may  not  have  much  or  any  cardiac  involvement, 
and  it  is  in  the  recognition  and  proper  management 
of  the  first  indications  of  rheumatic  fever  that  we 
can  do  real  preventive  work,  for  after  a heart  is 
once  seriously  attacked,  we,  at  best,  may  prolong 
life  to  forty  years,  too  frequently  with  invalidism 
but  we  can’t  cure  it. 

We  must  bear  in  mind  that  there  are  other 
manifestations  of  the  disease  and  patients  developing 
these  are  classified  as  potential  cardiacs.  This  group 
includes:  first,  the  various  types  of  erythema 
nodosun;  second,  the  ones  with  attacks  or  abdom- 


inal pain  and  occasional  vomiting,  nausea  and  poor 
appetite,  generally  showing  a chronic  sinus  infec- 
tion or  a mucuc  colitis;  third,  those  with  progres- 
sive anaemia,  with  or  without  fever;  they  tire  easily 
and  cannot  stand  as  much  as  the  average  child,  of- 
ten show  fatigue  and  slight  afternoon  temperature 
— are  underweight  and  fail  to  gain  normally — 
they  do  better  in  summer  than  winter  and  do  bet- 
ter in  a warmer  climate  like  P'lorida,  they  are  fre- 
quently considered  as  tuberculous;  fourth,  those 
with  so  called  growing  pains,  with  nervousness;  fre- 
quently complaining  of  joint  pains  which  they  think 
are  sprains;  and  fifth,  those  with  chorea. 

Early  clinical  manifestations  of  rheumatic  fever 
are  frequently  absent  and  a child  may  develop  a 
valvular  defect  before  the  classical  symptoms  appear. 
We  should  w'atch  carefully  all  potential  cardiacs 
and  not  turn  loose  a patient  that  has  had  an  infec- 
tious focus  removed  or  that  has  shown  other  rheu- 
matic tendencies.  ^Ve  should  warn  the  parents  of 
the  possible  dangers  and  have  them  watch  carefully 
for  any  fever  or  any  other  indications  of  infection, 
and  report  regularly  for  a thorough  check  over  so 
that  you  may  detect  early  any  symptoms  and  signs 
that  point  to  possibility  of  rheumatism.  When  sus- 
pected they  should  be  carefully  treated  and  kept 
under  constant  supervision. 

Of  course,  there  will  be  many  difficulties  in 
carrying  out  such  a program  and  many  parents, 
either  through  indifference  or  ignorance,  will  not 
cooperate.  However,  since  w'e  know  that  practically 
25%  of  all  cardiac  deaths  are  directly  attributable 
to  this  one  disease,  we  as  a profession  should  educate 
the  people  to  the  dangers  of  rheumatic  fever  and 
cardiac  clinics  should  be  established  for  those  who 
cannot  afford  a private  physician.  The  cardiac 
cripple  should  receive  the  same  consideration  from 
the  state  as  one  with  a crippled  leg  or  back. 

I cannot  close  this  paper  without  a short  com- 
ment on  the  care  of  the  heart  of  the  normal,  rapid- 
ly growing  youth.  We  know  that  the  hearts  and 
other  organs  of  the  growing  boy  or  girl  do  not 
keep  pace  with  the  bones  and  muscles  of  the  body 
structure,  and  are  easily  overtaxed  by  extra  work 
throwm  on  them  during  a severe  illness  or  violent 
exertion.  It  is  my  personal  opinion  that  there  is  not 
a sufficiently  careful  medical  supervision  kept  over 
students  in  Junior  High  and  High  schools  to  pre- 
vent serious  and  probable  permanent  damage  being 
done  to  some  in  the  physical  educational  classes  or 
competitive  sports  by  too  violent  exertion. 
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PRESIDENT’S  PAGE 

On  February  28,  1867,  Dr.  J.  E.  Reeves  mailed  to  the  members  of 
the  medical  profession  in  West  Virginia  the  call  for  the  first  state  medical 
meeting.  It  is  my  duty  and  pleasure  as  your  executive  officer  to  issue 
a call  at  the  present  time  for  the  sixty-sixth  annual  state  meeting,  to  be 
held  in  Charleston,  May  twenty-second  to  twenty-fourth.  A very  worth- 
while program  of  scientific  interest  and  social  pleasure  awaits  you.  In  order 
to  emphasize  the  spirit  in  which  our  State  Medical  Association  was  organiz- 
ed, I have  appended  hereto  a copy  of  that  original  call,  sent  out  over  the 
signatures  of  our  illustrious  predecessors  sixty-six  years  ago. 

President. 


Those  receiving  this  Circular  will  please  consider  it  as  a personal  invitation  to 
attend  the  proposed  convention. 

To  The  Medical  Profession  in  West  Virginia 

Gentlemen : 

.^s  a means  of  elevating  the  standard  of  practical  medicine  and  surgery  in  West 
Virginia  and  to  render  quackery  odious  as  it  deserves,  the  want  of  State  Medical 
Organization  is  severely  felt  by  all  true  cultivators  of  our  noble  science  within  the 
limits  of  the  State. 

In  ^^'est  Virginia  the  profession  is  at  many  points  adorned  by  one  or  more  active, 
intelligent  members,  who,  by  their  industry  and  devotion  to  science,  have  made  for 
themselves  a name  outside  of  their  fields  of  labor;  and  there  are  others,  too,  of  modest 
talent,  scattered  here  and  there,  who  but  require  the  contact  and  association  which  a 
proper  organization  would  surely  effect,  to  develop  latent  powers  and  capabilities  of 
great  credit  to  themselves  individually  and  beneficial  in  the  highest  degree  to  the  patients 
and  the  commonwealth  of  Medicine. 
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There  is  much  labor  to  be  performed  b)  the  Profession  in  \\  est  V irginia  before 
it  can  reach  the  standard  of  respectability  which  is  its  legitimate  inheritance  in  some 
of  the  sister  states.  Disease  and  death  do  not  relax  their  hold  in  favor  of  our  moun- 
tains and  valleys.  On  the  contrary,  some  of  these  are  the  very  strongholds  of  the 
enemy,  and  before  his  ravages  can  be  stayed,  the  inhabitants  must  be  taught  the 
laws  of  Hygiene  and  be  able  to  mark  the  difference  existing  between  the  true  and  false 
— the  intelligent  Physician  and  the  Murderous  Pretender  who  is  everywhere  present 
with  the  tender  of  his  ignoble  service,  d'hese  important  lessons  none  but  competent 
medical  men  can  teach;  and  it  is  high  time  they  should  begin  the  noble  work  of  giving 
life  and  health  to  the  people  and  respectability  to  themselves. 

Organization  would  necessitate  interchange  of  opinion  on  subjects  connected  with 
the  different  branches  of  the  profession;  and  besides  the  profit  and  pleasure 
of  regular  communications,  habits  of  closer  study,  and  more  patient  investigation 
would  be  encouraged;  the  demand  for  Classic  and  Periodical  literature  largely  in- 
creased, and  these  would  be  signs  of  an  improved  status. 

To  accomplish  all  these  excellent  ends,  it  is  proposed  to  organize  a State  Medical 
Society,  and  in  order  to  formally  initiate  the  Movement,  the  undersigned  have,  upon 
consultation  agreed  to  issue  this  call  for  a convention  to  assemble  in  Fairmont  on  the 
20th  day  of  .March  ne.xt.  The  call  is  urged  upon  all  members  of  the  regular  pro- 
fession, and  their  presence  in  the  proposed  convention  is  earnestly  solicited.  A full 
attendance  is  desired,  not  only  on  account  of  the  interest  connected  with  the  or- 
ganization of  the  State  Society,  but  also  because  the  .American  Medical  Association 
will  meet  in  Cincinnati  early  in  May,  and  the  profession  in  this  State  should  be  re- 
presented in  it,  in  accordance  with  the  expressed  desire  of  the  .Association. 

Thos.  Kennedy,  M.  D.,  Grafton;  H.  W.  Brock,  M.  D.,  Morgantown;  John 
C.  Hupp,  .M.  D.,  Wheeling;  E.  A.  Hildreth,  M.  D.,  Wheeling;  R.  H.  Cummins, 
M.  D.,  WTeeling;  W.  F.  Bates,  M.  D.,  Wheeling;  .A.  S.  Todd,  M.  D.,  Wheeling; 
John  Frissell,  M.  D.,  Wheeling;  G.  W.  Ramsay,  AI.  D.  Clarksburg;  J.  M.  Black- 
ford, M.  D.,  Clarksburg;  L AI.  Bowcock,  AI.  D.,  Clarksburg;  James  E.  Reeves, 
AE  D.,  Fairmont;  David  S.  Pinnell,  AE  D.,  Upshur  County;  G.  .A.  Cracraft,  AE  D., 
Triadelphia;  J.  H.  Stoner,  AE  D.,  Triadelphia;  James  Cummins,  AE  D.,  W^heeling. 
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Dr.  DeFOREST’S  ARTICLE 

Attention  is  called  to  the  lead  article  in 
this  issue  of  the  Journal  by  Dr,  Henry  P. 
DeForest  of  Ne’w  York  City  on  'T^eanut 
Worms  and  Pellagra.”  A portion  of  the 
article  was  deleted  by  the  Publication  Com- 
mittee in  order  that  the  entire  treatise  could 
be  published  in  one  Journal  issue.  The  com- 
plete article  will  be  immediately  published  in 
reprint  form  and  these  reprints  may  be  ob- 
tained by  writing  either  to  the  Journal  or  to 
Dr.  DeForest,  Mayflower  Hotel,  New  York 
City. 


ON  TO  CHARLESTON 

This  is  the  annual  Convention  Issue  of  the 
West  Virginia  Medical  Journal.  The  com- 
pleted program  for  the  state  meeting  to  be 
held  in  Charleston  on  May  22,  23,  24,  1933, 
will  be  found  in  the  pages  that  follow.  In  ad- 
dition to  the  program,  this  issue  carries  full 
information  regarding  hotels  and  rates,  en- 
tertainment, the  annual  golf  tournament, 
technical  and  scientific  exhibits  and  other  fea- 
tures. 

The  program  itself  deals  with  problems  of 
both  scientific  and  economic  medicine.  The 
out-of-state  essayists  who  have  accepted  invi- 
tations to  our  meeting  are  distinguished  lead- 
ers in  their  particular  fields  of  endeavor.  Our 
own  members  who  have  been  assigned  to  the 
state  program  are  expected  to  contribute  a 
major  part  in  the  success  of  the  meeting.  It 
is  an  interesting  observation  that  many  of  the 
best  papers  ever  presented  before  our  Asso- 
ciation have  been  prepared  and  delivered  by 
our  own  members  here  in  West  Virginia. 
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The  Kanawha  Medical  Society,  through 
special  convention  committees,  has  been  at 
work  for  the  past  several  weeks  on  convention 
plans  and  details.  Parking  facilities  will  be 
available  for  all  visiting  cars  on  streets  in 
close  proximity  to  the  Daniel  Boone  Hotel. 
Arrangements  for  the  golf  tournament  at  the 
Kanawha  Country  Club  have  already  been 
completed.  A smoker  for  visiting  members 
and  guests  will  be  one  of  the  entertainment 
features  sponsored  by  the  local  medical  so- 
ciety. The  Kanawha  County  doctors  are  leav- 
ing no  stone  unturned  to  make  the  Charles- 
ton meeting  the  largest  and  best  in  the  history 
of  the  Association. 

Indications  of  an  unusually  large  turnout 
at  Charleston  are  apparent  throughout  the 
state,  in  spite  of  the  economic  depression.  It 
has  been  pointed  out  that  while  the  depression 
was  in  full  blast  last  summer,  the  Parkersburg 
meeting  attracted  the  largest  attendance  ever 
enjoyed  by  an  Association  convention.  This 
was  quite  contrary  to  the  experience  of  most 
of  the  other  state  and  national  meetings  in 
1932. 

Increased  interest  in  the  Association’s  ac- 
tivities during  the  past  several  years  has  ac- 
counted for  a constant  increase  year  after 
year  in  convention  attendance.  This  year, 
with  many  important  economic  and  legal 
problems  confronting  the  Association,  the  at- 
tendance may  even  exceed  the  record  regis- 
tration of  1 932. 

Again  we  urge  every  member  who  attends 
the  Charleston  meeting  to  bring  his  1933 
membership  card  - for  the  registration  clerk. 
The  records  of  the  Association  will,  of  course, 
be  immediately  available  at  the  registration 
desk,  but  a great  deal  of  time  and  annoyance 
can  be  saved  for  every  doctor  who  has  his 
membership  card  at- hand. 

Among  the  entertainment  features  of  the 
Charleston  meeting  will  be  the  annual  golf 
tournament,  a dinner  for  the  b'ellows  of  the 
American  College  of  Surgeons,  a luncheon  of 
the  alumni  of  Jefferson  Medical  College,  a 
smoker  on  the  evening  of  May  22,  an  open 
house  gathering  at  the  home  of  Dr.  and  Mrs. 
John  E.  Cannaday  on  the  afternoon  of  May 
23,  and  the  annual  convention  banquet  and 
dance  on  the  evening  of  May  24.  The  ban- 
()uet  speaker,  Cleneral  J.  Tandy  Ellis  of 
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Ghent,  Kentucky,  needs  no  Introduction  to 
the  medical  profession  of  West  Virginia. 

Just  one  more  friendly  word.  This  is 
state  meeting.  A few  ciays  away 
from  your  practice  will  do  you  good.  Come 
to  Charleston  and  rub  elbows  with  your  con- 
freresj  meet  your  old  friends  again;  renew 
old  acquaintances.  The  friencily  contacts  of 
your  state  meeting,  together  with  the  assimil- 
ation of  new  thoughts  in  scientific  meciicine, 
will  strengthen  both  you  and  the  Association. 


SI.OAN  \T:RSUS  MITCHKTL 

One  of  the  most  important  decisions  con- 
cerning medical  practice  ever  handed  down 
by  the  supreme  court  of  this  state  was  render- 
ed during  the  past  month  in  the  case  of  Dr. 
Raymond  Sloan  of  Huntington  against  an 
unlicensed  practitioner  named  Mitchell  who 
has  been  practicing  in  Huntington  for  the 
past  several  months. 

The  action  against  Mitchell  was  brought 
by  Dr.  Sloan  in  behalf  of  the  Cabell  County 
Medical  Society,  following  an  unsuccessful 
effort  in  criminal  court  to  stop  Vlitchell’s  ac- 
tivities. The  second  action,  which  went  to  the 
supreme  court,  was  instituted  in  the  circuit 
court  of  Cabell  County.  The  basis  for  this  ac- 
tion was  the  contention  of  Dr.  Sloan’s  attor- 
neys that  a license  to  practice  medicine  was  a 
property  right  owned  by  each  individual 
doctor. 

On  this  theory.  Dr.  Sloan  petitioned  the 
circuit  court  for  an  injunction  against  Mit- 
chell to  stop  his  medical  practice.  The  peti- 
tion set  forth  that  Mitchell  was  infringing 
upon  the  rights  of  Dr.  Sloan  and  all  other 
licensed  physicians  and  surgeons  in  West  Vir- 
ginia, and  should  therefore  be  enjoined  from 
further  practice. 

The  state  supreme  court  upheld  Dr.  Sloan, 
the  syllabi  reading  as  follows: 

“The  right  of  a licensed  physician  and  sur- 
geon to  practice  his  profession  is  a valuable 
franchise  in  the  nature  of  a property  right  to 
protect  which  he  may  sue  in  equity  in  the  in- 
terest of  himself  and  other  physicians  simil- 
arly situated,  to  enjoin  a person  from  en- 
croaching upon  said  right  by  engaging  in  the 
practice  of  medicine  and  surgery  without  a 
state  license. 


“.V  court  is  not  powerless  to  prevent  the 
doing  of  an  act  involving  encroachment  upon 
\al liable  franchise  rights  of  others  merely  be- 
cause such  conduct  is  denounced  as  a public 
offense.” 

The  importance  of  this  decision  is  far- 
reaching,  because  it  simplihes  the  legal  steps 
necessary  in  the  prosecution  of  quackery.  Any 
licensed  physician  in  West  Virginia,  under 
this  ruling,  may  sue  in  c(]uity  for  an  injunc- 
tion against  any  person  practicing  medicine 
without  a state  license.  Heretofore  it  has 
been  necessary  to  secure  a grand  jury  indict- 
ment against  an  unlicensed  practitioner  and 
then  go  through  a trial  in  criminal  court. 

It  is  hoped  that  this  new  ruling  will  create 
an  incentive  to  each  county  medical  society 
in  the  state  to  rid  its  particular  section  of  un- 
licensed quacks.  The  officers  of  the  various 
component  societies  should  see  to  it  that  this 
is  done.  The  supreme  court  ruling  is  a matter 
of  state-wide  interest,  but  the  application  of 
the  ruling  is  an  individual  matter  for  each 
individual  county  society  to  handle  for  itself. 

The  doctors  of  Cabell  County  are  to  be 
congratulated  for  carrying  this  important  case 
through  to  a satisfactory  conclusion.  They 
have  rendered  an  invaluable  service  to  the 
people  of  West  Virginia. 


NEW  COLLECTING  SYSTEM 

A member  of  the  Association  from  Taylor 
County  has  just  advised  the  Journal  of  a new 
and  rather  unique  system  of  collecting  for 
otherwise  worthless  accounts.  The  only  draw- 
back to  the  plan  is  that  it  requires  the  coopera- 
tion of  the  county  court;  sometimes  difficult 
to  secure. 

The  doctor  in  question  has  worked  out  an 
arrangement  with  the  Taylor  county  court  in 
regard  to  obstetric  cases,  for  which  his  regular 
fee  is  $25.  In  addition  he  charges  25  cents 
per  mile  (50  cents  on  di-rt  roads)  on  rural 
calls.  Under  his  plan,  if  the  patient  is  un- 
able to  pay,  he  secures  a note  from  the  hus- 
band for  $25  payable  in  labor  at  the  usual 
county  court  rate.  The  doctor  then  sells  the 
note  to  the  county  court  for  $12.50  in  cash. 

Under  this  arrangement,  the  doctor  col- 
lects cash  for  his  services,  the  husband  has 
the  satisfaction  of  paying  his  bill  in  full,  and 
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the  county  court  gets  the  labor  at  one-half 
the  cost  it  would  ordinarily  pay.  Although 
the  doctor  only  gets  50  cents  on  the  dollar,  it 
still  sounds  like  a good  system  for  all  con- 
cerned. 

If  any  member  is  interested  in  securing  the 
name  of  the  Taylor  county  doctor  who  orig- 
inated this  plan,  we  will  be  glad  to  furnish  it 
on  request. 


THE  VALLEY  CAMP  CASE 

The  suit  of  Dr.  J.  T.  Nolan  against  the 
V'alley  Camp  Coal  Company  in  the  circuit 
court  of  Kanawha  County  to  restrain  the  coal 
company  from  practicing  medicine  without  a 
state  license  is  attracting  wide  attention  both 
within  and  outside  this  state.  Depositions  are 
now  being  taken  in  the  case  and  the  evidence 
will  be  submitted  to  the  court  in  the  near 
future.  The  suit  was  instituted  several  weeks 
ago. 

The  Valley  Camp  Coal  Company,  accord- 
ing to  the  petition  filed  by  Dr.  Nolan,  collects 
a fixed  amount  from  its  employees  each  month 
for  medical  service.  The  company,  in  turn, 
employs  two  licensed  doctors  to  render  this 
service.  It  is  alleged  that  the  amount  col- 
lected from  the  employees  is  considerably 
larger  than  the  amount  paid  by  the  company 
to  the  two  doctors  In  its  employ.  It  is  further 
alleged  that  the  Valley  Camp  Coal  Company 
is  a private  corporation  engaged  in  the  prac- 
tice of  medicine  because  the  balance  of  money 
left  over  after  the  salaries  of  the  doctors  are 
paid,  accrues  to  the  profit  of  the  company. 

This  system  or  method  of  handling  medi- 
cal service  has  recently  become  quite  prevalent 
in  Southern  West  Virginia.  It  is  understood 
that  most  of  the  coal  companies  in  the  south- 
ern part  of  the  state  are  now  using  the  “check 
off”  for  profit  as  well  as  for  the  purpose  of 
rendering  medical  service.  The  individual 
doctors  who  are  suffering  as  a result  of  this 
system  are  more  or  less  powerless  to  help 
themselves.  If  they  lodge  an  active  com- 
plaint, they  immediately  jeopardize  their 
only  means  of  livelihood. 

It  is  readily  apparent  that  any  corporation 
that  sells  medical  service,  whether  for  a profit 
or  not,  is  engaged  in  the  practice  of  medicine. 
If  coal  companies  can  sell  medical  service  to 
their  employees  at  a profit,  there  is  no  logical 


reason  why  a private  corporation  could  not 
be  organized  for  the  sole  purpose  of  entering 
the  practice  of  medicine,  and  selling  medical 
service  to  the  public  at  large.  Should  this  de- 
velop, then  the  entire  medical  profession 
would  shortly  find  itself  in  the  absolute  con- 
trol of  lay  corporations. 

There  is  quite  a distinction  between  the  old 
“check-off”  system  and  the  new  departure  of 
the  \"alley  Camp  Coal  Company.  Under  the 
old  plan,  all  money  paid  by  the  employees  for 
medical  service  went  directly  into  the  hands 
of  the  doctor  or  doctors  who  rendered  that 
service.  The  company  doctors  had  entire  con- 
trol and  supervision  over  the  medical  service 
and  they  purchased  the  drugs  and  supplies 
necessary  in  the  performance  of  their  duties. 
Under  the  Valley  Camp  Coal  Company  plan, 
the  coal  company  is  in  charge  of  the  medical 
service,  the  company  purchases  the  supplies 
it  thinks  necessary,  it  employs  doctors  who 
work  for  the  company  rather  than  for  the 
patients,  and  the  company'  makes  a substan- 
tial profit  from  the  funds  that  are  supposedly 
paid  for  the  service  of  the  doctor. 

The  outcome  of  the  Valley  Camp  case  is 
awaited  with  keen  interest  by  the  medical 
profession.  The  decision  should  settle,  once 
and  for  all,  whether  or  not  a private  lay  cor- 
poration may  sell  the  services  of  the  medical 
profession  and  collect  for  the  same.  We  do 
not  believe  that  the  courts  of  West  Virginia 
will  allow  such  a system  to  continue  in  exis- 
tence. 


DR.  ROBERT  WOOD 

Dr.  Robert  Pearl  \\’  ood,  aged  47,  died  at  his 
home  in  Oak  Hill  on  .April  16  following  a short 
illness  with  pneumonia.  He  was  widely  known 
throughout  Fayette  and  Raleigh  counties,  having 
formerly  practiced  in  liecklev.  He  was  meilical  su- 
perintendent of  the  Oak  Hill  Hospital  at  the  time 
of  his  death. 

Dr.  Wood  was  born  in  1885  and  graduated 
from  the  College  of  Physicians  and  Surgeons, 
Baltimore,  in  1913.  He  receiveil  his  WTst  Vir- 
ginia license  the  same  year  and  practiced  in  Raleigh 
and  Fayette  counties  for  20  )ears.  He  was  an 
active  and  interested  member  of  the  layette  County 
Medical  Society,  the  State  Association  and  a bellow 
of  the  American  Metlical  Association. 
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COUNTY  SOCIETY  NEWS 


WYOMING  COUN  rv 

A most  interesting  meeting  of  the  Wyoming 
County  Medical  Society  was  held  at  the  Mullens 
Hospital,  Mullens,  on  the  evening  of  March  28. 
I'he  entire  program  was  confined  to  a discussion 
of  “Viewpoints  on  the  W est  Virginia  Compensation 

L>> 

aw. 

There  were  three  different  angles  to  this  dis- 
cussion. The  viewpoint  of  the  coal  poerators  was 
presented  by  Mr.  W'.  H.  Ruby,  the  viewpoint  of 
the  lawyer  was  presented  by  -Attorney  R.  F.  Mus- 
grave  and  the  viewpoint  of  the  doctors  was  pre- 
sented by  various  members  of  the  Society. 

^^'ARD  W'vLlE,  Secretarv. 


CABELL— PARKKRSBURG  .MEETI.NG 

A most  interesting  joint  meeting  of  the  Cabell 
1 County  .Medical  Society  and  the  Parkersburg 
.Academy  of  .Medicine  was  held  at  the  Hotel  Prit- 
chard, Huntington,  on  the  evening  of  April  13, 
with  an  excellent  attendance  from  both  societies. 

"J'he  scientific  program  was  presented  by  Dr.  i). 

1 D.  Barker,  Parkersburg,  on  the  subject,  “Two 
Interesting  Urological  Cases”;  and  by  Dr.  William 
R.  Goff,  Parkersburg,  on  “The  Diagnosis  and 
Treatment  of  Hypothyroidism.”  Both  of  these 
papers  were  discussed  at  considerable  length. 

.Many  of  the  visiting  Parkersburg  doctors  arrived 
early  and  were  entertained  at  dinner  in  the  new 
Doctors’  Club  in  the  Hotel  Pritchard.  .A  smoker 
in  the  Doctors’  Club  was  held  following  the  scientif- 
ic program. 

WlLLlA.M  W.  Si'R.ANGE,  Secretary. 


BARBOUR  - RANDOLPH  - TUCKER 
The  regular  meeting  of  the  Barbour-Randolph- 
Tucker  Medical  Society  was  held  in  the  Y.  M.  C. 
.A.  .Auditorium,  Elkins,  on  the  evening  of  .April  28 
with  an  excellent  attendance. 

The  following  scientific  program  was  presented: 
“Some  perti.nent  Facts  Concerning  Endemic  In- 
ternal Parasites.”  by  D.  .Andrew  Shorb,  Sc.D., 
Professor  of  Biological  Sciences  at  Davis  and  Elkins 
College. 

“Drugs  that  have  stood  the  Test  of  Time,”  by 
Dr.  O.  L.  Perry  of  Elkins. 

“Trichomonas  Vaginalis  in  the  Kidney  Pelvis  of 
the  Male,”  with  report  of  a case  bv  Dr.  A.  C. 
.Madsen. 


-A  number  of  important  business  matters  were 
discussed  at  this  meeting,  including  the  question  of 
whether  or  not  the  annual  state  dues  of  the  Asso- 
ciation should  be  reduced. 

Dr.  O.  L.  Perry  is  now  well  on  the  road  to  re- 
covery following  an  operation  for  intestinal  obstruc- 
tion on  March  14.  Dr.  I’erry  is  71  vears  of  age 
and  an  honorary  member  of  the  State  association. 

Russell  S.  Wolfe,  Secretary. 


KANAWHA  COUN'IA’ 

'File  regular  monthly  meetim;  of  the  Kanawha 
.Med  ical  Society  was  held  in  the  Public  Library 
building.  Charleston,  on  the  evening  of  .April  1 1 
with  an  overflow  attendance.  'Fhe  essayist  of  the 
evening  was  Dr.  Stuart  McGuire  of  Richmond, 
who  spoke  on  the  subject,  “Cancer  of  the  Breast.” 
His  paper  received  a wide  and  interesting;  discussion. 

'Fhe  meeting  date  of  the  Society  coincided  with 
the  alumni  meeting  of  the  Medical  College  of  Vir- 
ginia and  a large  number  of  distinguished  visitors 
were  present,  including  Dr.  W.  T.  Sanger,  Presi- 
dent of  the  College. 

Following  the  scientific  program,  delegates  to 
the  state  meeting  at  Charleston  were  elected  as  fol- 
lows: Dr.  G.  H.  Barksdale,  Dr.  Francis  .A.  Clark, 
Dr.  R.  H.  Walker,  Dr.  E.  F'.  Gott,  Dr.  Robert 
King  Buford  and  Dr.  M.  F.  Petersen.  Alternates 
elected  were  Dr.  A.  .A.  Shawkey,  Dr.  W.  W. 
Point,  Dr.  .A.  A.  Wilson,  Dr.  Ray  Kessel  and  Dr. 
.A.  W.  Milhoan. 

M.  F.  Peterson,  Secretary. 


OHIO  COUNTY 

Dr.  .Allen  F.  Roshell  of  the  University  of  Mary- 
land, Baltimore,  was  the  scientific  essayist  at  the 
March  3 1 meeting  of  the  Ohio  County  Medical 
Society  which  was  held  in  the  Solarium  of  the  Ohio 
Valley  General  Hospital,  Wheeling.  His  subject 
was  “Osteomyelitis,  a Resume  of  Various  Method? 
of  Therapy.”  This  paper  was  ably  discussed  by 
Dr.  I.  Schwinn,  Dr.  R.  U.  Drinkard  and  Dr.  J. 
O.  Rankin. 

Russell  C.  Bond,  Secretary. 


MINGO  COUNTY 

The  regular  monthly  meeting  of  the  Mingo 
Aledical  Society  was  held  at  the  Williamson  Memor- 
ial Hospital,  Williamson,  on  the  evening  of  January 
1 1 . Officers  for  the  ensuing  year  were  elected 
as  follows:  Dr.  J.  Carl  Lawson,  president;  Dr. 
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George  T.  Conley,  vice-president;  and  Dr.  Fred 
Ben  Quincy,  Secretary-Treasurer. 

Three  censors  were  also  elected  at  this  meeting. 
They  were  Dr.  G.  B.  Irvine  for  the  three  year 
term.  Dr.  R.  A.  Salton  for  the  two  year  term 
and  Dr.  O.  H.  Jennings  for  the  one  year  term. 
Dr.  Lawson  presided  at  this  meeting. 

After  the  routine  business,  the  evening  was  giv- 
en over  to  the  discussion  of  clinical  cases.  Dr.  T. 
D.  Burgess  presented  a case  on  “Difficult  Labor,” 
which  was  discussed  by  Dr.  Conley.  Dr.  H.  C. 
Hayes  talked  on  a case  of  “Infective  Eye.” 

Dr.  Burgess  suggested  that  in  the  future  there  be 
no  more  regular  papers,  and  that  each  doctor  re- 
port on  one  or  two  interesting  clinical  papers.  The 
meeting  adjourned  at  9 o’clock  P.  M. 

Fred  Ben  Quincy,  Secretary.  . . 

FAYETTE  COUNTY 

The  P'ayette  County  Medical  Society  held  its 
regular  monthly  meeting  at  the  Methodist  Church, 
Montgomery,  on  April  12,  1933. 

Delegates  selected  for  the  State  Meeting  w'ere 
Dr.  George  Fordham,  Powellton,  and  Dr.  C.  W. 
Stallard,  Montgomery.  Alternates  were  Dr.  ^V.  E. 
Bundy,  Minden,  and  Dr.  I'.  S Harkelroad,  Harvey. 

The  scientific  program  consisted  of  a paper  by 
Dr.  H.  McGrath,  Montgomery,  on  “The  Relation 
of  the  Para-Nasal  Sinuses  to  Systemic  Disease.” 
Gilbert  Daniel,  Secretary 

McDowell  county 

At  the  March  meeting  of  the  McDowell  County 
Medical  Society,  the  paper  of  the  evening  was  read 
by  Dr.  R.  H.  Edwards  of  the  Staff  of  the  Stevens 
Clinic  Hospital  on  “Diaphragmatic  Hernia”  with  a 
report  of  a case  in  a child  who  was  operated  at  the 
age  of  1 3 days.  This  is  the  youngest  case  of 
diagphragmatic  hernia  diagnosed  and  on  record. 

At  the  April  meeting  the  paper  of  the  evening  was 
read  by  Dr.  'F.  'I'.  Bagwell  on  “Acute  Back  In- 
juries.” 

We  are  glad  to  note  that  Dr.  W.  B.  Stevens  of 
the  Stevens  Clinic  Hospital  Staff  is  able  to  be  about 
again  a short  time  each  day. 

H.  'F.  ScHlEKELHEiN,  Secretary. 

E AS']'  E R N 1’ A N H A N I )LE 

'Fhe  regular  ipiarterly  meeting  of  the  Eastern 
Panhandle  Medical  Society  was  held  March  8, 
1933,  in  the  Gold  Room  of  the  Shenandoah  Hotel. 
J'he  guest  speaker  was  Dr.  D.  A.  MacGregor, 


president  of  the  West  Virginia  State  Medical  Asso- 
ciation. 

Dr.  MacGre  gor  gave  an  interesting  discussion  of 
the  majority  and  minority  reports  of  the  Committee 
on  “Cost  of  Medical  Care.” 

He  was  accompanied  bv  Mrs.  MacGregor  and 
daughter. 

Routine  business  of  the  Society  was  concluded  b)- 
the  appointing  of  Dr.  J.  G.  E.  Sponseller  and  Dr. 
R.  B.  Talbott  as  delegates  to  the  annual  meeting 
of  the  State  Medical  Association  in  Charleston. 
Alternates  appointed  were;  Dr.  M.  H.  Porter- 
field and  Dr.  W.  A.  Wallace. 

E.  Cameron,  Secretary . 

MERCER  COUNTY 

'Fhere  was  a meeting  of  the  Mercer  County 
Medical  Society  at  Bluefield  on  March  23,  1933. 
Before  the  meeting  at  6:30  p.  m.  a dinner  was 
given  to  Dr.  and  Mrs.  O.  L.  Miller  of  Charlotte, 
N.  C.,  which  several  doctors  and  their  wives  at- 
tended. 

The  medical  society  convened  for  the  scientific 
and  business  meeting  at  8:15  p.  m.  Application  for 
Dr.  C.  M.  Dunlap  of  McComas,  W.  V’a.,  was 
received  and  he  was  elected  to  membership. 

The  following  committee  on  Public  Health  and 
Legislation  was  appointed:  Dr.  B.  S.  Clements, 

Matoaka;  Dr.  R.  O.  Rogers,  Bluefield  and  Dr. 
A.  H.  Hoge,  Bluefield. 

'Fhe  program  committee  for  the  months  of  .April, 
May,  June  and  September  was  appointed  as  fol- 
lows: Dr.  y.  M.  Marked,  Princeton;  Dr.  Uriah 

Vermillion,  .Athens;  and  Dr.  J.  R.  Vermillion, 
I’rinceton. 

'J'he  following  papers  were  then  presented:  “In- 
cidence and  Management  of  Fractures  of  the  Hip,” 
by  Dr.  ().  L.  Miller,  Charlotte,  N.  C.;  and 
“Osteomyelitis”  by  Dr.  D.  L.  Hosmer,  Bluefield, 
^V.  Va. 

Dr.  Miller  presented  the  subject  in  a very  inter- 
esting and  instructive  manner,  taking  up  the  injuries 
to  the  hip  joint  as  it  occurred  in  the  different  de- 
cades of  life.  'Fhe  main  portion  of  his  paper  dealt 
with  the  fracture  of  the  neck  of  the  femur  in  the 
aged.  He  stressed  the  importance  of  early  reduc- 
tion in  tliesc  fractures  by  the  \N’hitman  method. 

R.  R.  Stuart,  Secretary. 


LOGAN  COUN'FY 

i'hc  Logan  County  Medical  Society  held  its  re- 
gular meeting  on  the  evening  of  .April  19th  at  the 
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H.itfidd-Lawson  Hospital,  Logan,  with  22  mem- 
bers and  visitors  present.  Several  business  matters 
were  discussed  and  delegates  were  elected  to  re- 
present the  Societv  at  the  forthcoming  meeting  of 
the  W'est  X'irginia  State  State  Medical  Associa- 
tion. I'he  delegates  elected  were  Dr.  li.  D.  Smith, 
and  Dr.  Fred  F.  Hrammer,  and  alternates  Dr.  C. 
A.  Martin,  and  Dr.  }L  H.  Farley. 

The  Scientific  program  for  the  meeting  consisted 
of  a paper  by  Dr.  J.  F.dward  Hubbard,  Hunting- 
ton,  on  “The  .Malignancy  of  the  Jaw  and  Buccal 
.Mucous  Membrane,”  and  an  address  by  Dr.  F. 
Churchill  Hodges,  also  of  Huntington,  on  “Some 
Practical  .Aspects  of  New  Growths.”  Both  sub- 
jects were  well  and  interestingly  presented  and 
freely  discussed  bv  several  members. 

Fred  E.  Brammer,  Secrctur\. 


CEN'FRAL  'FRI-STA'FE 
The  nc.\t  quarterly  meeting  of  the  Central  'Fri- 
State  Medical  Society  will  be  held  at  the  Pritchard 
Hotel,  Huntington,  on  the  afternoon  of  May  18, 
with  prospects  of  an  e.xcellent  turnout.  The  pro- 
gram w'ill  be  entirely  a local  one,  presented  by 
members  of  the  or<ianization  itself.  The  sro- 
gram  arrangement  has  been  described  as  a “home 
talent  show,”  and  a great  deal  of  interest  has  already 
been  manifested  in  the  selection  of  speakers  and 
subjects. 

The  complete  program  for  the  .Mav  18  meet- 
ing follows: 

Dr.  Phillip  F.  Barbour,  President  of  Kentucky  State 
Medical  .Association 
“The  Cost  of  Medical  Care." 

Discussion : 

Dr.  D.  .A.  MacGregor,  President  W.  Va. 

State  Medical  .Association. 

Dr.  .A.  H.  Hoge,  Past-President,  W.  Va. 
State  Medical  .Association. 

Dr.  C.  M.  Fitch,  Portsmouth,  Ohio. 

“The  Effectiveness  of  Mercury  as  a Diuretic.^' 
Discussion: 

Dr.  R.  M.  Wylie,  Huntington,  W.  Va. 

Dr.  G.  H.  Barksdale,  Charleston,  W.  Va. 
Dr.  Wade  H.  St.  Clair,  Bluefield,  W.  Va. 

“Review  of  Gall-bladder  Surgery  with  Conclu- 
sions as  to  Surgical  Procedure." 

Discussion: 

Dr.  J.  Ross  Hunter,  Charleston,  W.  Va. 
Dr.  Ben  O.  Robinson,  Parkersburg,  W.  Va. 
“I ntestinal  Obstruction." 

Dr.  W.  A.  MacMillan,  Charleston,  W.  Va. 


Discussion : 

Dr.  C.  H.  Holzer,  Gallipolis,  Ohio. 

Dr.  R.  ,A.  Salton,  W'^illiamson,  W.  Va. 

Dr.  W.  S.  Fulton,  Wheeling,  W.  Va. 

“7  he  Hundreth  Case."  A discussion  of  the  oc- 
casional case  which  does  not  responed  properly." 

Discussion : 

Dr.  L.  H.  Winans,  Ashland,  Kentucky. 

Dr.  R.  J.  \\''ilkinson,  Huntington,  \^^  Va. 

MONONGALIA  COUNTY 
Dr.  Joseph  L.  .Miller  of  "Fhomas,  W.  Va.,  was 
the  scientific  essayist  at  the  .April  4 meeting  of  the 
.Monongalia  County  Medical  Society,  which  was 
held  at  the  Hotel  .Morgan,  .Morgantown.  His  sub- 
ject was  ‘“Fhe  Healing  Gods,  or  .Medical  Super- 
stition.” 'Flu’s  was  a most  interesting  and  instruc- 
tive paper  and  was  widely  discussed  by  those  in  at- 
tendance. 

Prior  to  the  scientific  program,  a dinner  was 
served  at  the  hotel  to  the  members  and  guests  of 
the  society. 

G.  R.  .Maxwell,  Secretary. 

OBITUARY 


DR.  JOSEPH  B.  KIRK 

Dr.  Joseph  Bascumb  Kirk,  70  years  of  .age,  died 
at  his  home  in  Bluefield  on  .April  19  following  an 
extended  illness.  He  w'as  one  of  the  best  known 
physicians  in  the  southern  part  of  the  state,  one  of 
the  founders  of  the  Mercer  County  Medical  Society 
and  an  honorary  member  of  the  West  Virginia  State 
Aledical  .Association. 

Dr.  Kirk  was  graduated  from  the  College  of 
Phvsicians  and  Surgeons  in  1886  and  was  licensed 
to  practice  medicine  in  West  Virginia  the  following 
year.  He  was  in  active  practice  more  than  45  years, 
limiting  his  work  in  later  years  to  dermatology. 
Along  with  his  professional  activities  he  was  always 
concerned  with  every  phase  of  civic  betterment. 
Although  barely  under  the  age  limit,  he  offered  his 
services  and  served  with  distinction  during  the 
World  War. 

The  esteem  in  which  Dr.  Kirk  was  held  by  his 
confreres  is  best  recognized  in  a resolution  passed 
by  the  Mercer  County  Medical  Society  immediate- 
ly following  Dr.  Kirk’s  death.  “The  Mercer  Coun- 
ty Medical  Society,”  read  the  resolution,  “feels 
keenly  the  loss  of  a member  whose  professional 
ability,  honesty  of  purpose  and  exemplary  ethical 
conduct  won  the  highest  esteem  of  his  colleagues.” 
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CONVENTION  PROGRAM 


OFFICIAL  CALL 

Fo  the  Officers,  Delegates,  and  Members  of  the 
West  Virginia  State  Medical  Association'. 

The  Sixty-sixth  Annual  Meeting  of  the  W'est 
Virginia  Medical  Association  will  be  held  at  Char- 
leston, West  Virginia,  with  headquarters  at  the 
Daniel  Boone  Hotel,  from  Monday  May  22,  to 
Wednesday,  May  24,  1933. 

The  Council  will  convene  at  10  o’clock  on  the 
morning  of  May  22. 

The  House  of  Delegates  will  convene  at  8 
o’clock  on  the  evening  of  May  22. 

The  Sections  on  Surgery,  Internal  Medicine, 
Pediatrics  and  Eye,  Ear,  Nose  and  Throat  will 
convene  at  1 :30  o’clock  on  the  afternoon  of  May  22. 

The  General  Scientific  Assembly  will  be  called 
to  order  at  9:30  o’clock  on  the  morning  of  May  23. 

The  Annual  Address  of  the  President  will  be 
delivered  on  the  evening  of  May  23. 

The  Annual  Election  of  Officers  for  1934  will 
be  held  by  the  House  of  Delegates  immediately 
following  the  President’s  Address  on  Tuesday  even- 
ing, May  23. 

The  Oration  on  Medicine  will  be  delivered  at 
the  general  session  on  Wednesday  morning.  May 
24. 

The  Oration  on  Surgery  will  be  delivered  at 
the  general  session  on  Wednesday  afternoon.  May 
24. 

The  registration  department  will  be  open  at 
10  o’clock  on  the  morning  of  May  22  and  will 
remain  open  until  8 o’clock  the  same  evening, 
^'hereafter  it  will  remain  open  from  8 :30  o’clock 
A.  .M.  until  8:30  o’clock  P.  M.,  until  the  close  of 
the  convention. 

Respectfully, 

Joe  VV'.  Savage, 

Executive  Secretary . 

ORDER  OF  BUSINESS 

Council. — For  the  Council  sessions,  the  order 
of  business  will  be  as  follows: 

Call  to  order  by  Council  Chairman. 

Reports  of  Standing  Committees. 

Reports  of  Sjiecial  Committees. 

Report  of  Secretary. 

Report  of  District  Councilors. 


Auditor’s  Report. 

Unfinished  business. 

New  business. 

House  of  Delegates. — For  sessions  of  the  House 
of  Delegates  the  order  of  business  will  be  as  fol- 
lows : 

Call  to  order  by  the  President. 

Roll  call. 

Reports  of  Standing  Committees. 

Reports  of  Special  Committees. 

Report  of  Secretarv. 

Unfinished  Business. 

New  Business. 


Tuesday  Morning,  M.ay  23 
General  Session — 9:30  o’clock 
Call  to  Order 

Dr.  D.  A.  MacGregor,  President. 

Invocation 

.Address  of  Welcome 

Response 

Practical  Skin  Fherapy.” 

Dr.  M.  L.  Bonar,  Morgantown 
Discussion : 

Dr.  R.  O.  Halloran,  Charleston. 

Dr.  J.  E.  Hubbard,  Huntington. 

‘^Surgery  of  Upper  Abdomen.” 

Dr.  Fred  W.  Rankin,  Lexington,  Ky. 

Discussion: 

Dr.  R.  L Wilkinson,, Huntington 
Dr.  T.  E.  Vass,  Bluefield. 

''Infections  of  Blood  Stream.” 

Dr.  R.  M.  Wylie,  Huntington 

'Introduction — terminology — p.ithlogicaI  anatomy — 
clinical  considerations  — diagnosis  — treatment  — 
conclusion. 

Discussion : 

Dr.  W.  M.  Sheppe,  Wheeling 
Dr.  R.  J.  Condry,  Elkins. 
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Ti’emxw  Ae'iernoon,  May  23 
General  Sesnon,  Continued 

Proctology ; Treatment  of  II emorrhoids  and 
Pruritis  A m3' 

Dr.  y.  Bankhead  Banks,  Charleston 

Proctology  is  a field  for  the  man  trained  in  surgery 
and  one  having  surgical  judgment.  Treatment  of 
hemorrhoids  and  pruritis  and  judgment  in  selec- 
tion of  treatment  to  meet  each  individual  case  very 
important.  One  type  of  treatment  not  indicated  in 
all  types  of  hemorrhoids.  Value  of  .sacral  anesthesia 
in  proctologic  operations.  Treatment  of  pruritis 
ani  with  special  attention  to  the  injection  treat- 
ment. and  the  eradication  of  possible  causes  of  the 
pruritis. 

Discussion : 

Dr.  G.  C.  Schoolfic-ld,  Charleston 

Dr.  \y.  \V.  Strange,  Huntington. 

^‘Tuberculosis  in  Cliildrend' 

Dr.  H.  R.  Casparis,  .Vashville,  I'enn. 

Discussion : 

Dr.  Geo.  M.  Lvon,  Huntington 

Dr.  R.  C.  Hood,  Clarksburg. 

“Soft  Tissue  Trauma3' 

Dr.  Francis  A.  Scott,  Huntington 

Soft  tissue  trauma  associated  with  fractures  of  long 
bones,  especially  dealing  with  nerve,  blood  vessel, 
and  muscle  injury:  the  diagnosis  and  treatment  will 
be  particularly  stressed. 

Discussion : 

Dr.  C.  W\  Stallard,  Montgomery 

Dr.  A.  P'.  Lawson,  Weston. 

“The  Prevention  of  Maternal  Mortality  From 
Hemorrhage  tn  Pregnancy  and  Lahor3' 

Dr.  P.  Brooke  Bland,  Professor  Ohs.  Jefferson 
Medical  School 

Discussion : 

Dr.  F.  E.  Brammer,  Dehue 

Dr.  B.  C.  John,  Morgantown. 

Tuesday  Evening,  May  23 
8 o'clock 

President's  Annual  Address 

Dr.  D.  A.  MacGregor,  Wheeling 

( T he  Election  of  officers  by  House  of  Delegates 
ivill  follow  the  address  of  the  President^ 

Wednesday  Morning,  May  24 
General  Session  {Continuedf  9:30  o'clock 

“Clinical  Review  of  110  cases  of  Renal 
T uberculosis 


Dr.  Gordon  I*  . McKim,  Cincinnati 

The  resume  of  the  clinical  observation  on  one 
hundred  and  ten  consecutive  cases  of  renal  tuber- 
culosis encountered  in  private  practice. 

Discussion : 

Dr.  ().  1).  Barker,  Parkersburg 
Dr.  G.  G.  Irwin,  Charleston. 

“Treatment  of  Secondary  Anemia 3' 

Dr.  C.  C.  Sturgis,  Ann  Arbor,  .Mich. 

Discussion : 

Dr.  G.  H.  Barksdale,  Charleston. 

Dr.  C.).  B.  Biern,  Huntington. 

Oration  on  Medicine 

Dr.  J.  P.  McMullen,  AVellsburg. 


Wednesday  Afternoon,  May  24 
General  Session  [Continued)  1 :30  o'clock 

“Medical  Participation  in  Public  Health  M ork" 
Dr.  Henry  F.  Vaughan,  Detroit  Health  Com- 
missioner, Detroit,  Michigan. 

Discussions 

Dr.  T.  E.  Cato,  New  Cumberland 
Dr.  George  Lyon,  Huntington. 

“The  Chronic  Suppurative  Ear 3' 
y.  W.  Downey,  M.  D.,  Baltimore,  Md. 

The  chronic  suppurative  ear  can  be  prevented  in 
most  instances  by  attention  in  the  acute  stage.  Once 
it  is  established  it  may  be  divided  into  a “safe”  and 
a dangerous  type.  The  latter  is  usually  only 
amenable  to  the  complete  mastoid  exenteration. 

Discussion ; 

Dr.  y.  E.  Blaydes,  Bluefield 
Dr.  G.  R.  Maxwell,  Morgantown. 

“Recent  Trends  in  Medical  Economics3' 

Dr.  R.  G.  Leland,  Chicago 
Discussion : 

N.  R.  Price,  Marlinton 

Mr.  J oe  W.  Savage,  Charleston. 

Oration  on  Surgery 

“The  Surgeon  of  the  Future 3' 

Dr.  W.  S.  Eulton,  AVheeling. 

Wednesday  Evening,  May  24 
6:30  o'clock 

Annual  Convention  Banquet 

Toastmaster — Dr.  yames  S.  Klumpp,  Huntington 
Address — Ge.neral  y.  Tandy  Ellis,  Ghent,  Ky. 
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SECTION  ON  INTERNAL  MEDICINE 
May  22—1 :30  P.  M. 

Idiopathic  Pneumothorax. 

Dr.  F.  R.  Whittlesey,  Morgantown 

A presentation  of  the  type  of  spontaneous  pneu- 
mothorax that  is  due  neither  to  tuberculosis  nor  to 
any  other  well-recognized  pulmonary  disease,  with 
discussion  of  physical  findings  and  clinical  course, 
and  report  of  cases. 

Discussion : 

Dr.  G.  F.  Evans,  Hopemont 
Dr.  F.  A.  Brown,  Huntington. 

Therapeutic  Use  of  Oxygen^  Summary  of  Results  in 
476  Oxygen  Treated  Cases  at  Presbyterian  Hos- 
pital, New  York. 

Dr.  Alvin  L.  Barach. 

Concerned  with  a total  of  476  patients  who  have 
been  treated  with  oxygen  therapy,  including  nasal 
catheter,  oxygen  tent  and  chamber,  and  comprising 
mainly  results  in  pneumonia,  congestive  cardiac 
failure,  acute  coronary  thrombosis,  fibrosis  of  the 
lungs,  emphysema,  and  an  end-stage  chronic  pul- 
monary tuberculosis. 

Discussion : 

Dr.  R.  G.  Broaddus,  Hinton. 

Clinical  Usefulness  of  the  Electrocardiogram. 

Dr.  H.  R.  Sauder,  Wheeling 

An  attempt  to  evaluate  electrocardiographic  exam- 
ination as  to  its  usefulness  in  reaching  a satisfactory 
clinical  diagnosis.  This  study  is  based  on  the  an- 
alysis of  350  cases. 

Discussion : 

Dr.  W.  T.  McClure,  Wheeling 
Dr.  A.  H.  Stevens,  Fairmont. 

Pt  ■imar\'  Intrathoracic  Tumors,  with  Report  of  Cases 
Dr.  M.  I.  Mendeloff,  Charleston 

Condition  not  rare  and  frequently  over-looked. 
There  may  be  no  symptoms  or  the  symptoms  not 
of  sufficient  importance  to  cause  careful  search  for 
cause  of  trouble.  Four  cases  reported,  two  with 
autopsy  reports. 

Discussion : 

Dr.  A.  H.  Hoge,  Bluefield 
Dr.  W.  M.  Sheppe,  Wheeling 

'The  Newer  Outlook  on  Chronic  Arthritis. 

Dr.  Ralph  Pemberton,  Philadelphia,  Pa. 
Discussion'. 

Dr.  W.  V.  Wilkerson,  .Montgomery 
Dr.  A.  R.  Lutz,  Huntington. 

SECTION  ON  SURGERY 
May  22—1 :30  P.  M. 

Head  Injuries. 

Dr.  A.  A.  Wilson,  Charleston 
Discussion '. 

Dr.  W.  K.  Kappes,  Huntington 
Dr.  W.  H.  St.  Clair,  Bluefield. 


Endoscopic  Revision  of  the  Prostate. 

Dr.  R.  D.  Gill,  Wheeling 

History  of  trans-urethral  surgery  of  the  prostate — 
indications  — - advantages  — contra-indications  — 
technique  and  complications — prediction  as  to  the 
future  value  of  this  procedure. 

Discussion: 

Dr.  C.  O.  Reynolds,  Bluefield 
Dr.  J.  C.  Mathews,  Huntington 

Phrenicotomy  in  the  Treatment  of  Pulmonary 
Tuberculosis — A Review  of  200  Cases. 

Dr.  R.  B.  Bailey,  Wheeling 

An  analysis  of  139  cases  of  pulmonary  tuberculosis, 
operated  at  the  West  Virginia  Tuberculosis  Sani- 
tarium. with  careful  evaluation  of  59  cases  pre- 
senting cavity  formation. 

Discussion: 

Dr.  C.  E.  Smith,  Hopemont 
Dr.  G.  F.  Grisinger,  Beckley. 


EYE,  EAR,  NOSE  AND  THROAT  SECTION 
May  22—1:30  P.  M. 

Cholesteatoma. 

Dr.  A.  P.  Hudgins,  Hinton 

Cholesteatoma — with  case  report  of  a Bilateral  Ex- 
ternal Cholesteatoma. 

Discussion: 

Dr.  G.  A.  Smith,  Montgomery 
Dr.  W.  A.  Marsh,  Clarksburg. 

Nasal  Mechanics. 

Dr.  S.  S.  Hall,  Fairmont 
Discussion: 

W.  F.  Shirkey,  Charleston 
Dr.  F.  O.  .Marple,  Huntington. 

Uveitis. 

Dr.  F.  W.  Beckner,  Huntington 
Discussion: 

Dr.  E.  C.  Hartman,  Parkersburg 
Dr.  W.  S.  Shepherd,  Charleston. 

Eye  Surgery. 

F ilm  by  Bausch  & Lamb. 


PEDI.ATRIC  SEC'rrON 
May  22—1 :30  P.  .M. 

THE  WEST  VIRGINIA  CHILD 

Growth  and  Development. 

Dr.  Moritz  F'.  I’etersen,  Charleston. 

Prenatal  and  Maternal  Care. 

Dr.  James  R.  Bloss,  Huntington. 

.VIedical  Care. 

Dr.  Robert  H ood,  Clarksburg. 
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CON VE NTION  A N N( ) U NC K M K N'l'S 

.All  general  scientific  sessions  of  the  Association 
will  be  held  in  the  auditorium  of  the  Shrine  Mosque, 
directly  across  Capitol  street  from  the  Daniel  Boone 
Hotel.’ 

d'hc  Section  on  Surgerv  will  he  in  the  Shrine 
auditorium  and  all  other  sectional  meetings  will 
be  held  at  the  Daniel  Boone  Hotel.  .All  of  the 
sectional  meetings  are  scheduled  for  1 :30  o’clock 
on  Monday  afternoon,  May  22. 

I'here  will  be  a meeting  of  the  .Association  Coun- 
cil at  10  o’clock  on  the  morning  of  May  22  at 
the  Daniel  Boone  Hotel. 

The  House  of  Delegates  will  meet  for  the  pur- 
pose of  transacting  business  on  Monday  eveninii. 
May  22,  at  8 o’clock  in  the  Club  room  of  the 
Daniel  Boone  Hotel. 

A second  meeting  of  the  House  of  Delegates 
will  be  held  on  the  eyening  of  May  23,  immediately 
following  the  President’s  .Address,  for  the  purpose 
of  electing  officers  for  1934  and  to  transact  any 
unfinished  business  from  the  pre\ious  session. 

All  members  of  the  .Association,  their  wiyes  and 
guests  are  requested  to  register  immediately  upon 
arriyal  in  Charleston.  The  registration  desk  will  be 
located  in  the  lobby  of  the  Shrine  Mosque.  The 
^V  omans  .Auxiliary  registration  desk  will  be  in  the 
iobb\-  of  the  Daniel  Boone  Hotel. 

.All  members  who  e.xpect  to  attend  the  Charleston 
meeting  who  haye  not  yet  secured  hotel  reseryations 
are  urged  to  do  so  at  once.  The  Daniel  Boone, 
the  Hotel  Kanawha,  the  Ruffner  and  the  Holley 
hotels  are  all  recommended  and  their  rates  appear 
elsewhere  in  this  Journal.  The  Daniel  Boone  is 
the  Headquarters  hotel. 


THE  SCIENTIFIC  ESS.AYISTS 

Out-of-state  speakers  who  will  appear  on  the 
scientific  program  at  Charleston  on  May  22-24 
are  listed  below  in  the  order  of  their  appearance. 

Dr.  Fred  W.  Rankin,  Lexington,  Ky. 

Dr.  H.  R.  Casparis,  Nashyille,  Tennessee. 

Dr.  P.  Brook  Bland,  lefferson  Medical  School, 
Philadelphia. 

Dr.  Gordon  F.  McKim,  Cincinnati. 

Dr.  C.  C.  Sturgiss,  .Ann  Arbor,  Michigan. 

Dr.  Henry  F.  Vaughan,  City  Health  Commis- 
sioner, Detroit. 

Dr.  J.  W.  Downey,  Baltimore. 

Dr.  R.  G.  Leland,  Director  of  the  A.  M.  .A. 
Bureau  of  Medical  Economics,  Chicago. 

Dr.  .Alvin  L.  Barach,  New  York  City. 


Dr.  Ralph  Pemberton,  Philadelphia. 

'File  members  of  the  .Association  wdio  are  schedul- 
ed to  present  scientific  papers  on  the  Charleston 
program  follow: 

Dr.  .M.  L.  Bonar,  .\Iorgantown. 

Dr.  R.  .M.  W'ylie,  Huntington. 

Dr.  J.  Bankhead  Banks,  Charleston. 

Dr.  Frances  .A.  Scott,  Huntington. 

Dr.  I).  .A.  .MacGregor,  Wheeling.  {President's 
Address.) 

Dr.  L P.  .McMullen,  AN’ellsburg,  {Oration  07i 
.Medicine) . 

Dr.  W.  S.  Fulton,  W’heeling,'  {Oration  on 
Surgery ) . 

Dr.  Tames  R.  Bloss,  Huntington. 

Dr.  .Moritz  F.  Petersen,  Charleston. 

Dr.  Robert  C.  Hood,  Clarksburg. 

Dr.  .A.  P.  Hudgins,  Hinton. 

Dr.  S.  S.  Hall,  Fairmont. 

Dr.  W.  F.  Beckner,  Huntington. 

Dr.  .Archer  .A.  Wilson,  Charleston. 

Dr.  R.  I).  Gill,  Wheeling. 

Dr.  Russell  B.  Bailey,  ^Vheeling. 

Dr.  F.  R.  Whittlesey,  .\Iorgantown. 

Dr.  H.  R.  Sander,  ^Vheeling. 

LOCAL  COMMITTEES 

Dr.  G.  G.  Irwin,  President  of  the  Kanawha 
County  Medical  Society,  has  recently  announced 
the  appointment  of  the  special  convention  com- 
mittees to  take  charge  of  various  local  details  in 
connection  with  the  annual  meeting  at  Charleston 
on  May  22-24,  1933.  The  general  chairman 
is  Dr.  M.  F.  Petersen,  Secretary  of  the  Society, 
and  the  chairmen  of  the  various  sub-committees 
make  up  the  general  committee. 

Chairmen  of  the  sub-committees  include  Dr.  R. 
K.  Buford,  Entertainment;  Dr.  R.  H.  Dunn,  Golf 
tournament;  Dr.  W.  A.  MacMillan,  Reception 
and  ^Velcome;  and  Dr.  W.  P.  Black,  Parking  and 
Decorating. 

The  special  reception  committee  under  Dr.  Mac- 
Millan is  composed  of  Dr.  W.  W.  Point,  Dr.  R. 
H.  WYlker,  Dr.  B.  H.  Swint,  Dr.  R.  D.  Roller 
and  Dr.  R.  H.  Dunn. 

All  of  the  officers  and  members  of  the  special 
convention  committees  have  rendered  yeoman  ser- 
vice to  make  the  Charleston  meeting  one  of  the 
best  in  the  history  of  the  Association.  Practically 
all  details  have  already  been  disposed  of  and  every 
rhino'  is  in  readiness  for  the  arriv'al  of  the  visiting 
members^on  May  22. 
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THE  GOLF  TOURNAMENT 

The  annual  convention  golf  tournament  at 
Charleston  is  in  charge  of  Dr.  R.  H.  Dunn  who 
will  handle  this  event  on  behalf  of  the  Kanawha 
Medical  Society.  This  year’s  event  will  be  a 
handicap  tournament,  as  usual,  and  entrants  may 
play  off  their  rounds  at  any  time  from  Mondav, 
May  22,  until  noon  on  May  24.  Dr.  Dunn  has 
announced  that  all  handicaps  must  be  certified  by 
the  home  cluh  professional  and  turned  in  before 
play  is  begun. 

'Ehe  tournament  will  be  played  over  the  1 8 
hole  course  of  the  Kanawha  County  Club  and  a 
greens  fee  of  one  dollar  wn'll  be  charged  each  par- 
ticipant. Dr.  Dunn  has  announced  that  practice 
rounds  will  not  be  permitted  after  noon  on  Mav 
22.  Doctors  who  desire  to  feel  out  the  Kanawha 
course  must  do  so  before  that  time.  Each  entrant, 
after  completing  his  official  round,  must  turn  in  his 
score  to  Mr.  ^^^illiam  Hickman,  Kanawha  Countrv 
Club  Professional,  and  each  score  must  he  certified 
by  partner. 

.At  the  request  of  a number  of  doctors  who  regu- 
larly compete  in  the  Association  tournament.  Dr. 
Dunn  has  stated  that  any  entrant  who  turns  in  a 
score  six  or  more  strokes  under  his  official  handi- 
cap will  he  automatically  eliminated. 

The  guest  speakers  from  out  of  the  state  have  all 
been  invited  to  play  in  the  Association  tournament 
this  year  and  a number  are  expected  to  accept. 
'J'hey  will  be  eligible  for  all  prizes  except  the 
Championship  cup.  'Ehe  prizes,  which  have  al- 
ready been  secured,  include  golf  shoes,  golf  bag, 
leather  zipper  bag,  Knox  hat,  one  dozen  golf  balls, 
and  an  electric  clock,  in  addition  to  the  silver  cham- 
pif)nship  tro|ihy. 

Dr.  Dunn  has  suggested  that  doctors  who  arrive 
on  Saturda)'  or  Sunday  in  order  to  play  over  the 
Kanawha  course  should  make  their  arrangements 
known  to  him  in  advance,  so  that  guest  cards  can 
he  secured.  Otherwise  a three  dollar  greens  fee  will 
be  charged. 

'J'he  Kanawha  Country  Club  course  is  recognized 
as  one  of  the  best  in  West  Virginia.  It  is  in  ex- 
cellent condition  and  an  unusually  large  number 
of  participants  are  exjiected  in  the  Cliarleston  tourna- 
ment. J'he  club  also  has  splendid  dining  service. 

Charleston  merchants  who  contributed  the  tour- 
nament prizes  include  "J'he  Sport  Mart,  Uie  Ouar- 


rier  Street  Studia,  S.  S.  iVIoore  and  Company,  Har- 
mon, Isaac  and  Martin,  the  Young  Men’s  Shop 
and  the  Diamond  Department  store. 


CO.MMERCJAL  EXHIBITORS 

One  of  the  features  of  each  annual  meeting  of 
the  .Association  is  the  technical  commercial  exhibits 
sponsored  by  leading  manufacturers  and  dealers  in 
instruments  and  pharmaceutical  supplies.  The  ex- 
hibits at  the  Charleston  meeting  will  be  displayed 
in  the  spacious  lobby  of  the  Shrine  Mosque,  where 
all  of  the  scientific  meetings  are  to  be  held.  Ex- 
hibitors who  have  alreadv  secured  space  for  the 
coming  annual  session  are  as  follows: 

Gerber  Products  Company,  Fremont,  Mich. 

^V.  Va.  Public  Health  .Association,  Charleston. 

Powers  and  .Anderson,  Richmond,  Va. 

Mead,  Johnson  and  Company,  Evansville,  Jnd. 

General  Electric  X-rav  Companv,  Chicago. 

Calco  Chemical  Companv,  Boundbrook,  N.  J. 

R.  B.  Davis  Companv,  Hoboken,  N.  J. 

James  flicker,  Inc.,  Cleveland,  Ohio. 

National  Drug  Companv,  J^hiladelphia. 

Max  AV’^ocher  and  Son  Company,  Cincinnati. 

Kellog  Company,  Battle  Creek,  Michigan. 

Mellins  Food  Company,  St.  Louis. 

Borden  Sales  Company,  New  York  City. 


HEART  CO.M.MJT'J'EE  MEETING 

Dr.  R.  J.  Condr)’  of  Elkins,  chairman  of  the 
.Association  Heart  Committee,  has  called  a meet- 
ing of  his  group  for  the  morning  of  May  22  at  the 
Daniel  Boone  Hotel,  Charleston.  The  meeting  is 
scheduled  for  10  o’clock.  "J'he  time  and  date  of 
the  gathering  was  purposely  selected  in  order  to 
avoid  a conflict  with  any  of  the  regularly  scheduled 
convention  meetings. 

The  purpose  of  the  meeting.  Dr.  Condry  an- 
nounced, is  to  arrange  a program  for  the  coming 
t ear.  Dr.  William  J).  Stroud,  Professor  of  Cardi- 
ology at  the  University  of  I’ennsylvania  and  Secre- 
tar\  of  the  .American  Heart  .Association,  will  be 
present  and  will  discuss  the  importance  of  organized 
effort  in  the  study  and  control  of  heart  disease  and 
the  methods  of  organization.  He  will  also  assist 
in  arranging  the  program. 

.All  members  of  the  heart  committee  are  urged 
to  be  present  at  this  meeting. 
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PRESIDENT’S  ANNU.AL  ADDRESS* 


B\  D.  A.  MacGregor,  M.  D. 
Wheeling,  W.  Va. 


Jt  is  a great  privilege  to  live  in  this  moment- 
ous period  of  our  world’s  history.  Revolu- 
tionary changes  in  the  governments  of  the 
world  are  at  hand.  Nations,  states  and  in- 
dividuals discard  old  customs,  laws  and  con- 
ventions. The  sacred  ethics  of  our  profession 
are  questioned  by  a skeptical  world. 

Soviet  Russia  presents  to  the  world  a gi- 
gantic experiment  in  social,  religious  and  poli- 
tical relations.  It  may  succumb  to  a malig- 
nant growth  within  its  own  vitals,  or,  on  the 
other  hand,  it  may  survive  to  influence  the 
destiny  of  all  of  the  peoples  of  the  world. 

Germany,  prostrate  after  the  great  war, 
and  fettered  by  every  conceivable  device,  re- 
pudiates her  obligations  and,  ignoring  restric- 
tions, rises  to  claim  a place  of  equality  in  the 
councils  of  the  great  nations. 

France,  bled  white,  bereft  of  money  and 
men,  emerges  from  the  reconstruction  period 
the  miserly  Shylock  of  the  world,  whose  treas- 
ury overflows  with  gold,  but  whose  heart 
quakes  with  the  fear  that  some  day  the  Huns 
will  be  able  to  retaliate. 

And  then  there  is  dear,  old,  smug,  gullible, 
avaricious  Uncle  Sam,  who  was  “too  proud  to 

*Read  before  the  W.  Va.  State  Medical  Association  at  Charleston 
on  May  23.  1933. 


fight” — who  finally  sent  thousands  of  his  sons 
into  the  trenches  to  “make  the  world  safe  for 
Democracy” — who  proudly  disclaimed  any 
interest  in  reparations — who  solemnly  and 
hopefully  presented  bills  to  his  Allies  for  the 
goods  and  money  obtained  from  him,  and 
then,  some  fifteen  years  later,  realizes  that 
the  repayment  of  these  loans  would  result  in 
an  intolerable  industrial  paralysis  in  his  own 
country. 

Only  a short  time  ago  we  were  imbued  with 
confidence  and  optimism,  and  we  felt  that  we 
could  predict  with  reasonable  accuracy  the 
probable  course  of  business  development  and 
social  changes.  One  by  one  prophets  have 
been  humiliated  j one  by  one  the  Illusions  of 
the  past  have  been  replaced  by  the  cold  and 
unexpected  realities  of  the  present. 

On  the  heels  of  an  era  of  unprecedented 
prosperity  and  unbridled  speculation,  there 
comes  a period  of  abysmal  depression  from 
which  we  have  not  as  yet  emerged.  Financial 
chaos  is  universal.  The  rule  of  action  and 
reaction — the  law  of  compensation — exacts  a 
crushing  penalty  from  all  the  members  of 
society.  No  individual  escapes — no  group  or 
organization  is  immune.  Every  financial 


242 


The  West  Virginia  Medical  Journal 


June,  1923 


Structure  is  shaken.  Only  the  strongest  and 
most  prudent  survive.  Old  business  methods, 
tried  and  found  wanting,  are  discarded.  Codes 
of  ethics  are  ignored.  The  sanctity  of  the 
contract  is  nullified  under  official  order.  The 
“wheels  of  industry”  stand  idle.  The  banks 
cease  their  normal  functions.  The  old  poli- 
tical administration  is  repudiated.  A radical 
departure  from  old  conservative  customs  is 
inaugurated  by  the  newly  chosen  leader. 
Many  dangerous  and  futile  experiments  are 
tried  in  an  effort  to  get  the  economic  machine 
off  dead  center  where  it  seems  to  have 
stopped.  A final  desperate  plan  is  evolved. 
Following  the  inglorious  example  of  many 
sister  nations,  our  country,  glutted  with  gold 
like  the  fabled  Midas,  abrogates  the  gold 
standard,  and  deliberately  embarks  upon  a 
plan  of  credit,  if  not  monetary  inflation. 

Out  of  this  crucible  of  calamity  there  will 
emerge  a different — and,  let  us  hope,  a finer 
code  of  moral,  social  and  business  relations. 
At  present  we  cannot  predict  what  the  out- 
come will  be.  Those  things  which  are  noble 
and  good,  like  royal  metal,  should  pass  un- 
scathed through  the  revolutionary  fires.  Each 
one  of  us  can  contribute  his  share  toward  that 
end  by  steadfast  adherence  to  his  ideals  of 
business  and  professional  integrity.  It  is 
with  this  thought  in  mind  that  I wish  to  re- 
view some  of  our  mutual  medical  problems. 

* * * * 

In  recent  years  we  have  heard  a great  deal 
of  talk  about  the  increased  cost  of  medical 
care.  It  is  true  that  the  care  of  illness  in- 
volves considerably  more  expense  at  the 
present  time  than  it  did  twenty-five  years 
ago.  At  the  same  time,  we  recognize  the 
fact  that  there  has  been  a remarkable  evolu- 
tion in  the  art  and  science  of  medicine,  beyond 
that  “pulse  and  tongue”  era.  The  develop- 
ments in  the  medical  world  are  comparable  to 
the  changes  that  have  taken  place  in  other 
lines  of  human  endeavor  during  the  same 
period  of  time.  We  have  progressed  from 
the  horse  and  buggy  stage  to  the  aeroplane 
era,  and  the  cost  of  transportation  has  in- 
creased in  proportion  to  the  increased  cost  of 
medical  care.  Our  homes  are  filled  with 


modern  conveniences  unknown  to  the  nine- 
teenth century.  The  cost  of  living  in  a com- 
fortable home  has  increased  many  fold.  Our 
amusements  are  vastly  more  expensive  than 
were  those  of  our  ancestors.  As  for  the  cost 
of  government,  it  has  increased  much  more 
rapidly  than  the  cost  of  any  of  our  other 
necessities. 

Why  is  it  that  we  hear  more  complaint 
about  the  increased  cost  of  medical  care  than 
we  do  about  the  increased  cost  of  transporta- 
tion, household  goods,  amusements  and  gov- 
ernment? I think  that  the  answer  lies  in  the 
fact  that  whereas  most  of  these  other  costs  are 
met  on  a daily  or  monthly  basis,  the  calamity 
of  severe  illness  comes  without  warning, 
always  at  an  inconvenient  time,  and  the  cost 
seems  inordinately  high  because  it  is  not 
spread  out  over  a long  period  of  time. 

I think  that  it  is  proper  to  say  that  the  in- 
creased cost  of  medical  care  is  not  out  of  pro- 
portion to  the  increased  benefits  to  be  derived 
from  modern  medical  practice.  Not  only  is 
there  more  accuracy  and  thoroughness  in  diag- 
nosis and  efficiency  in  medical,  surgical  and 
prophylactic  treatment,  but  the  hardships  of 
illness  itself  are  mitigated  by  the  conveniences 
and  accessories  of  the  modern  hospital.  Per- 
haps the  hospital  idea  has  ben  carried  a little 
too  far.  It  is  necessary  for  large  teaching  in- 
stitutions to  be  thoroughly  equipped  with 
every  possible  diagnostic  and  therapeutic  ap- 
purtenance. At  the  same  time,  we  know  that 
efficient  care  for  illness  can  be  rendered  in 
small,  well  managed  institutions  with  a mini- 
mum amount  of  well  chosen  equipment.  I here 
are  a great  many  institutions  which  occupy  a 
position  between  these  two  extremes,  in  which 
the  overhead  cost  is  materially  increased  on 
account  of  the  addition  of  superfluous  equip- 
ment for  the  convenience  of  doctors,  nurses 
and  patients. 

Within  the  last  five  years.  Innumerable 
papers  and  books  have  been  written  and  many 
plans  have  been  suggested  dealing  with  the 
problem  of  paying  for  medical  care  on  an 
insurance  basis.  I am  not  going  to  bore  you 
by  reviewing  this  subject.  ^ ou  are  well 
aware  of  the  fact  that  the  Ideals  of  conserva- 
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ti\  e medical  practice  are  opposed  to  the  var- 
ious schemes  that  ha\’e  been  advanced  for  the 
practice  of  medicine  under  an  insurance  plan, 
or  under  a system  of  State  Medicine.  The 
ethics  of  our  profession  require  that  the  prac- 
tice of  medicine  be  carried  on  in  such  a manner 
that  each  patient  able  to  pay  for  his  ser\’ice 
shall  have  absolute  freedom  of  choice  in  the 
selection  of  his  physician  and  the  hospital  in 
which  he  shall  receiv'e  care.  Common  sense 
dictates  that  a physician  should  be  remun- 
erated in  proportion  to  the  time,  effort  and 
abilit\-  which  is  devoted  to  his  work,  and  that 
the  quality  of  medical  service  should  not  be 
jeopardized  by  either  inadequate  compensa- 
tion or  an  excessi\'e  number  of  patients.  All 
of  us  recognize  that  the  monthU'  payment 
plan  for  medical  care  is  desirable  from  the 
standpoint  of  financial  convenience,  but,  so 
far,  no  practical  plan  has  been  evolved  which 
will  permit  us  to  practice  medicine  on  that 
basis  and  at  the  same  time  maintain  the  high 
standards  and  ideals  of  our  profession. 

We  have  in  this  State  many  examples  of 
contract  medical  practice  or  list  hospital  prac- 
tice as  it  is  usually  called.  In  man\-  instances 
this  form  of  practice  may  rightly  be  consid- 
ered a necessary  evil  for  we  know  of  no  other 
way  in  which  isolated  groups  of  laborers  could 
receive  necessary  medical  care.  In  other  in- 
stances, a system  of  contract  medicine,  is  main- 
tained, not  so  much  for  the  benefit  of  the 
employees  as  for  the  financial  agrandizement 
of  the  employers  and  the  contract  doctors. 
However,  I want  to  take  this  opportunity  to 
say  that  in  certain  places  medical  care  of  the 
highest  quality  is  being  rendered  to  list  hos- 
pital patients,  by  physicians  who  are  impelled 
by  conscience  to  treat  list  hospital  patients  in 
the  same  way  they  would  treat  private  pa- 
tients. Unfortunately,  this  is  not  the  uni- 
\ersal  rule.  Some  contract  physicians  take 
their  obligations  very  lightly  and  give  the 
patients  a minimum  of  indifferent  attention. 
Other  contract  physicians  with  many  more 
patients  on  their  lists  than  they  are  able  to 
care  for  complain  most  bitterly  of  their  in- 
ability to  give  proper  attention  to  the  de- 
serving. I have  talked  to  many  young  men 


in  contract  work  and  most  of  them  have  told 
me  that  they  looked  forward  hopefully  to  the 
time  when  they  could  get  out  of  contract  work 
and  go  into  private  practice  elsewhere. 

At  the  present  time  it  does  not  seem  reason- 
able for  us  to  hope  for  the  abolition  of  this 
system  of  list  hospital  practice,  which  is  so 
firmly  grounded  in  West  Virginia,  but  there 
are  two  particularly  obnoxious  outgrowths  of 
the  practice,  which  have  been  called  to  your 
attention  previously,  and  which  I wish  to  re- 
emphasize at  this  time. 

* * * 

The  first  point  is  this:  KMPI.OY EES 

SHOVED  NOT  BE  CATJJiD  UPON  TO 
PAY  EOR  THE  MEDICAL  AND  SUR- 
GICAL COSTS  OE  INDUSTRIAL  IN- 
JURIES: It  has  long  been  recognized  that 

the  employer  of  labor  should  bear  some  re- 
sponsibility in  connection  with  accidents  sus- 
tained by  his  employees  while  in  the  line  of 
duty.  Prior  to  the  adoption  of  the  Work- 
men’s Compensation  I/aw'  in  191.3,  it  was 
usually  possible  for  employers  to  evade  this 
responsibility  by  pleading  the  defense  of  con- 
tributory negligence,  whenever  an  employee 
sought  to  recover  damages  in  court. 

However,  the  possibility  of  being  called 
upon  to  defend  numerous  suits  for  damages 
on  account  of  injuries  was  not  very  pleasing, 
and  employers  generally  were  glad  to  sub- 
scribe to  the  terms  of  the  Workmen’s  Com- 
pensation Law,  which  gave  them  immunity 
from  such  damage  suits  in  return  for  monthly 
payments  into  the  compensation  fund. 

The  Compensation  Commissioner  was  em- 
powered by  the  act  to  pay  out  of  the  compen- 
sation fund  for  medical,  surgical,  and  hospital 
care  for  Injured  employees,  to  provide  for  a 
modest  funeral  in  case  of  death,  and  to  pay  out 
certain  cash  sums  to  injured  employees,  or 
their  heirs  in  case  of  death,  by  way  of  com- 
pensation for  disability  or  death  due  to  in- 
dustrial accidents. 

It  is  evident  from  the  foregoing  that  it  was 
the  original  intent  of  the  Workmen’s  Com- 
pensation Law  to  have  employers  pay  the  cost 
of  medical,  hospital,  and  surgeial  care  for  in- 
jured employees,  as  well  as  the  other  benefits 
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mentioned.  Certain  industries  in  our  state 
are  evading  payment  for  the  medical,  surgical, 
and  hospital  care  of  employees  who  are  in- 
jured while  in  their  employ.  The  employee 
is  made  to  pay  this  cost  himself  through  pay- 
roll deductions.  In  order  to  keep  his  job  it 
is  necessary  for  the  employee  to  submit  to 
these  payroll  deductions.  Usually  he  does 
not  object  to  the  plan,  because  the  check-off 
takes  care  of  other  accidents  and  illnesses 
which  occur  to  him  and  his  family.  How- 
ever, there  is  at  least  one  industry  in  the  state 
which  removes  all  of  the  sugar  coating  from 
the  proposition  and  insists  upon  a check-off 
from  its  employees  to  cover  industrial  acci- 
dents only.  If  an  employee  of  this  company 
suffers  from  any  illness  or  accident  not  con- 
nected with  his  work,  he  pays  for  it  himself 
in  addition  to  the  check-off. 

These  employers  who  evade  their  respon- 
sibilities in  connection  with  industrial  acci- 
dents remain  within  the  law  by  virtue  of  the 
presence  of  one  certain  paragraph  (Article  A, 
Sec.  3,  Par.  c)  in  our  present  Compensation 
Law.  This  evasion  is  permissible  under  the 
letter  of  the  law,  but  it  is  absolutely  opposed 
to  the  spirit  of  the  law.  It  is  wrong — essen- 
tially a dishonest  practice! 

We  are  confident  that  every  member  of  our 
legislature  who  fully  understands  the  sinister 
significance  of  this  particular  paragraph  will 
be  willing  to  vote  to  have  it  deleted  from  the 
law.  We  strongly  suspect  that  any  legislator 
who  understands  the  situation  and  votes 
otherwise  is  directly  or  indirectly  influenced 
by  the  interests  which  profit  from  the  exploit- 
ation of  their  employees  in  this  manner. 

* * * * 

The  second  point  which  I wish  to 
emphasize  is  this:  EMPLOYERS  SHOULD 
NOT  PROFIT  FROM  A CHECK-OFF 
LEVIED  UPON  THEIR  EMPLOYEES 
FOR  MEDICAL  AND  HOSPITAL 
CARE. 

My  predecessor.  Dr.  Albert  H.  Hoge, 
called  this  to  your  attention  in  his  Presiden- 
tial Address  last  year. 

Among  other  things  he  recommended  that; 
“We  condemn  the  method  of  deducting  a 


certain  amount  from  the  employees,  paying 
the  physician  a salary  and  placing  the  balance 
in  the  profits  of  the  corporation.”  It  is  only 
fair  to  require  that  any  amount  of  money  de- 
ducted from  the  employees’  salary  for  medi- 
cal purposes  should  be  devoted  entirely  to 
that  end.  The  corporation  which  practices 
such  a petty  graft  as  this  at  the  expense  of  its 
employees  is  worthy  of  our  contempt.  From 
the  legal  standpoint,  I am  given  to  under- 
stand that  they  may  be  enjoined  from  this 
practice  on  the  grounds  that  they  are,  as  a 
corporation,  practicing  medicine  without  a 
license  to  do  so.  Within  the  past  few  months, 
one  of  our  colleagues  has  taken  such  action  in 
the  courts  of  this  ( Kanawha)  county.  As  yet 
a final  decision  in  the  case  has  not  been  ren- 
dered, but  I hope  that  the  result  of  this  liti- 
gation will  be  such  as  to  put  a stop  to  this 
particular  form  of  racketeering. 

sN  * * 

Reverting  to  the  subject  of  the  cost  of 
medical  care,  I want  to  call  your  attention  to 
the  fact  that  these  increased  costs  have  not  re- 
sulted in  any  remarkable  increase  in  the  in- 
dividual incomes  of  physicians.  The  major 
charges  are  due  to  the  increased  cost  of  hos- 
pitalization. So  far  as  physicians  are  con- 
cerned, it  is  worthwhile  noting  that  in  the 
prosperous  year  of  1929,  for  every  physician 
with  an  income  of  ten  thousand  dollars  or 
over,  there  were  two  whose  incomes  were 
under  twenty-five  hundred.  One  conclusion 
quoted  from  the  report  of  the  Committee  on 
the  Cost  of  Medical  Care,  reads  as  follows: 
“Certainly  no  solution  to  the  problems  of 
medical  costs  can  be  reached  through  a reduc- 
tion in  the  average  of  professional  incomes. 
This  average  is  none  too  high  now  to  attract 
a high  type  of  practitioner  and  permit  progress 
through  gradual  training  and  study.” 

In  view  of  the  fact  that  the  hospital  charges 
are  such  an  important  part  of  the  high  cost  of 
medical  care,  it  is  significant  that  in  all  parts 
of  our  country,  various  schemes  are  being 
tried  for  the  prepayment  of  hospital  bills  on 
a monthly  plan.  In  our  own  state  at  least 
two  of  our  large  cities,  Charleston  and  Blue- 
field,  are  making  experiments  along  this  line. 
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It  is  gratifying  to  note  that  in  the  majority  of 
instances,  these  economic  experiments  are 
strictly  limited  to  hospital  service,  absolutely 
avoiding  any  connection  with  periodic  pay- 
ments for  medical  care.  For  the  most  part, 
these  schemes  have  been  fathered  by  financial 
necessity.  F,\'en  in  good  times  most  hos- 
pitals have  difficulty  in  collecting  sufficient 
revenue  to  keep  them  going  comfortably.  In 
these  e\'il  da\'s  of  depression,  when  nearly 
ever)’  institution  is  only  a few  steps  ahead  of 
the  sheriff,  it  is  easy  to  uncierstand  why  hos- 
pital executives  are  eager  to  embrace  this 
opportunity  for  a dependable  monthly  in- 
come. In  all  probability  such  schemes  would 
not  be  so  quickly  espoused  in  an  era  of  pros- 
perity. In  spite  of  the  fact  that  the  policy 
is  dictated  by  financial  necessity  instead  of 
philanthrop)',  it  has  certain  good  points  to 
commenci  it  under  certain  conditions. 

In  the  first  place,  income  deri\’ed  from  this 
source  may  be  of  consicierable  benefit  to 
worthy  institutions  in  tiding  them  over  thi^se 
present  difficult  ciays.  Many  potential  char- 
ity patients  will  be  automatically  changed  to 
pay  cases.  It  may  be  assumed  that  patients 
will  be  better  able  to  pay  for  their  medical 
and  surgical  care  if  their  hospital  charges  have 
been  paid  for  on  a pre-payment  plan.  In  most 
instances,  contracts  are  limited  to  groups  of 
wage  earners.  This  limitation  insures  the 
regular  collection  of  the  monthly  fees  through 
deductions  from  the  payroll,  and  at  the  same 
time  the  collection  of  these  fees  is  accom- 
plished with  a minimum  of  overhead  cost.  By 
dealing  with  only  groups  of  wage  earners,  the 
hospital  protects  itself  against  the  element  of 
adverse  selection  to  the  extent  that  all  mem- 
bers are  sufficienly  sound  in  health  to  be  able 
to  work.  By  the  same  token,  however,  this 
plan  works  to  the  disadvantage  of  the  wage 
earner.  If  hospital  contracts  are  restricted  to 
employed  individuals  and  the  prospective  pa- 
tient happens  to  lose  his  job  before  he  is  in- 
jured, or  becomes  ill,  he  is  deprived  of  his 
hospital  insurance  just  at  the  time  when  he 
needs  it  most. 

There  are  certain  very  obvious  objections 
to  the  prepayment  plan  for  hospital  service. 


When  such  service  is  paid  for  in  advance,  it 
is  very  natural  that  the  subscribers  to  the  plan 
should  seek  hospitalization  much  more  freely 
than  otherwise.  They  are  apt  to  ask  for 
hospital  care  for  very  trivial  illness  and  even 
bring  pressure  to  bear  upon  the  physicians  to 
recommend  hospital  residence  for  a general 
overhauling  and  upbuilding  during  vacation 
periods.  It  is  a part  of  human  nature  to 
seek  to  utilize  all  privileges  to  which  we  are 
entitled. 

Commercial  organizations  have  been  quick 
to  recognize  the  opportunity  for  profit  in  the 
promotion  of  these  hospital  schemes.  It  is 
self-evident  that  the  medical  profession 
should  stand  in  solid  opposition  to  the  inva- 
sion of  the  medical  or  hospital  field  by  any 
commercial  group.  The  very  fact  that  these 
outsiders  appropriate  for  themselves  twenty- 
five  to  seventy-five  percent  of  all  fees  collect- 
ed condemns  the  idea.  The  dollar  which  is 
checked  out  of  the  working  man’s  salary  for 
hospital  purposes  should  be  devoted  entirely 
to  that  end,  making  allowance  only  for  that 
very  small  percentage  which  of  necessity  is 
required  for  collection  and  administration.  If 
the  hospitals  of  any  community  cannot  man- 
age their  own  pre-payment  contracts  they  had 
better  continue  to  operate  on  the  old  basis 
without  attempting  to  support  a coterie  of 
expensive  middle  men.  Aside  from  vhe 
financial  disadvantage  of  allowing  business 
organizations  to  manage  hospital  contracts 
there  is  the  further  objection  that  such  or- 
ganizers are  apt  to  use  high  pressure  methods 
upon  prospects  and  sometimes  deliberately 
deceive  them  as  to  the  benefits  and  privileges 
to  be  derived  from  entering  into  a hospital 
contract.  In  some  Instances  prospective  pa- 
tients who  signed  hospital  contracts  have  been 
led  to  believe  that  they  and  their  families 
were  eligible  for  hospital  care  for  any  and  all 
illnesses  and  that  medical  and  surgical  atten- 
tion was  included  in  this  service.  When  con- 
tracts are  obtained  in  this  manner  dissension 
and  dissatisfaction  are  inevitable.  We  would 
naturally  expect  a much  more  frank  and 
honest  understanding  with  contract  holders  If 
the  hospital  organizations  deal  with  them 
directly. 


246 


The  West  Virginia  Medical  Journal 


JunCy  1933 


One  very  essential  point  in  the  develop- 
ment of  any  hospital  plan  of  this  character  is 
that  all  of  the  hospitals  in  the  territory  served 
should  be  included  in  the  plan.  Unless  all 
of  the  hospitals  are  so  included,  unfriendly 
competition  will  surely  develop  between  the 
different  institutions  and  their  staffs.  Under 
such  circumstances  the  solicitation  of  contracts 
will  inevitably  arise.  There  will  be  competi- 
tive underbidding  and  eventually  this  will 
mean  lower  standards  of  medical  and  hospital 
service.  Furthermore,  the  patient  is  deprived 
at  least  to  some  extent  of  free  choice  in  the 
selection  of  his  hospital  and  physician,  if 
certain  hospitals  in  a community  belong  to  a 
pre-payment  service  group  and  others  do  not. 
As  I see  it,  it  is  absolutely  necessary  for  the 
welfare  of  both  the  patient  and  the  hospitals, 
for  all  of  the  institutions  in  a given  territory 
to  adopt  or  reject  the  pre-payment  plan  for 
hospital  service. 

This  is  a most  interesting  and  valuable  ex- 
periment. The  two  major  plans  of  this 
character  in  existence  in  our  State  are  operated 
on  a high  ethical  plane.  In  both  instances  all 
hospitals  in  the  community  served  belong  to 
the  organization.  In  both  instances  there  is  no 
attempt  to  combine  pre-payment  for  hospital 
care  with  pre-payment  for  medical  care.  In 
both  of  the  communities  served  there  have 
been  large  list  hospital  contracts,  for  both 
hospital  and  medical  care,  for  many  years. 
It  is  to  be  hoped  that  with  the  spread  of  this 
new  idea  for  hospital  service  there  will  be 
developed  a stronger  sentiment  against  the 
whole  list  hospital  practice  with  its  numerous 
abuses.  I am  advised  that  the  hospitals  in 
this  city  of  Charleston  have  already  agreed 
among  themselves  to  abandon  their  list  prac- 
tice in  and  near  the  city.  This  is  (juite  a long 
step  forward  in  the  right  direction.  1 want  to 
take  this  opportunity  to  commend  the  hospital 
executives  of  the  city  of  Charleston  and  to 
congratulate  them  on  the  stand  they  have 
taken. 

* * * * 

I would  like  to  discuss  with  you  another 
subject  which  has  been  before  us  for  some 
time— yV/A  MEDIC  AT.  SUPERVISION 


OF  STATE  INSTITUTIONS  CARING 
FOR  THE  SICK  BY  A NON-PARTISAN 
STATE  HEALTH  COUNCIL.  During 
the  past  year,  the  committee  on  medical  eco- 
nomics of  the  West  Virginia  State  Medical 
Association  reviewed  the  report  of  the 
American  College  of  Surgeons  submitted  after 
the  medical  survey  of  the  State,  made  by  their 
representative.  Dr.  M.  N.  Newquist.  In 
reference  to  the  hospitals  for  the  treatment 
of  the  insane,  for  the  treatment  of  tuber- 
culosis, the  school  for  the  deaf  and  blind,  and 
the  home  for  the  feeble  minded,  your  com- 
mittee advised  as  follows:  “We  believe  that 
all  these  hospitals  and  this  school  should  be 
operated  under  direct  control  of  the  State 
Health  Department.  We  believe  that  all 
these  hospitals  for  the  treatment  of  the  in- 
sane should  be  reorganized,  so  that  one  of 
these  four  hospitals  shall  be  designated  and 
used  as  a receiving  hospital.  We  believe  that 
this  hospital  should  be  equipped  and  staffed 
for  purposes  of  diagnosis  and  classification, 
and  that  the  remaining  three  hospitals,  or 
such  of  them  as  are  needed,  be  used  either  for 
special  treatment  or  for  custody  of  incurably 
insane  persons.  We  recommend  that  the  De- 
partment of  Crippled  Children  be  transferred 
to  the  State  Health  Department.” 

The  Institutions  mentioned  above  are  doing 
a great  and  necessary  work  for  the  unfortun- 
ate members  of  our  state’s  population.  No 
doubt  the  heads  of  these  various  institutions 
are  performing  their  duties  in  a conscientious 
manner.  Their  reports  to  the  Governor 
show  a certain  pride  in  their  accomplishments. 
At  the  same  time,  as  members  of  the  medical 
profession,  we  are  in  a position  to  appreciate 
some  of  the  shortcomings  of  these  institutions. 
We  know  that  under  a system  of  strict  medical 
supervision,  with  the  benefit  of  the  advice  of 
other  medical  men,  the  quality  of  the  work 
done  in  these  institutions  could  be  materially 
improved,  d'he  business  problems  related 
to  the  management  of  the  various  institutions 
very  properly  belong  to  those  business  men 
who  are  members  of  the  Hoard  of  Control. 
Professional  supervision  should  be  in  the 
hands  of  professional  men. 
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The  care  and  treatment  of  the  insane  Is 
very  properly  considered  an  obligation  of  the 
State  and  should  be  fulfilled  in  such  a 
thorough,  humane  and  scientific  manner  that 
the  relatives  of  a patient  committed  to  a state 
institution  could  have  the  satisfaction  of  know- 
ing that  all  reasonable  measures  for  physical 
and  mental  treatment  are  available  to  that 
patient. 

Our  State  provides  four  hospitals  for  the 
care  of  mental  diseases.  As  custodial  institu- 
tions they  aflPord  quite  comfortable  and  satis- 
factory accommodations  for  about  3,300 
patients.  At  the  present  time  this  capacity  is 
slightly  inadequate,  but  the  problem  of  over- 
crowding is  not  serious. 

During  the  last  two  or  three  years  there 
have  been  several  important  additions  to  the 
physical  equipment  of  these  institutions.  Pro- 
vision has  been  made  for  x-ray  study,  clinical 
laboratory  examinations,  dental  and  surgical 
treatment.  As  yet  these  facilities  have  not 
been  utilized  to  any  great  extent. 

In  his  last  message  to  the  Legislature,  Gov- 
ernor Conley  accused  certain  individuals  (and 
I am  safe  in  assuming  that  these  individuals 
are  well  known  members  of  our  medical  pro- 
fession) of  wishing  to  obtain  control  of  the 
state  institutions  for  selfish  purposes.  He  re- 
ferred proudly  to  the  accomplishments  of 
institutions  devoted  to  the  care  of  the  men- 
tally afflicted  and  asserted  that  the  members 
of  the  medical  staffs  are  competent  and  well 
trained  specialists  who  belong  to  their  county, 
state  and  national  medical  associations.  I 
think  Governor  Conley  was  sincere  and  honest 
in  what  he  said  but  the  very  fact  that  the  Gov- 
ernor of  our  state,  a very  intelligent  layman, 
is  convinced  that  our  state  institutions  for  the 
care  of  the  insane  are  well  equipped,  efficient, 
adequately  staffed  institutions  is,  in  Itself,  the 
best  possible  argument  for  thorough  medical 
supervision  of  these  institutions. 

We  hope  that  our  present  executive  will 
not  be  so  easily  satisfied  and  that  Governor 
Kump  will  inquire  more  closely  into  the 
actual  situation.  We  hope  that  he  will  avail 
himself  of  the  facts  to  be  obtained  by  an  un- 
biased scientific  survey  which  will  investigate 


the  facilities  for  and  the  use  of  such  measures 
as:  physiotherapy,  hydrotherapy,  occupa- 

tional therapy,  ketogenic  and  dehydration  rou- 
tines for  epileptics,  malarial  therapy  or  other 
forms  of  hyperpyrexia  for  paresis,  intensive 
anti-luetic  therapy,  including  the  Swift-Ellis 
and  other  modifications  and  the  surgical  cor- 
rection of  physical  impairments  which  may  be 
related  to  mental  disease.  Furthermore,  a 
careful  inquiry  Into  the  personnel  of  the  Med- 
ical Staffs  will  probably  reveal  some  inter- 
esting facts.  When  Governor  Conley  re- 
ferred to  the  careful  selection  of  the  members 
of  the  hospital  staffs  and  said  that  they  all 
belong  to  their  county,  state,  and  national 
associations,  he  could  not  have  known  that  a 
psychiatrist  employed  in  one  of  our  State  in- 
stitutions had  no  license  to  practice  medicine 
in  the  State  of  West  ^'irginla  and  that  he  had 
been  refused  a license  by  our  State  Board  of 
Examiners  on  more  than  one  occasion. 

With  regard  to  the  allegation  that  certain 
members  of  our  profession  desire  to  obtain 
control  of  the  appointments  of  the  state  in- 
stitutions, I would  like  to  inquire  what  pos- 
sible selfish  interest  a man  would  have  in  any 
such  proposition,  unless,  perchance  he  hap- 
pened to  be  a politician  aspiring  to  some  im- 
portant state  office.  When  The  West  Vir- 
ginia State  Medical  Association  advocates 
medical  supervision  of  state  Institutions,  we 
are  searching  for  a plan  whereby  the  stan- 
dards of  our  institutions  can  be  ele;vated  and 
the  quality  of  their  service  improved.  The 
most  that  could  be  expected  through  super- 
vision by  the  State  Health  Council  would  be 
a very  gradual  improvement  in  medical 
methods  and  in  personnel.  The  salaries  which 
are  paid  by  the  State  to  the  heads  of  these  in- 
stitutions and  to  their  staffs  are  so  low  that  it 
would  be  very  difficult  indeed  to  find  many 
men  of  better  training  or  greater  aptitude  who 
would  be  willing  to  accept  the  positions.  It 
might  be  possible  to  re-arrange  the  hospital 
facilities  so  as  to  require  only  a few  highly 
trained  psychiatrists,  as  suggested  by  the 
Medical  Economics  Committee.  This  might 
be  accomplished  by  centralizing  the  diagnostic 
and  treatment  work  at  one  point  and  referring 
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patients  requiring  only  custodial  care  to  other 
institutions.  Thoroughly  trained  psychiatrists 
personally  adaptable  to  institutional  life  are 
hard  to  find.  It  might  be  necessary  to  go 
beyond  the  confines  of  our  State  for  some  of 
the  material. 

There  are  many  other  subjects  of  medical 
interest  which  might  properly  claim  our  atten- 
tion at  the  present  time.  It  would  be  of  in- 
terest to  discuss  the  medical  care  and  hospital- 
ization of  the  indigent.  This  should  be  pro- 
vided for  through  taxation.  TJie  medical 
profession  has  been  carrying  this  self-imposed 
philanthropy  for  so  long  a time  that  the  gen- 
eral public  has  come  to  feel  that  it  is  the 
Doctor’s  duty  to  render  free  service  to  the 
poor.  Properly  considered  it  is  the  obliga- 
tion of  the  entire  community.  No  other  pro- 
fession is  called  upon  to  carry  such  a load. 

* * * * 

I have  one  thing  to  say  about  quackery.  At 
the  present  time  it  is  possible  for  a rank  faker, 
as  for  instance,  a man  who  claims  to  cure  can- 
cer with  a private  formula,  to  practice  his  ne- 
farious business  beyond  the  reach  of  the  law, 
if  he  is  able  to  persuade  a licensed  physician 
to  lend  his  name  and  assistance  to  the  plan. 
Unfortunately,  it  is  usually  possible  to  enlist 
the  assistance  of  a licensed  practitioner  for  a 
consideration.  Under  our  present  law,  it  is 
not  possible  to  revoke  the  license  of  a doctor 
who  lends  himself  to  such  a scheme.  The 
medical  practice  act  should  be  so  amended 
that  it  would  be  possible  to  revoke  the  license 
of  any  physician  willing  to  prostitute  himself 
in  this  manner. 

* * * ♦ 

Another  subject  of  considerable  interest  to 
me  is  the  growing  tendency  of  the  state  and 
county  boards  of  health  to  encroach  upon  the 
fields  of  the  private  practitioners  and  the  pri- 
vate clinical  laboratories.  In  the  growth  and 
evolution  of  the  various  health  departments 
there  is  a strong  tendency  towards  State  Med- 
icine. I feel  very  strongly  that  the  activities 
of  the  health  deparment  should  be  restricted 
to  problems  of  public  health,  sanitation  and 
communicable  diseases.  Any  Infringement 


upon  the  proper  domain  of  the  private  prac- 
titioners should  be  discouraged. 

* 5)5 

The  abolition  of  our  state  miners  hospitals 
is  another  subject  that  might  well  command 
our  attention.  It  is  my  personal  belief  that 
there  is  no  justification  for  operating  these 
hospitals  through  state  appropriations.  These 
institutions  have  outlived  their  usefulness  for 
the  particular  purpose  for  which  they  were 
intended.  At  this  time,  when  our  State 
treasury  is  empty  and  embarrassed  by  over- 
whelming debts,  the  appropriation  of  state 
funds  for  the  state  miners  hospitals  is  ill  ad- 
vised. The  injustice  of  such  appropriations 
is  evident  when  we  consider  the  number  of  ' 
first  class  hospitals  in  our  State  which  main- 
tain charity  services  with  little  or  no  financial 
assistance  from  the  state. 

^ jf:  ^ 

This  is  an  era  of  rapidly  changing  ideas  and 
ideals.  It  is  good  for  us  to  come  together  for 
these  annual  meetings  and  discuss  our  prob- 
lems. The  subjects  which  I have  discussed  f 

in  this  paper  are  not  new,  but  every  one  of  I 

them  is  of  vital  interest  and  importance  to  the  * 

members  of  our  profession.  It  is  well  for  us 
to  consider  them  carefully,  decide  for  our-  ^ 

selves  what  is  the  right  and  honest  course  to  < 

pursue.  We  are  not  good  politicians.  We  « 

are  not  able  to  push  medical  bills  through  the 
legislative  mill.  However,  the  weight  of  our 
united  opinion  is  powerful,  and  I have  the 
conviction  that,  standing  together,  deciding 
our  problems  honestly  and  unselfishly,  the 
moral  influence  of  our  profession  will  be  suf- 
ficient to  accomplish  a satisfactory  solution  for 
any  of  our  numerous  medical  problems. 


BIRTH  INJURIES 

“At  least  60,000  crippled  children  in  the  United 
States  are  the  victims  of  injuries  to  the  brain  at 
birth.  'J'he  fate  of  these  children  is  tragic  because 
they  arc  handicapped  in  their  endeavors  to  learn  and 
to  express  themselves,”  writes  Dr.  WTithrop  M. 
I’helps  in  ‘AN  hat  Can  Be  Done  for  the  Birth  In- 
jured r”  an  article  appearing  in  the  May  Ilygciti. 
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GASTRIC  SYPHILIS* 

'J'HK  PRESKNT  STA'I'US  OF  OUR  KNOWLEDGE,  HASEI)  ON  A 
SURVEY  OF  'I'HE  RECEN'E  LEl'ERATURE 


By  ^\'AL•^ER  E.  Vest,  A.  B.,  M.  D.,  F.  A.  C.  P. 

II lOitingtOHy  H est  ]'irginia 


P^istorical:  It  is  now  ninety-eight  years 

since  Andral  rtrst  described  two  cases  of 
what  he  believed  to  be  syphilis  of  the  stomach. 
He  based  his  diagnosis  on  the  observations 
that  his  patients  were  known  syphilitics,  that 
they  had  severe  gastric  symptoms,  and  that 
they  were  relieved  by  the  administration  of 
mercury  and  iodide.  Following  this  there 
was  an  occasional  reference  to  the  subject,  but 
the  next  epoch-making  contribution  was  that 
of  Chiari  in  1891.  He  reviewed  the  litera- 
ture and,  insisting  upon  a diagnosis  on  the 
histological  picture  only,  rejected  all  reported 
cases  except  seven.  He  added  two  cases  to 
the  seven  which  he  considered  authentic  and 
based  his  contribution  on  243  autopsies  on 
fiersons  dying  from  syphilis.  Of  these  145 
were  congenital  cases  and  98  acquired,  each 
group  furnishing  one  case.  While  occasional 
references  are  found,  no  further  step  forward 
was  taken  until  1907  when  Pater  discussed 
the  subject  and  noted  it  as  the  causative  factor 
in  a case  of  pyloric  stenosis,  the  hrst  time  this 
observation  had  been  made. 

With  the  more  general  use  of  the  roentgen 
ray  as  a diagnostic  agent  and  the  development 
of  the  Wassermann  reaction,  references  to 
gastric  syphilis  began  to  multiply  until  now 
they  are  very  common,  the  Quarterly  Cumu- 
lative Index  for  the  years  1930-31  recording 
a total  of  69  articles.  Of  these  19  are  in 
English,  17  in  French,  10  in  German,  8 in 
each  Italian  and  Russian,  5 in  Spanish  and 
one  in  each  Polish  and  Portugese.  Of  the 
articles  in  English  1 5 were  published  in 
America,  2 in  Great  Britain  and  one  in  each 
Australia  and  India.  The  final  step  In  proving 
the  actual  existence  of  the  condition  came  in 

■*Recad  before  the  Cabell  County  Medical  Society,  Huntington,  W. 
Va..  December  8.  1932. 


1922  when  McNee  demonstrated  spirochaeta 
pallida  in  a gastric  lesion.  Curiously  enough, 
however,  this  case  was  not  recognized  in  life, 
death  resulting  from  perforation  while  the 
patient  was  under  observation  and  a Wasser- 
mann reaction  had  not  been  done.  During 
the  past  year,  Seale  Harris,  Jr.,  worthy  son  of 
a distinguished  sire,  has  demonstrated  trepo- 
nema pallidum  in  a gastric  specimen  removed 
at  operation.  Until  the  past  decade  the  diag- 
nostic standard  had  been  the  microscopic 
picture  and  the  actual  number  of  accepted 
cases  had  been  small,  but  since  McNee  actual- 
ly demonstrated  the  presence  of  the  spiro- 
chaete  clinical  diagnostic  criteria  have  been 
determined  by  the  work  of  Eusterman,  Le- 
wald.  Carmen,  Stokes,  Herman,  and  others 
until  now  many  more  cases  are  recognized 
than  formerly.  However,  the  diagnosis  in 
many  of  the  cases  recently  reported  certainly 
cannot  be  considered  proven. 

Incidence: — Actual  organic  syphilitic  le- 
sions of  the  stomach  must  be  very  rare  when 
we  consider  the  total  number  of  people  who 
suffer  from  digestive  symptoms  and  the  total 
number  of  luetics.  Obviously  it  is  one  thing 
to  have  syphilis  and  digestive  symptoms  and 
quite  another  to  have  digestive  symptoms  due 
to  intrinsic  gastric  syphilis,  so  much  does  the 
stomach  reflect  symptomatically  pathology 
elsewhere  In  the  body.  Fraenkel  in  forty 
years’  service  as  pathologist  at  Hamburg- 
Eppendorf  found  only  four  cases  in  over  1 0,- 
000  autopsies.  Turnbull  in  the  London 
Hospital  found  only  one  instance  In  3,000 
post  mortems.  Symmers  at  Bellevue,  in 
4880  autopsies,  314  of  which  were  upon 
known  luetics,  found  only  one  case.  Schles- 
inger  reports  386  autopsies  on  known  syphil- 
itic bodies  with  definite  gastric  involvement  in 
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only  two.  Smithies  in  analyzing  7,545 
“dyspepsias”  decided  clinically  that  in  26  of 
them  gastric  syphilis  was  present.  Moore 
and  Aurelius  in  a series  of  243  patients  with 
a clinical  syndrone  suggesting  gastrolues, 
made  a positive  diagnosis  in  87  cases.  Hill 
analyzing  the  records  of  the  Charity  Hospital, 
New  Orleans,  for  the  ten  years  following 
January  1,  1919,  found  that  out  of  209,000 
admissions  19%  had  evidence  of  syphilis. 
During  this  period  228  cases  had  stomach 
complaints  in  which  actual  gastric  lesions 
were  demonstrated  either  by  x-ray,  at  opera- 
tion, or  at  autopsy.  Of  these  22  presented 
strong  evidence  of  syphilis,  2 1 were  Wasser- 
mann  positive  and  the  other  one  had  a positive 
history  and  concomitant  manifestations  of  the 
disease.  Follow  up  and  further  analysis 
of  this  group  showed  the  following:  Three 

cases  were  proven  histologically  to  be  gastric 
cancer  5 five  others  from  the  clinical  outcome 
were  believed  to  be  cancer  j six  were  chronic 
gastric  ulcer  with  associated  syphilis  j two  were 
ulcer  “affected  by  syphilis”  as  judged  from 
symptoms  and  therapeutic  response^  five  were 
definitely  diagnosed  as  gastric  syphilis,  and 
one  did  not  return  for  observation  and  treat- 
ment. Out  of  35,000  consecutive  admis- 
sions to  the  wards  at  Emory  University,  Fitts 
found  eight  authentic  cases,  an  incidence  of 
one  in  4,750  admissions.  Singer  and  Meyer 
at  Cook  County  Hospital  found  at  operation 
during  six  years’  observation,  four  cases  which 
were  histologically  syphilis  although  in  5,000 
consecutive  autopsies  covering  approximately 
the  same  period  no  case  was  found.  Stokes 
places  the  incidence  among  all  syphilitics  at 
approximately  six  per  thousand  and  in  200 
syphilitic  patients  whose  chief  complaint  was 
stomach  trouble,  8 had  actual  luetic  involve- 
ment of  the  stomach  and  12  had  non-luetic 
ulcer.  O’Leary  states  that  less  than  .3%  of 
all  syphilitic  patients  seen  at  the  Mayo  Clinic 
have  a structural  gastric  involvement. 

Race  incidence  has  not  been  well  worked 
out.  Of  Eustermann’s  93  cases  only  one  was 
colored,  but  Harris  and  Youmans,  at  the 
Vanderbilt  Clinic,  report  seven  cases  of  which 
only  one  was  white.  In  Hill’s  series  of  228 


demonstrated  gastric  lesions,  1 03  were  colored 
and  124  white.  Of  the  22  among  them  who 
were  proven  syphilitics,  17  were  colored  and 
5 whiter  or,  in  other  words,  with  a demon- 
strable gastric  lesion,  in  a white  man  the 
chances  are  1 in  25  that  syphilis  is  a cause  or 
a complication,  whereas  in  a Negro  the 
chances  are  one  in  six.  Galloways  says  the 
condition  is  frequent  in  China.  Eusterman 
states  it  is  most  common  in  Russia,  and  after 
that  country  in  probable  frequency  come 
France,  Austria,  Germany  and  England  in 
the  order  named. 

Sex  incidence  is  probably  about  as  in 
syphilis  generally  which  is  usually  put  at  3 
males  to  1 female.  In  Eustermann’s  series 
65  or  70%  were  men.  All  Fitts’  eight  cases 
were  males.  However,  Stokes  says  there  is 
no  absolute  sex  predominance.  Age  incidence 
is  important  because  of  its  bearing  in  diag- 
nosis. Generally  speaking  the  great  bulk  of 
the  cases  fall  between  20  and  50,  the  large 
group  being  found  in  the  thirties,  or  in  the 
fourth  decade  of  life.  Of  the  87  positive 
cases  reported  by  Moore  and  Aurelius,  41  or 
44%  fell  within  this  age  group,  and  67  or 
77%  within  this  and  the  succeeding  decade. 
The  youngest  in  the  series  was  20  and  the 
oldest  60.  Eusterman  reports  the  average 
age  as  36,  whereas  the  average  for  ulcer  is  45 
and  for  cancer  54.  From  these  statistics  one 
may  conclude  then  that  of  hospital  admissions 
generally  about  one  in  30,000  has  an  organic 
luetic  lesion  of  the  stomach;  that  one  in  300 
of  those  giving  stomach  trouble  as  a chief 
complaint,  has  such  an  involvement;  that  the 
masculine  gender  Increases  the  chances  three 
to  one  and  age  between  30  and  50  four  to  one. 
Singer  and  Meyer  believe  that  the  diagnosis 
can  be  made  more  often  at  operation  than  at 
autopsy,  and  basing  the  diagnosis  on  clinical 
grounds,  that  gastrolues  is  much  more  com- 
mon than  has  been  heretofore  believed.  1 hey 
hold  that  there  is  a tendency  to  spontaneous 
recovery  with  scarring  and  contraction  and 
that  many  of  the  stomachs  which  at  autopsy 
show  scarring  so  old  that  the  definite  cause 
cannot  be  assigned  by  histological  study, 
really  represent  the  end  results  of  treponemal 
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invasion.  They  compare  our  present  concep- 
tion of  this  condition  to  the  opinion  formerly 
held  about  duodenal  ulcer  before  the  clin- 
ician, the  roentgenologist  and  the  surgeon 
demonstrated  its  frequency  to  the  pathologist. 
K\  erything  considered,  it  is  probable  that  the 
condition  is  rare  although,  if  we  may  accept 
clinical  diagnostic  standards,  much  more 
common  than  has  generally  been  believed, 
and  certainly  syphilis  shouki  be  considered  as 
a possible  factor  in  every  chronic  digestive 
condition  presenting  itself  for  study. 

Pathology : — Just  what  the  exact  intra- 
gastric  picture  is  in  early  syphilis  nobody 
seems  to  know.  Certainly  in  the  febrile  type 
the  gastro-intestinal  tract  shows  many  symp- 
toms, but  probably  not  more  than  in  other 
acute  febrile  diseases,  notably  influenza  and 
pneumonia.  Most  observers  believe  that  a 
syphilitic  infection  depresses  gastric  secretion 
and  Smith  suggests  that  this  phenomenon  may- 
be part  of  a generalized  gastritis  due  to  a 
spirochetal  toxin  rather  than  a localized  le- 
sion of  the  gastric  wall,  but  adds  that  the  lack 
of  mucus  in  the  gastric  contents  throws  doubt 
upon  such  a hypothesis.  Neugebauer  thinks 
the  hypoacidity  is  due  to  changes  in  vagus 
tone  rather  than  to  actual  organic  mucosal 
changes,  or  possibly  is  an  allergic  phenom- 
enon. Rosin  believes  that  the  gastric  mucous 
membrane  shows  the  same  changes  as  are 
found  in  the  mouth  and  pharynx  during  the 
secondary  stage,  but  Wile  thinks  otherwise 
because  of  the  fact  that  the  treponema  Invades 
squamous  epithelium  much  more  readily-  than 
the  columnar  variety.  Clasen  reports  ero- 
sions and  ulcers  seen  gastroscopically,  Rud- 
neiff  found  at  autopsy  in  the  gastric  mucosa 
in  cases  of  secondary  syphilis  small  cell  masses 
resembling  skin  papillae  and  in  later  stages 
multiple  miliary  gummas  and  scars.  The 
various  pathological  classifications  of  the  le- 
sions found  probably  depend  upon  the  site 
and  extent  of  the  actual  involvement  and  the 
stage  at  which  the  diagnosis  is  made  and  the 
lesion  described.  A motion  picture  of  the 
disease  process  would  probably  show  the  in- 
itial change  in  the  submucosa  with  round  cell 
infiltration  and  edema,  the  Infiltration  of 


plasma  cells  and  eosinophils,  the  presence  of 
multinuclear  giantcells,  perivascular  infiltra- 
tion of  lymphocytes  and  plasma  cells j arter- 
itis and  phlebitis,  at  times  involving  essential- 
ly the  adventitia,  with  a lesser  involvement  of 
the  media;  at  times  involving  more  specif- 
ically the  intima  and  resulting  in  obliterative 
\ astis;  and  at  other  times  showing  a panphleb- 
itis and  a panarteritis.  The  submucosa  is 
thickened  by  the  infiltration  and  by  connec- 
ti\’e  tissue  proliferation,  and  as  this  process 
ad\-ances  and  the  mucosal  blood  supply  is 
interfered  with,  the  mucosal  changes  begin 
with  atrophy  and  reduction  of  the  gastric 
glands  and  the  appearance  of  small  nodules 
and  gummatous  plaques  of  the  lining  mem- 
brane. The  lesions  become  necrotic  and 
erode  due  to  continuing  diminution  of  blood 
supply,  to  trauma  from  food,  and  to  the 
digestive  action  of  the  gastric  juice,  leaving 
ulcerated  areas  larger  than  those  seen  in 
simple  chronic  gastric  ulcer,  and  with  a 
greater  tendency  to  be  multiple.  Luria  says 
this  ulceration  differs  from  the  simple  ulcera- 
ti\-e  process  in  that  in  the  latter  condition,  the 
necrosis  occurs  primarily  without  previous  in- 
filtration. The  luetic  ulcers,  most  often  on 
the  lesser  curvature,  usually  have  irregular 
serplgenous  borders  and  firm,  smooth  bases, 
with  demonstrable  thickening  of  the  stomach 
wall  extending  for  some  considerable  distance 
from  the  ulcer  itself,  and  in  resected  speci- 
mens a fibrinous  network  is  found  over  the 
floor  of  the  ulcer.  While  the  origin  of  the 
lesion  is  in  the  submucosa,  it  extends  in  both 
directions.  There  is  dense  connective  tissue 
formation,  rich  in  collagen  fibers,  and  there 
are  extensions  of  connective  tissue  from  the 
submucosa  accentuating  the  septa  in  the  mus- 
cular layer.  Miliary  gummata  in  the  sub- 
mucosa have  been  described.  The  muscul- 
arls  is  of  normal  thickness,  but  shows  marked 
round  cell  and  eosinophil  infiltration.  As  the 
condition  progresses,  the  stomach  wall  be- 
comes thicker  and  stiflfer,  showing  a diffuse 
sclerosis  of  the  entire  thickness  of  the  wall 
from  proliferation  of  connective  tissue.  Atro- 
phy of  the  mucous  membrane  is  found  over 
areas  which  had  not  been  ulcerated,  and  in 
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further  advanced  cases  contraction  of  the 
fibrous  tissue  gives  rise  to  hour-glass  contrac- 
tion or  pyloric  stenosis,  depending  upon  the 
location  of  the  lesion.  The  typical  classic 
gumma  consisting  of  three  characteristic 
layers,  ( 1 ) an  inner  caseous  centre  of  coagu- 
lative  necrosis,  (2)  a middle  zone  of  fibrous 
tissue  with  a limited  number  of  recently  pro- 
liferated and  infiltrated  cells,  and  (3)  an 
outer  layer  of  younger  granulation  tissue  rich 
in  inflammatory  elements,  is  rarely  seen.  In- 
stead are  found  circumscribed  foci  of  granula- 
tion tissue  densely  infiltrated  with  inflamma- 
tory cells,  but  Jacking  the  central  necrosis  en 
masse.  This  feature  probably  represents  a 
difference  in  local  response  by  the  stomach  to 
spirochetal  invasion  as  compared  with  such 
organs  as  the  brain,  liver  and  testicle  where 
the  classical  gumma,  the  gummigeschwulst 
described  by  German  pathologists,  is  found, 
and  analogous  to  the  response  seen  in  the 
aorta  and  in  the  periosteum  where  the  classi- 
cal gummigeschwulst  is  rarely  seen.  Of  the 
literature  consulted  in  the  preparation  of  this 
paper,  only  one  case  report  showed  a close 
approach  to  classic  macroscopic  gumma,  that 
of  Graham  who  resected  a stomach  containing 
an  unbroken  nodule  about  the  size  of  a hickory 
nut,  which  upon  section  show^ed  the  character- 
istic three  layer  formation.  As  to  the  loca- 
tion of  the  lesion,  there  seems  to  be  a predis- 
position to  the  prepyloric  area.  In  Moore’s 
series  70 were  in  this  region,  22%  median, 
and  8%  diffuse.  In  the  late  stages,  Bau- 
mecker  describes  the  gastroscopic  appearance 
as  a rigid  shrunken  stomach  with  gummas  and 
atrophy  of  the  mucous  membrane. 

Symptomatology : — The  symptoms  are  like 
the  symptoms  of  syphilis  elsewhere,  manifold 
and  at  times  bizarre.  Rarely  do  they  fall 
into  one  of  the  classical  gastro-intestinal  symp- 
tom pictures,  so  much  so  that  atypical  group- 
ing of  symptoms  suggests  a possible  luetic 
background.  Of  course  the  symptoms  in  a 
given  case  depend  largely  upon  the  stage  of 
the  disease  and  the  type,  location  and  extent 
of  the  involvement.  One  characteristic  of 
practically  all  symptoms  present  in  a given 
case  is  that  they  are  progressive  and  the  clin- 


ical course  is  severe.  Bockus  and  Banks  class- 
ify four  groups: — (1)  Cases  resembling  gas- 
tric ulcer 5 (2)  Cases  resembling  gastritis  and 
acholorhydriaj  (3)  Cases  resembling  gastric 
cancer j and  (4)  Retention  cases.  Euster- 
man  describes  three  groups.  The  first, 
which  might  be  termed  the  gastritis  group, 
consisting  of  63%  of  the  total  number,  had 
epigastric  pain  or  discomfort  coming  on  im- 
mediately postcibal  from  the  onset  of  symp- 
toms. Increase  in  the  solidity  of  food,  or  of 
the  amount  of  either  food  or  fluids  caused  a 
proportionate  increase  in  the  discomfort. 
There  was  a definite  progression  in  the  sever- 
ity of  the  clinical  course.  \’omiting  and  pain 
were  outstanding  features,  but  nausea  and 
anorexia  were  fairly  prominent.  The  second 
group  of  1 5 % he  described  as  the  pseudo- 
cancer type.  The  symptoms  were  gradual  in 
onset  but  showed  definite  characteristic  pro- 
gression. Discomfort,  which  was  slight  at 
first,  showed  inconstant  relief  from  the  in- 
gesticn  of  food  or  alkali.  At  the  onset  there 
was  a definite  time  interval  between  eating 
and  discomfort,  but  later  it  came  on  more 
promptly,  and  as  the  condition  progressed  the 
clinical  picture  gradually  merged  with  that  in 
the  first  group.  The  remaining  22%  he 
describes  as  the  ulcer  type  because  they  ga\'e 
a typical  pain-food-ease  sequence. 

Of  the  individual  symptoms,  pain  is  prob- 
ably the  commonest.  It  is  generally  severe, 
although  rarely  merely  a sensation  of  dis- 
comfort, and  progressive  in  severity.  At 
times  it  is  boring  or  gnawing  and  at  other 
times  cramping,  l^sually  eating  accentuates 
and  vomiting  mitigates  or  affords  entire  relief. 
There  is  no  radiation;  it  is  often  worse  at 
night,  and  is  usually  relieved  promptly,  com- 
pletely and  permanently  by  the  use  of  the 
arsphenamines.  \'omiting  is  common  and 
often  severe.  Sometimes  it  comes  on  with 
very  little  preceding  nausea,  but  usually 
nausea  itself  is  a prominent  symptom.  Emesis 
is  less  likely  to  follow  breakfast  than  the  other 
two  meals  and  most  often  follows  the  eve- 
ning meal.  Usually  it  affords  a measure  of 
relief  from  pain,  and  the  vomitus  rarely  con- 
tains blood.  In  the  later  stages  the  patient 
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eats  very  little  before  there  is  a sensation  of 
fullness,  at  times  bursting,  which  is  imme- 
ciiately  relieved  by  \’omitingj  this  being  due 
of  course  to  the  actual  lessened  capacity  and 
the  unyielciing  character  of  the  thickened 
wall.  Anorexia  is  usually  present,  but  at 
times  the  desire  for  food  is  retained,  though 
ingestion  is  avoicied  because  of  the  increase  of 
pain  produced  by  eating.  Weight-loss  is  the 
rule,  but  emaciation  is  marked  only  late  and 
after  prolonged  vomiting.  When  diagnosed, 
the  average  duration  of  symptoms  is  two 
years  and  of  infection  tweK’e  years. 

Physical  Fimlirtgs: — The  physical  exam- 
ination usually  yields  little  of  diagnostic 
\’alue.  Other  signs  of  syphilis,  especially  in 
the  pupils,  teeth,  tongue,  lymphatic  glands, 
bones,  li\'er  and  spleen  should  always  be  look- 
ed for.  Often  tenderness  on  pressure  over 
the  epigastrium  can  be  elicited,  and  a palpable 
tumor  may  be  present.  Eusterman’s  series 
shows  such  a finding  once  in  five  cases  al- 
though other  writers  place  the  incidence  as 
low  as  one  in  six.  In  retention  cases  a suc- 
cussion  splash  is  often  present  and  at  times 
visible  peristalsis  may  be  seen,  especially  when 
emaciation  is  marked. 

Laboratory  Data: — The  laboratory  exam- 
inations are  of  the  utmost  importance.  The 
blood  may  show  two  significant  deviations 
from  the  normal.  Most  authors  stress  the 
finding  of  a fairly  constant  rather  mild  sec- 
ondary anemia,  but  Eusterman  reports  it  as 
present  in  only  1 5 % of  his  cases.  The  Was- 
sermann  reaction  is  almost  constantly  positive. 
Stokes  found  it  so  in  37  out  of  40  cases. 
O’Leary  reports  a negative  finding  in  only 
6%  of  his  series  and  in  73%  a positive  blood 
was  the  only  manifestation  other  than  the 
digestive  picture.  Smithies  found  it  in  all 
his  cases,  but  he  made  a positive  Wassermann 
a definite  diagnostic  requirement. 

The  gastric  analysis  reveals  anacidity  in  an 
overwhelming  majority  of  instances.  Euster- 
man reports  the  presence  of  free  hydrochloric 
acid  in  only  1 5%  of  cases  and  Stokes  in  18%. 
There  are  probably  two  reasons  for  the  lessen- 
ed acidity:  ( 1 ) The  gastritis  with  the  atrophy 
of  the  gastric  glands,  and  (2)  The  rapid 


emptying  time.  The  latter  would  appear  to  be 
(juite  a factor  inasmuch  as  the  majority  of  the 
retention  cases  show'  free  acidity,  some  of  them 
with  a fairly  high  reading.  In  the  rare  cases 
showing  free  acid  and  no  retention  the  prob- 
abilities are  that  the  patient  has  simple  peptic 
ulcer  and  concomitant  syphilis  rather  than 
ulcer  due  to  syphilis.  The  quantity  of  con- 
tents recovereci  is  usually  small  owing  to  the 
rapid  emptying,  although  w'hen  pyloric  sten- 
osis is  present,  the  volume  may  be  consider- 
able. Eusterman  reported  gross  retention  in 
24L  of  cases.  Klood  is  rarely  shown  by 
benzidine  and  the  mucus  content  is  normal. 
Lactic  acid  is  absent,  and  Herman  has  ob- 
ser\'ed  that  the  gastric  juice  gives  a positive 
Wassermann  reaction. 

The  stool  show's  nothing  noteworthy  ex- 
cept that  blood  is  rarely  present. 

The  spinal  fluid  in  cases  of  actual  gastric 
in\'olvement  does  not  appear  to  have  been 
very  generally  studied.  At  times  it  may  be 
Wassermann  positive,  but  Stokes  believes  this 
to  be  comparatively  rare  as  he  found  a posi- 
tive reaction  in  only  tw'o  out  of  tw'enty-two 
cases.  He  points  out  in  this  connection  the 
relative  immunity  of  the  central  nervous  sys- 
tem in  the  presence  of  visceral  involvement. 
Eiither  pleocytosis  or  an  increase  in  globulin 
content  bespeaks  an  Invasion  of  the  central 
nervous  system  rather  than  the  digestive, 
although  the  presenting  symptom  complex 
may  be  essentially  gastrointestinal. 

Roentgenologic  Aspects: — The  roentgen 
ray  does  not  furnish  a definite  diagnosis.  It 
does  show,  however,  definite  gastric  involve- 
ment, and  some  of  the  features  are  very  sug- 
gestive. It  is  obvious,  of  course,  that  the 
x-ray  findings  are  of  very  little  significance 
early  and  that  they  become  more  distinctive  as 
the  disease  progresses.  Le  Wald  has  demon- 
strated that  in  cases  with  pyloric  stenosis,  or 
W'ith  dumb-bell  deformity,  there  is  a com- 
pensatory dilation  of  the  esophagus,  com- 
parable to  that  seen  in  cardiospasm  and,  when 
it  has  persisted  for  some  time,  is  comparative- 
ly permanent  even  after  the  original  causative 
factor  has  been  relieved  by  appropriate  treat- 
ment. The  stomach  Is  diminished  in  size. 
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showing  the  so-called  microgastria,  and  there 
is  almost  immediate  evacuation  of  contents. 
The  deformity  is  usually  symmetrical,  involv- 
ing a large  portion  of  the  prepylorus  and  mid- 
stomach, and  at  times  the  lesion  of  the  mid- 
gastric  area  gives  a dumb-bell  appearance. 
Other  instances  show  a small  tubular  stomach 
diminishing  toward  the  pylorus,  at  times  fun- 
nel shaped,  but  this  type  has  no  x-ray  features 
different  from  true  linitis  plastica.  Rarely  is 
there  an  irregular  encroachment  upon  the 
lumen  suggesting  a growth  into  the  stomach, 
and  when  such  cases  are  seen,  the  lesion  is 
usually  more  extensive  than  carcinoma  and 
smoother  in  outline.  The  capds  dilated  be- 
yond its  usual  size  owing  to  a relaxation  of  the 
pyloric  sphincter,  the  so-called  “gaping 
pylorus”.  Under  the  fluoroscope  not  only  is 
the  barium  seen  to  flow  through  the  pylorus 
immediately,  but  the  persistaltic  wave  ends 
at  the  involved  area,  which  shows  no  persis- 
talsis  at  all,  and  the  diseased  gastric  wall 
appears  stiffened  or  with  subnormal  pliability. 
In  only  a small  proportion  of  cases  can  a mass 
be  palpated  corresponding  to  the  lesion  vis- 
ualized under  the  fluoroscope.  Usually  no 
niche,  accessory  pocket  or  typical  incisura, 
classic  signs  of  simple  gastric  ulcer  can  be 
made  out.  The  “gaping  pylorus”  probably 
accounts  in  considerable  measure  at  least,  for 
the  rapid  emptying  time. 

Diagnosis: — We  have  already  traced  the 
development  of  diagnostic  criteria.  The  limit- 
ation of  the  diagnosis  to  only  those  cases 
which  are  proven  by  the  histological  picture 
(;r  by  the  demonstration  of  spirochaeta  in  the 
tissues  certainly  seems  to  be  placing  diagnosis 
under  a restraining  sheet.  We  do  not  limit 
our  diagnosis  of  typhoid  or  rheumatic  heart 
disease  to  only  those  cases  proven  by  the  his- 
tological findings,  but  arrive  at  a conclusion  on 
clinical  grounds.  Why  not,  therefore,  ac- 
cept a clinical  diagnosis  of  gastrolues?  Cer- 
tainly, this  has  been  the  trend  of  the  last  de- 
cade, which  we  might  designate  the  modern 
era  of  gastric  syphilis.  To  arrive  at  a correct 
diagnosis,  the  whole  clinical  picture  must  be 
considered  rather  than  any  one  or  two  pathog- 
nomonic sign-posts.  J'he  history  should  be 


gone  into  carefully  as  well  as  that  of  the 
patient’s  consort,  and  it  is  always  to  be  borne 
in  mind  that  a positive  history  is  of  more  posi- 
tive value  than  is  a negative  history  of  nega- 
tive value.  The  age  is  suggestive  but  the  so- 
called  “cancer  age”  does  not  exclude  syphilis 
and  vice  versa.  The  pain,  the  vomiting  and 
the  steady  progress  of  the  condition  are  char- 
acteristic elements  in  the  history.  Other  evi- 
dence of  syphilis  in  the  patient  is  to  be  looked 
for,  but  when  found  is  only  suggestive.  Of 
O’Leary’s  cases  of  gastric  cancer  and  syphilis 
one  in  six  had  other  clinical  evidence  of 
syphilis,  whereas  only  72%  of  cases  of  gastric 
syphilis  had  objective  findings  other  than  a 
positive  Wassermann.  Smith  makes  the 
statement  that  both  ulcer  and  neoplasm  occur 
in  syphilitics  more  often  than  true  gastric 
syphilis,  but  does  not  give  percentages.  The 
gastric  analysis  is  of  definite  importance  but 
may  fit  in  very  well  with  carcinoma,  except 
possibly  for  the  presence  of  a positive  Wasser- 
mann in  the  gastric  juice,  which  feature  should 
be  worthy  of  further  study.  The  Wasser- 
mann is  of  great  value,  but  it  should  always 
be  remembered  that  a syphilitic  may  have 
cancer,  or  any  other  pathological  entity  for 
that  matter.  In  fact.  Hill’s  comparative 
study  is  very  illuminating.  Of  his  series  of 
228  demonstrated  gastric  lesions  twenty-one, 
or  9.2  Vf  had  positive  Wassermans.  Of  118 
consecutive  lobar  pneumonias  in  the  same 
hospital,  twenty-two,  or  18.67<>  were  Was- 
serman  positive,  and  of  129  stab-wounds, 
thirty-eight,  or  29.4*/  , had  positive  reactions. 

The  roentgen  evidence  is  of  great  import- 
ance, but  while  definitely  proving  an  organic 
lesion  of  the  viscus,  -only  suggests  the  true 
diagnosis.  Of  the  x-ray  signs,  the  most  val- 
uable are  the  esophageal  dilation,  the  sym- 
metry of  the  lesion  in  the  gastric  wall,  the 
microgastria,  the  stiffening  of  the  stomach 
wall,  the  absence  of  persistalsis  in  the  affected 
area,  the  rapid  emptying  and  the  gaping 
pylorus. 

The  general  condition  of  the  patient  should 
be  considered.  Usually  the  anemia  is  less 
marked  and  the  emaciation  not  so  striking  as 
would  be  the  case  if  cancer  had  been  present 
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as  long  as  the  patient’s  symptoms  have  per- 
sisted and  with  as  much  organic  involvement 
as  the  x-ray  shows.  As  Herman  classically 
phrases  it,  “The  stomach  has  cancer,  but  the 
patient  does  not.” 

High  in  the  scale  of  diagnostic  values,  if 
not  indeed  at  the  very  top,  stands  the  thera- 
peutic response,  but  this  is  not  absolute  for 
simple  chronic  ulcers  in  a syphilitic,  and  even 
cancers,  may  show  marked  improvement 
under  specific  treatment.  On  the  other  hanci 
retention  cases  at  times  show  a definite  accen- 
tuation of  symptoms.  But  in  general  terms 
prompt  relief  from  pain  and  vomiting  and 
rapid  general  improvement  follow  treatment, 
especially  the  use  of  the  arsphenamines.  The 
Wasserman  should  diminish  in  intensity  as 
most  case  are  not  Wasserman  fast. 

Given  then  a known  syphilitic  between 
thirty  and  fifty,  with  a progressive  digestive 
syndrome  having  pain  and  vomiting  as  out- 
standing symptoms,  and  showing  anacidity,  a 
positive  blood  Wasserman  and  x-ray  signs 
compatible  with  the  condition,  we  are  safe  in 
assuming  the  diagnosis  provided  there  is  a 
reasonably  prompt  response  to  the  adminis- 
tration of  arsphenamine. 

At  times  the  question  of  surgical  interven- 
tion is  very  acute  and  in  these  instances,  if  the 
x-ray  evidence  points  to  an  operable  lesion 
which  may  be  carcinomatous,  exploratory  op- 
eration is  to  be  advised  because  there  is  less 
danger  to  the  patient  in  early  operation  than 
in  delay  for  the  therapeutic  test. 

Prognosis: — The  outlook,  especially  in  un- 
complicated cases,  is  usually  good,  and  a 
prompt  therapeutic  response  is  to  be  expected. 
Singer  and  Flexner  have  suggested  that  there 
is  a tendency,  at  least  in  many  cases,  to  a re- 
gression and  a spontaneous  recovery.  The 
symptoms  and  the  anemia  clear  up  very 
promptly  and  there  is  a rapid  gain  in  weight, 
but  the  pathological  picture  as  shown  by  x-ray 
is  much  slower  and  is  often  in  fact  permanent. 
In  most  instances  there  is  no  return  of  hydro- 
chloric acid.  Of  Eusterman’s  cases,  36.8% 
were  clinically  cured ^ and  42.5%  more  were 
much  improved;  a total  79.3%  showing 
either  complete  or  almost  complete  relief. 


1U%  showed  no  improvement.  Only  4.3% 
had  a return  of  secretion  of  hydrochloric  acid 
and  all  these  showed  complete  clinical  cure. 
Retention  cases  may  show  an  accentuation  of 
symptoms  under  treatment  due  to  contraction 
of  the  lesion  and  still  further  narrowing  of 
the  gastric  outlet.  Such  cases  usually  clear 
up  promptly  after  suitable  surgical  interven- 
tion. Hemorrhage  is  rare  owing  to  the  fact 
that  the  pathology  obliterates  so  many  of  the 
blood  vessels.  It  does  occur,  however,  but 
probably  in  those  cases  only  in  which  there  is 
a hepatic  im'olvement  as  well.  Marginal 
ulcer  after  gastroenterostomy  is  exceedingly 
rare;  in  fact  one  author  states  it  is  not  seen. 
I was  able  to  find  one  case  reported,  however, 
that  of  Bradheld  and  Wasudevan.  Perfora- 
tion, also  very  unusual,  has  been  reported  in 
three  cases. 

Treatment:  — The  treatment  of  gastric 
syphilis  is  basically  antiluetic.  No  prepara- 
tory treatment  for  arsenicals  is  necessary  as 
the  Herxheimer  reaction  is  said  not  to  occur 
in  gastrolues,  or  at  least  to  be  very  rare.  It 
is  better  to  begin  on  small  doses  of  arsphena- 
mine and  due  regard  should  be  had  for  proper 
dietetic  adjustment  for  the  individual  patient. 
Hydrochloric  acid  should  be  given  when  there 
is  subacidity,  and  cases  showing  complicating 
abdominal  pathology  of  a surgical  nature, 
such  as  chronic  appendicitis,  gall-stones,  and 
the  like,  will  require  operation  before  there 
is  complete  relief  from  digestive  disturb- 
ances. Retention  cases  may  require  surgery, 
either  resection  or  gastroenterostomy,  depend- 
ing upon  the  findings  in  the  particular  case 
and  the  judgment,  skill  and  experience  of  the 
operator.  When  in  doubt  as  to  whether  the 
lesion  is  cancer  or  lues,  and  assuming  a diag- 
nosis of  cancer  in  an  operable  stage,  resection 
should  always  be  the  procedure  of  choice.  In 
any  instance  prolonged  antisyphilitic  treat- 
ment is  necessary. 

Summary : — 1 . Gastric  syphilis  is  a defin- 
ite clinical  entity,  and  though  rare  is  com- 
moner than  was  formerly  believed. 

2.  The  pathology  is  primarily  submucosal 
infiltration  with  secondary  atrophy  of  the 
mucosa,  ulceration,  atypical  gummatous  for- 
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mation,  thickening  of  the  gastric  wall,  con- 
traction and  scarring.  The  ulcers  are  large 
and  irregular  in  outline,  usually  multiple,  and 
the  most  frequent  site  is  the  lesser  curvature. 

3.  The  symptoms  do  not  conform  to  any 
of  the  classical  digestive  syndromes,  but  usual- 
ly show  an  atypical  grouping  with  pain  and 
vomiting  in  the  foreground  of  the  clinical 
picture,  and  all  symptoms  tend  to  become 
progressively  worse.  Palpable  tumor  is  rare. 

4.  The  blood  Wassermann  is  almost  con- 
stantly positive  but  the  fluid  Wasserman  rare- 
ly so. 

5.  The  test  meal  shows  small  volume  and 
anacidity  except  in  retention  cases.  Blood, 
lactic  acid  and  excessive  mucus  are  practically 
always  absent,  and  the  gastric  juice  may  show 
a positive  W^assermann  reaction.  The  anacid- 
ity is  usually  permanent  regardless  of  symp- 
tomatic cure. 

6.  The  roentgen  ray  shows  the  lesion 
usually  prepyloric  or  in  the  midstomach,  with 
dilatation  of  the  esophagus  when  there  is 
definite  contraction  of  the  stomach  or  pylorus, 
miscrogastria,  symmetrical  involvement,  at 
times  dumb-bell  deformity,  at  others  narrow- 
ing or  funnel  stomach,  rapid  emptying,  lack 
of  persistalsis  in  the  affected  area,  stiffening 
of  the  stomach  wall,  and  a gaping  pylorus. 

7.  The  diagnosis  should  be  based  on  clin- 
ical criteria  rather  than  upon  the  microscopic 
picture.  This  should  include  the  complete 
clinical  picture  rather  than  any  one  or  two 
features.  To  be  considered  are:  (a)  History, 
especially  of  progressive  severe  stomach  dis- 
turbance; (b)  Age  usually  earlier  than  aver- 
age for  ulcer  or  cancer;  (c)  Concomitant  stig- 
mata of  syphilis;  (d)  Anacidity;  (e)  Positive 
Wasserman  in  blood  and  gastric  juice  but 
rarely  in  the  spinal  fluid;  (f)  x-ray  findings 
of  the  actual  gastric  involvement;  and  (g)  A 
reasonably  prompt  therapeutic  response. 

8.  The  prognosis  is  usually  good  but  in 
retention  cases  treatment  may  aggravate  the 


picture.  Hemorrhage  is  rare  and  perfora- 
tion exceedingly  so. 

9.  Treatment  is  primarily  specific.  Suit- 
able diet  and  hydrochloric  acid  should  be 
given.  The  Herxheimer  phenomenon  is  so 
rare  that  it  may  be  disregarded  and  arspehana- 
mine  used  as  soon  as  the  diagnosis  is  estab- 
lished. Prolonged  antiluetic  treatment  is  re- 
quired. In  retention  cases  surgery,  either  re- 
section or  gastroenterostomy,  may  be  neces- 
sary. If  cancer  has  not  been  excluded  and 
the  lesion  is  operable,  resection  should  be 
done. 


MATERNITV  DEATH  RATE 

“The  advance  of  modern  obstetric  knowledge 
along  three  principal  lines,  together  with  the  gradual 
improvement  in  feminine  physique,  is  the  reply  to 
the  medical  profession  to  the  challenge  that  the 
United  States  has  too  high  a maternal  mortality  rate 
and  the  general  question  as  to  what  is  being  done  to 
reduce  it.” 

This  opinion  of  the  late  Dr.  John  Whitridge 
Williams,  who  was  obstetrician-in-chicf  of  Johns 
Hopkins  Hospital  for  more  than  a quarter  century, 
is  advanced  by  Aldine  R.  Bird  in  an  article  in  the 
Maj'  Hygeia,  entitled  “Progress  of  Obstetric  Knowl- 
edge in  America. 

The  part  the  medical  profession  has  taken  in  the 
general  effort  to  reduce  mortality  among  mothers 
has  been  the  progress  of  obstetric  knowledge  and,  as 
summed  up  by  Dr.  3Villiams,  has  been  along  these 
general  lines:  (1)  the  development  of  asepsis,  with 
consecpient  reduction  in  mortality  from  puerperal 
fever;  (2)  the  extension  of  prenatal  care,  and  (3) 
improvement  in  operative  technic,  made  possible  by 
anesthesia  and  asepsis. 

Prenatal  care  has  contributed  much  to  the  prog- 
ress already  made  in  reducing  the  mortality  rate. 
At  the  present  time  the  doctor  knows  before  the  birth 
of  a child  whether  that  birth  will  be  normal.  If  the 
child  will  be  too  large  for  normal  delivery,  a cesarean 
operation  can  be  performed  with  a minimum  of  risk. 
4'he  development  of  asepsis  is  perhaps  the  most  sig- 
nificant advancement  in  modern  obstetric  knowl- 
edge, for  it  reduces  or  eliminates  the  danger  from 
septic  or  blood  poisoning. 
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BILATERAL  DOUBLE  KIDNEY  WITH 
DUPLICATION  OF  URETERS* 


By  T.  JuD  McIJee,  M.  D., 
311  Mouongahela  Bldg. 
MorgautOTxn,  West  Va. 


^^LixiCAL  research  and  investigation  in  re- 
cent years  far  surpasses  any  like  period  in 
any  other  century.  With  the  new  clinical 
methods  we  see  the  modern  concepts  of  disease 
processes.  In  this  march  of  progress  each 
department  of  medicine  and  surgery  has  made 
its  way  a little  nearer  the  goal  line,  and  in 
this  march  of  progress  Genito-Urinary  Sur- 
gery, or  Urology,  has  at  least  kept  pace. 
Previous  to  the  last  few  years  of  the  last  cen- 
tury that  part  of  man’s  anatomy  below  his 
waist  line  was  known  as  his  private  posses- 
sions. Now  with  our  lighted  diagnostic  in- 
struments it  is  known  as  the  “Great  White 
Way”.  In  the  past  few  years  the  introduc- 
tion of  pyelography  has  again  advanced  and 
refined  our  diagnosis  and  treatment. 

The  anatomically  perfect  and  the  structur- 
ally correct  are  found  only  in  the  story  book 
and  the  pride  of  mothers’  love.  Anomalies 
of  the  various  parts  of  the  body  are  not  infre- 
quent, but  with  the  exception  of  the  spine,  the 
genito-urinary  tract  is  most  often  the  seat  of 
anatomic  variation.  One  of  the  rather  fre- 
quent anomalies  of  the  genito-urinary  tract  is 
that  of  double  kidney  with  duplication  of 
renal  pelves  and  of  the  ureters.  While  two 
of  the  rare  conditions  found  are  unilateral 
fused  kidney  of  which  there  are  seven  on 
record  and  second  a true  supernumerary  kid- 
ney of  which  there  are  30  on  record.  Young 
and  Davis'  state  that  the  condition  of  double 
kidney  and  ureter  is  not  so  rare,  but  that  the 
recognition  of  the  condition  is  extremely  rare. 
They  believe  that  anomalies  of  the  kidney 
and  ureter  are  much  more  frequent  than  is 
generally  appreciated  and  that  among  such 
kidneys  a relatively  large  number  show  actual 
disease.  Since  it  is  known  that  such  anom- 

*Rcad before  the  Pittsburgh  Urological  Society.  February,  1933. 


alies  are  particularly  susceptible  to  disease  it 
would  seem  logical  that  a fair  percentage 
present  themselves  for  examination. 

In  going  o\-er  the  literature  I find  no 
clearer  classification  than  that  collected  and 
presented  in  1932  by  Lintz^  from  whom  I 
quote  freely  in  this  presentation. 

In  the  condition  known  as  complete  dupli- 
cation of  the  ureters  there  are  separate  blad- 
der orifices  for  each  ureter  with  the  ureters 
running  from  the  pelves  to  the  bladder.  In 
the  incomplete  form  of  duplication  there  is 
union  of  the  duplicated  ureters  somewhere 
between  the  emergence  from  the  pelves  and 
the  entrance  into  the  bladder.  The  pelves 
seldom  ever  communicate  with  each  other. 
There  is  always  a certain  amount  of  renal 
parenchyma  between  the  pelves.  The  size  of 
pelvis  has  a direct  relationship  to  both  the 
superior  and  the  inferior  calices  and  the  lower 
is  nearly  always  the  larger.  When  the  two 
renal  pelves  have  separate  paths  of  drainage 
the  duplication  may  be  said  to  be  anatomically 
complete. 

It  is  quite  frequently  found  that  the  two 
ureters  starting  off  from  the  two  pelves  may 
join  at  the  upper,  middle  or  lower  thirds  like 
a Y.  These  points  of  joining  are  frequently 
the  points  of  crossing  of  the  ureters  which  is 
usually  near  the  brim  of  the  pelvis.  Several 
cases  are  found  where  the  ureters  are  lying 
parallel  and  enclosed  in  a common  sheath. 
In  the  literature  we  find  reported  one  case  of 
five  ureters  and  one  case  of  six. 

A long  narrow  kidney  is  suggestive  of  a 
double  kidney.  With  no  calices  projecting 
below  the  line  of  the  ureteropelvic  junction  a 
double  kidney  is  always  a possibility.  It  is 
found  rather  more  frequently  in  the  female. 
Mauclaire  and  Sejournet^  found  the  ratio  of 
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occurrence  in  females  to  males  to  be  7 to  3. 
Wagner,  Poirier,  and  Bostroem''  in  large 
autopsy  series  found  the  frequency  of  com- 
plete and  incomplete  duplication  of  the 
ureters  to  be  from  three  to  four  per  cent. 
Broadly  speaking  we  can  say  they  are  found 
in  about  5%.  Braasch  and  ScholP  cited  144 
cases  of  duplication  of  renal  pelves  and  ureters 
of  which  thirty  per  cent  were  complete  and 
seventy  per  cent  incomplete.  These  authors 
also  noted  that  37.5  per  cent  of  the  cases  pre- 
sented some  pathology  of  the  urinary  tract. 
Harpster,  Brown  and  Delcher®  in  a review  of 
the  cases  of  duplication  of  the  ureter  in  the 
literature  up  to  1922  found  complete  duplica- 
tion in  58.1  per  cent  of  the  382  cases  reported 
up  to  that  time.  They  believe  that  only  a 
very  few  cases  of  this  condition  are  diagnosed 
pre-operatively,  the  difficulty  being  increased 
when  the  cystoscopic  examination  shows  but 
two  apparently  normal  ureteral  openings  in 
their  usual  positions. 

Papin  and  Eisendrath^  pointed  out  that 
the  ureter  belonging  to  the  upper  pelvis  al- 
ways ends  lower  and  more  mediad.  In  addi- 
tion, they  state  that  when  there  are  two 
ureters  from  one  kidney  there  are  always  two 
pelves  on  that  side — no  case  has  ever  been 
shown  to  be  otherwise.  I found  this  to  be 
true  in  the  two  of  my  cases  pyelographed. 
Bugbee  and  Losee®  held  that  the  presence  of 
a double  ureter  means  the  existence  not  only 
of  two  pelves  but  also  of  two  physiologically 
separate  kidneys  on  the  side  involved,  al- 
though these  may  be  fused  anatomically  to 
represent  a single  organ.  Braasch  and 
Scholl®  were  of  the  opinion  that  hydrone- 
phrosis is  the  most  common  pathological  com- 
plication of  duplication  of  the  ureters.  They 
believed  that  this  is  most  probably  due  to  the 
fact  that  there  is  ureteral  obstruction  in  the 
region  of  the  junction  of  the  two  ureters  in 
incomplete  duplication. 

I'hompson  found  that  the  combined  capac- 
ity of  the  pelves  in  double  kidney  may  be  less 
than  that  of  a single  normal  pelvis.  In  such 
cases  the  gradual  constriction  of  the  normal 
pelvis  may  be  replaced  by  a very  sharp  one, 
making  the  discharge  of  urine  more  difficult. 


He  believes  that  at  times  pain  and  slight 
pyuria  can  be  explained  only  on  the  basis  of 
double  small  pelves  with  reduplication  of 
ureters.  From  the  number  of  cases  of  this 
form  of  anomaly  of  the  urinary  tract  that  are 
cited  one  might  conclude  that  this  condition 
should  be  encountered  not  infrequently  in 
practice.  That  the  diagnosis  is  seldom  made 
is  well  known. 

My  purpose  in  presenting  these  three  cases 
of  double  kidneys  and  ureters  is  to  point  out 
that  with  the  aid  of  newer  laboratory  methods 
this  condition  should  be  diagnosed  more  fre- 
quently. 

In  cases  of  abdominal  or  pelvic  pain  or 
other  symptoms  in  either  sex  not  definitely 
diagnosed  should  be  submitted  to  a complete 
urological  examination  before  any  operative 
procedure  or  discharged  as  no  pathology 
found.  In  each  of  the  three  cases  presonte-d 
I have  prevented  needless  abdominal  opera- 
tions. 

CASE  REPORTS 

Case  1.  Referred  by  Dr.  P.,  June,  1927,  P.  T. 
Z.  Male,  age  51  years,  married;  occupation,  paper 
hanaer.  No  serious  illness,  no  operations.  For 
the  past  three  years  the  patient  has  had  some  dis- 
comfort in  the  right  side  of  the  abdomen.  \\'ith 
pain,  nausea,  vomiting,  and  attacks  of  colic  in  the 
right  ingunal  and  lumbar  region.  The  pain  was 
referred  to  the  region  of  the  bladder,  penis  and  the 
right  testicle  and  down  the  inner  side  of  the  right 
thigh.  4'here  has  been  frequency  and  nocturia. 
No  hemituria.  Occasionally  a small  number  of  red 
blood  cells  and  leucocytes  were  found  in  the  urine. 
J’atient  was  referred  to  me  with  the  information  that 
an  operation  for  appendicitis  was  being  considered 
and  I was  asked  to  rule"  out  any  urological  condi- 
tion. Patient  was  e.xamined  at  my  office  and  im- 
mediately on  filling  the  bladder  with  water  I made 
the  routine  examination  of  the  bladder  and  trigone 
with  the  cystoscope.  'Fhe  ureteral  opening  on  the 
left  side  was  normal  in  size,  shape  and  appearance. 
On  the  right  side  of  the  bladder  where  the  ureteral 
opening  is  usually  found,  I noted  a ureteral  opening 
normal  in  size,  shape  and  appearance.  .-Xbout  one 
cm.  to  the  right  of  this  opening  and  about  one  cm. 
below  there  appearetl  to  be  another  ureteral  <ipening 
normal  in  size,  shape  and  appearance.  A number 
7 catheter  was  passed  up  both  these  openings  with- 
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out  obstructions.  Urine  Howed  from  both  of  them 
which  was  clear  macroscopicalh . Under  the  micro- 
scope centrifuged  urine  showed  a few  blood  cells. 
Function  and  pyelograms  were  not  deme.  I im- 
mediately reported  my  findings  to  the  surgeon  refer- 
ring the  case  and  we  decided  that  no  appendectomy 
should  be  done,  d'his  was  five  years  ago  and  I 
have  had  occasions  to  interview  this  patient  at  var- 
ious times  and  he  savs  that  he  h.as  such  symptoms  as 
reported  above  at  freejuent  intervals.  March  14, 
1933,  I again  interviewed  him  and  his  svmptoms 
are  still  present.  Had  not  a urological  e.xamination 
been  made  this  patient  would  have  had  an  useless 
appendectomy  five  years  ago. 

Case  2.  Record  Number  11,  7 IS,  admitted 
October  22,  1932,  referred  b\  Dr.  P.,  age  15 
vears,  occupation  school  boy,  chief  complaint,  pain- 
less hematuria.  This  patient  had  a previous  admis- 
sion in  February,  1932,  and  after  observation  in 


Case  No.  2.  Pyelogram  and  ureterogram  from  upper 
opening  to  lower  pole. 


bed  for  a few  days  his  painless  hematuria  cleared  up 
and  the  patient  left  the  hospital  without  submitting 
to  a working  up  of  the  case.  Family  history,  father 
and  mother  living  and  well;  no  knowm  hereditary 
diseases  in  the  family.  Past  history  negative  except 
frequent  attacks  of  tonsillitis.  Patient  on  general 


inspection  appearance  indicates  that  his  age  given  at 
1 5 years  is  apparently  correct,  color  of  skin  fair, 
mucous  membrane,  fair,  tongue  not  coated,  heart 
and  lungs  negative.  Patient  gives  a history  of  mild 
attacks  of  painless  hematuria  since  his  former  admis- 
sion eight  months  ago.  In  addition  to  his  hema- 
turia he  has  marked  polyuria. 


Case  No.  2.  Pyelograms  and  ureterogram  from  injec- 
tion 1314%  Sodium  Iodide  in  lower  opening  to  upper 
pelvis. 


On  October  12,  1932,  patient  was  cystoscoped, 
urine  cloudy,  bladder  capacity  300  cc.  There 
were  no  foreign  bodies  or  tumor  masses,  bladder 
mucosa  was  negative,  the  ureteral  orifice  on  the 
right  side  was  normal  in  shape,  location  and  appear- 
ance. On  the  left  side  I noticed  a ureteral  opening 
which  was  normal  in  size,  shape  and  appearance  and 
as  I was  about  to  insert  a catheter  I noticed  another 
depression  about  one  cm.  lower  and  about  one  cm. 
to  the  mesial  line  thereof.  On  close  observation 
these  appeared  to  be  two  ureteral  openings.  I was 
able  to  pass  a number  6 catheter  through  each  ure- 
teral opening  to  the  kidney  without  meeting  any 
obstruction.  Urine  flowed  from  each  opening.  An 
x-ray  catheter  was  left  in  the  right  upper  opening. 
A pyelogram  was  taken,  the  pelves  and  the  calices 
were  well  filled  and  there  was  no  duplication  of  the 
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pelves.  The  kidney  appeared  to  be  a little  longer 
than  the  normal  kidney. 

October  14,  1932  I again  cystoscoped  the  patient 
and  injected  one  cc.  of  indigo-carmine  intravenously 
which  appeared  in  four  minutes  in  the  right  upper 
opening  and  five  in  the  lower.  Using  13J^^  of 
sodium  iodide  I injected  the  lower  opening.  The 


Case  No.  2.  Each  catheter  injected  \3Vz%  Sodium 
Iodide  showing  pyelograms  and  ureterograms. 


pyelogram  showed  a shadow  in  the  upper  pole  in 
the  kidney  shaped  like  a small  elongated  keystone  or 
like  a horse  shoe  nail.  This  I describe  as  a second 
pelvis  in  the  upper  pole  in  a fused  or  a doidde  kidney. 

October  21,1  again  cystoscoped  the  patient  and 
passed  a number  6 x-ray  catheter  up  each  ureteral 
opening  to  the  kidney.  Urine  began  to  flow  from 
each  catheter.  Each  was  injected  with  a 13j4/o 
solution  of  sodium  iodide  which  showed  pyelograms 
such  as  I had  gotten  from  a single  injections  prev- 
iously; also  two  ureterograms.  It  is  my  intention 
to  do  an  intravenous  urography  in  the  future. 

As  this  patient  has  had  frecjuent  tonsillitis  I ad- 
vised and  had  a tonsilectomy  done.  J'hree  months 
have  passed  and  the  patient  has  reported  twice  week- 
ly and  to  date  has  had  no  recurrence. 

Case  3.  Record  Number  13,073,  referred  by 
J)r.  S.  Patient  R.  S.,  age  22,  married,  occupation 


house  wife.  The  patient  had  been  in  the  hospital 
for  two  weeks  with  chief  complaint  as  tenderness 
over  the  right  kidney  anteriorly  and  posteriorly. 
Family  history  negative  and  no  history  of  hereditary 
disease. 

Patient  is  a dark  brunette,  weighing  about  110 
pounds  and  giving  the  impression  of  a long  continued 
illness.  Temperature  runs  from  102  to  104  and 
pulse  around  120,  her  tongue  is  clear  and  she  doesn’t 
appear  to  be  extremely  toxic.  The  urine  is  cloudy 
and  loaded  with  colon  bacillus. 

On  January  16,  19.33,  the  patient  was  cysto- 
scoped, bladder  urine  cloudy,  bladder  capacity  400 
cc.,  no  foreign  bodies  or  tumor  masses.  The  blood 
vessels  were  little  injected,  the  trigone  mucles  were 
more  elevated  than  normal,  at  the  upper  end  of 
each  and  lateraly  there  was  a depression  foUl  or  slit 
on  either  side  which  impressed  me  as  the  ureteral 


Case  No.  3.  Sodium  Iodide  showing  upper 

pole  right  kidney  and  ureterogram. 


openings.  However,  not  being  able  to  see  the  open- 
ing of  a ureter  in  this  slit  or  to  engage  a catheter,  I 
took  a glance  at  the  upper  end  of  each  trigone  and 
there  found  a ureteral  opening  on  either  side  slightly 
smaller  tluin  norimil.  I felt  positively  th;it  I was 
dealing  with  abnormalities  and  that  what  I had  seen 
w:is  double  ureters  on  either  side.  1 catheterized 
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cacti  ureter  successfully.  "I'lie  right  was  clear  but 
showeil  colon  bacillus,  left  negative,  the  function  of 
the  right  kidney  appeared  in  seven  minutes  and  was 
5^  in  20  minutes,  a number  7 x-ray  catheter  was 
passed  to  the  left  kidney  and  exposure  was  made. 
'I'he  right  kidney  appeared  to  be  the  width  of  an 
ordinary  kidney  but  was  between  one-third  and 
one-half  longer.  'I'he  left  kidney  appeared  to  he 
same  size  and  shape  as  the  right  one.  A pyelogram 
was  done  which  showed  a well  defined  calire  in  the 
upper  pole  of  the  right  kidney.  'I'lierc  is  a well 
defined  pelvis  and  curved  to  the  ureter  though  some- 
what smaller  than  usual.  It  was  very  noticeable 
that  the  lower  pole  of  the  right  kidney  showed  no 
sodium  iodide.  I was  impressed  that  I had  a double 
kidney  on  the  right  side  and  probably  on  the  left. 
As  previously  stated  this  patient  was  extremely  ill 


Case  No.  3.  Taken  4%  minutes  after  injecting  Neo- 
ipex  showing  two  definate  pelves  and  calicies  on  both  the 
right  and  left  which  do  not  communicate. 

and  I was  impressed  that  all  of  her  pathology  was 
not  in  the  urinary  tract. 

After  a few  days  observation  on  January  25, 
1933,  patient  was  given  20  cc.  of  neo-iopex  inter- 
avenously,  4j/2  minutes  after  the  beginning  of  the 
injection  exposure  was  made  which  showed  two 
definite  pelves  and  calices  on  either  side  which  did 


not  communicate,  6_J/2  minutes  after  beginning  of 
injection  left  kidney  and  ureters  were  visible,  ureters 
on  the  right  could  be  faintly  seen,  lOj/a  minutes 
after  injection  cystogram  was  beginning  to  form  and 
there  was  absolutely  no  doubt  but  what  there  were 
two  pelves  and  two  sets  of  calices  which  did  not 
communicate  on  either  side  and  two  ureters  on  either 


Case  No.  3.  Taken  16%  minutes  after  injection  Neo- 
ipex  showing  double  right  and  left  pyelograms  and  partial 
double  ureterograms. 

side  which  apparently  are  complete  to  the  bladder 
sixteen  and  a half  minutes  after  injection  the  fourth 
exposure  was  made  which  verified  the  other  ex- 
posures. It  was  my  intention  to  again  inject  the 
patient  with  neo-iopex  and  take  another  series  of 
pictures  but  on  reviewing  the  literature  I found 
many  others  radiograms  published  in  journals  with 
no  better  definition  than  these  already  taken. 

As  stated  above  we  were  impressed  that  the  urin- 
ary tract  was  not  at  this  time  causing  all  of  her  ill- 
ness. On  February  2,  1933  patient  developed  a 
mass  in  mid  right  abdomen  and  the  surgeon  in 
charge  of  the  case  and  I advised  an  immediate  ex- 
ploratory operation.  This  was  done  under  spinal 
anesthesia.  There  was  found  a mass  between  the 
ascending  colon  and  the  belly  wall  at  about  the 
middle  colon,  below  the  liver  an  anterior  to  the 
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kidney  and  some  distance  from  either,  by  blunt  dis- 
section this  was  opened  and  drained.  There  were  no 
other  pathology  found  in  the  abdominal  cavity.  The 
appendix  was  removed,  and  the  patient  made  a slow 
but  gradual  convalescence. 

This  patient  was  advised  to  keep  herself  under 
observation  and  it  is  my  opinion  that  she  is  subject 
to  more  pathology  In  the  urinary  tract. 

Treatment: — In  my  own  three  cases  pre- 
sented here,  case  number  one  has  had  no 
treatment.  I feel  his  symptoms  are  grad- 
ually becoming  worse  and  his  treatment  has 
been  outlined  to  him. 

Case  Number  Two— Has  had  dilatation 
and  lavage  with  improvement.  Also  tonsil- 
lectomy with  improvement. 

Case  Number  Three — Whom  I described 
as  accutely  ill  when  the  diagnosis  was  made, 
has  had  no  treatment.  Her  treatment  will 
be  taken  up  following  her  convalescence. 

In  general  the  treatment  is  dilatation  and 
lavage  with  removing  of  any  obstruction 
found.  Many  of  the  patients  whose  infection 
is  not  too  far  advanced  recover  at  least  tem- 
porarily with  ureteral  dilatation  and  lavage. 
These  individuals  are  patients  that  will  stay 
patients  as  they  have  real  pathology.  The 
radical  treatment  of  course  is  nephrectomy  or 
heminephrectomy.  In  cases  with  pyoneph- 
rosis, calculus,  neoplasm  or  tuberculosis,  the 
treatment  is  obvious  and  simple.  It  is  under- 
stood that  no  one  recommendation  will  suit 
all  cases  as  the  individual  anatomy  of  each 
abnormal  kidney  will  govern  the  operation 
for  that  particular  case. 

Comment :■ — In  earlier  years  most  of  our 
knowledge  of  double  kidneys  and  ureters  was 
gotten  from  the  autopsy  table.  In  the  review 
of  the  literature  I have  been  influenced  to  re- 
flect and  consider  some  of  my  owhUcases.  in 
which  1 was  apparently  .unable  to  find  any 
definite  cause  for  the  symptoms.  I can  now 
feel  that  some  of  these  unaccounted  for  symp- 
toms may  have  been  a congenital  deformity 
of  the  kidneys  or  ureters. 

The  fre(]uency  of  the  occurrence  of  double 
kidney  with  duplication  of  the  ureter  and  the 
very  infre(]uent  diagnosis  made  of  this  condi- 
tion suggests  that  there  is  generally  a nearly 


complete  absence  of  symptoms  that  might  be 
termed  characteristic. 

Where  a history  and  physical  examination 
are  suggestive  of  an  indefinite  disturbance  of 
the  urinary  tract  the  physician  should  consider 
the  possibility  of  double  ureter.  With  the 
introduction  of  intravenous  pyelography  the 
diagnosis  becomes  quite  easy  and  very  certain. 
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CHILD  AND  DOCrOR 

“d  he  relationship  between  the  chiltl  anil  the 
doctor  ought  to  be  a pleasant  experience  for  both, 
and  with  jiroperl)’  directed  cooperation  on  the  part  of 
jiarents,  this  highly  desirable  consummation  is  easy  to 
achieve,”  maintains  Dr.  H.  G.  Hull,  who  writes 
about  “d'he  Child  and  the  Doctor”  in  the  .Ma\ 
1 1 y grift.  It  is  generally  conceded  that  the  most  de- 
sirable contact  can  be  made  in  the  beginning  when 
the  child  is  not  feeling  sick.  Once  the  relationship  is 
established,  there  is  little  difliculty  to  be  expected 
from  performing  the  prophylactic  measures  that  call 
for  a little  more  courage  on  the  part  of  the  child. 


June,  1933 


263 


'J'he  Virginia  Medical  Journal 


CHRONIC  \ KSICULO-l^ROSTATITIS* 


By  J'homas  G.  Reed,  B.  S.,  M.  D. 
Charleston.  W . Va. 


'^HE  object  of  this  paper  is  to  present  a 
subject  of  interest,  not  only  to  those  of  us 
who  are  doing  urology  but  to  the  internist  and 
the  general  practitioner  as  well,  and  the  only 
reason  we  do  not  contend  that  it  is  the  most 
common  disease  is  because  women  do  not  have 
prostates. 

In  this  paper  the  conciition  due  to  the 
various  pyogenic  infections  will  be  considered 
including  those  cases  in  which  an  infection 
persists  after  a gonorrhea  is  cured.  I shall 
also  consider  infections  of  the  vesicles  and 
prostate  as  one  disease,  since  any  condition  in- 
volving the  one  almost  invariably  involves 
the  other. 

The  former  prevalent  belief  that  all  cases 
of  chronic  vesiculo-prostatitis  were  due  to  a 
venereal  disease  has  been  recently  disproven 
by  the  work  of  ^’on  Lackum'*  of  the  Mayo 
clinic.  In  a series  of  cases  he  found  that 
57^ f gave  a history  of  a previous  gonorrheal 
infection  and  that  43  ^ j gave  no  history  of  a 
venereal  disease. 

Causes: — The  causes  of  vesiculo-prostatitis 
may  be  divided  into: 

1 . General  j 

2.  Local  to  the  Genito-L^rinary  tract  j 

3.  Occupational  5 

4.  Sexual. 

1.  General — From  general  diseases  the 
prostate  may  become  infected  following  in- 
fluenza, pneumonia,  typhoid,  septicemia  and 
various  other  diseases,  or  may  become  in- 
fected from  a focus  of  infection  in  the  teeth, 
tonsils,  sinuses,  colon  or  other  foci  of  infec- 
tion. 

2.  Local  to  the  Genito-L'rinary  tract. 

(a)  From  infections  of  the  kidney  and 

bladder.  An  infected  urine  passing  over  the 
prostatic  and  vesicle  ducts  often  leads  to  an 

*Rcad  before  the  Kanawha  Medical  Society  at  Charleston  on  Nov- 
ember 10.  1932. 


infection  of  these  organs  from  the  same  or- 
ganism that  causes  the  infection  higher  in  the 
urinary  tract. 

(b)  Local  diseases  of  the  urethra.  Usually 
following  a gonorrhea  as  it  prepares  the  field 
for  inv^asion  of  other  organisms  w'hich  persist 
long  after  the  gonococci  have  gone,  or  from 
the  so-called  non-specific  urethritis  which  may 
be  chemical  irritation  following  the  use  of  too 
strong  a prophylactic,  or  from  alcohol  follow- 
ing a drinking  bout  of  the  famous  West  Vir- 
ginia “moonshine”  or  home  brew,  or  a simple 
urethritis  caused  by  any  of  the  various  pus 
producing  organisms. 

3.  Occupational. 

When  we  consider  the  tendency  of  the 
present  generation  to  use  the  automobile  for 
practically  all  business  and  pleasure  trips  is 
there  any  wonder  why  we  find  a combination 
of  conditions  we  have  called  for  want  of  a 
better  name  “The  Traveling  Man’s  Disease” 
which  is  a chronic  v^esiculo-prostatitis.  We 
believe  the  continual  riding  in  an  automobile, 
the  vibration  of  the  car,  a full  bladder  and 
irregular  sexual  habits  lead  to  a congestion  of 
the  posterior  urethra  and  prostate.  This  con- 
gestion sooner  or  later  leads  to  an  infection. 

4.  Sexual. 

The  sexual  apparatus  has  been  so  con- 
structed by  nature  to  be  used  in  a normal  and 
regular  manner.  Any  deviation  from  nor- 
mal intercourse  is  likely  to  cause  trouble.  The 
present  economic  disturbance  has  increased 
the  tendency  of  our  generation  to  practice 
some  form  of  birth  control.  Since  there  is  no 
general  knowledge  of  the  proper  contracep- 
tives to  use,  they  practice  what  they  consider 
the  most  simple,  yet  the  most  harmful,  i.e., 
^^coitus  interruptus*\  In  this  there  is  an  in- 
complete relaxation  or  emptying  of  the  pros- 
tate and  vesicles.  This  practice  repeated 
over  weeks  and  months  leads  to  a chronic  con- 
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gestion,  which  in  turn  leads  to  an  infection 
and  impotence. 

The  bacteriology  has  been  well  established 
by  the  recent  work  of  Nickel'  of  the  Mayo 
Clinic.  He  found  the  most  common  organ- 
ism to  be  the  streptococcus,  followed  in  fre- 
quency by  the  staphlococcus,  colon  group, 
micrococcus  and  various  other  organisms.  He 
was  also  able  to  isolate  the  same  organism 
from  a distant  lesion  as  found  in  the  prostate 
and  to  produce  the  same  localization  when 
inoculated  into  animals,  and  this  was  particul- 
arly true  of  a green  producing  streptococcus. 
He  aJ  so  found  that  59%  of  the  organisms 
isolated  from  the  prostatic  and  vesicular  secre- 
tions were  anaerobic.  We  have  made  a rou- 
tine the  past  few  years  of  culturing  our 
patients  to  determine  the  presence  of  a gon- 
orrheal infection,  or  to  determine  if  a case  is 
cured  which  still  has  a prostatic  infection.  We 
have  found  the  staphlococcus  most  often,  fol- 
lowed by  the  colon  group,  streptococcus,  a 
gram  positive  diplococcus,  influenza,  diph- 
theroids and  many  others.  We  have  made 
no  attempt  to  isolate  the  different  strains  or 
to  grow  them  anaerobically  but  it  is  interest- 
ing as  a comparison.  In  passing  I may  add 
that  a few  cases  have  been  reported  of  trich- 
amonas  found  in  the  prostatic  secretion. 

Pathology: — From  the  recent  work  of  Mc- 
Carthy and  his  staff  on  the  pathology  of  the 
seminal  vesicles  we  find  there  is  a definite  re- 
lation between  the  pathology  of  seminal  ves- 
iculitis and  conditions  of  the  bladder  neck, 
posterior  urethra,  verumontanum,  and  pros- 
tate. 

Grossly  the  degree  of  inflammatory  change 
could  not  well  be  determined.  Microscopi- 
cally the  most  common  type  is  an  inflamma- 
tory involvement  of  the  lumen,  mucosa  and 
submucosa  with  very  little  or  no  involvement 
of  the  muscularis  except  possibly  an  hyper- 
trophy and  only  in  those  cases  where  there  is 
marked  adnexal  inflammation  is  there  mus- 
cularis and  perivesicular  involvement. 

Whatever  the  type  the  ejaculatory  ducts 
bear  the  brunt  of  the  attack,  there  being  in- 
volvement of  all  the  layers  with  narrowing 


of  the  lumen,  poor  drainage  and  occasional 
permanent  occlusion. 

Chronic  infections  of  the  prostate  may 
follow  acute  catarrhal,  acute  follicular,  acute 
parenchymatous  inflammations,  or  the  infec- 
tion may  be  insidious  from  the  onset.  Grossly 
the  prostate  shows  changes  in  consistency  j it 
may  be  soft  and  boggy  or  of  a definite  hard- 
ness. The  cut  surface  often  has  a red  tint. 
Turbid  fluid  may  exude  from  the  surface  and 
small  abscesses  may  be  present.  Microscopi- 
cally, the  tubules  may  show  both  perigland- 
ular infiltration  and  proliferation  of  the  epi- 
thelial cells.  In  some  the  lumen  of  the 
tubules  is  filled  with  desquamated  epithelial 
cells  and  polymorphonuclear  leukocytes.  Per- 
iglandular round  cell  infiltration  is  present 
chiefly  in  the  connective  tissue  between  the 
gland  tubules  and  consists  of  mononuclear 
round  cells  and  epitheloid  cells,  although  at 
other  times  dense  collections  of  polynuclear 
round  cells  may  be  present.  Between  areas 
showing  inflammatory  change  there  are  areas 
of  normal  prostatic  tissue,  and  in  some  areas 
both  periglandular  and  endoglandular 
changes  occur,  while  at  other  times  the  entire 
stroma  shows  infiltration  with  polymorphonu- 
clear leukocytes. 

The  symptoms  are — 

1 . General ; 

2.  Genito-Urinary ; and 

3.  Sexual. 

1.  General — Almost  any  part  of  the 
body,  as  in  other  foci  may  become  involved 
from  an  infected  prostate  or  vesicles.  The 
probable  mechanism  is:  the  infection  may  be 
carried  through  the  blood  stream,  the  focal 
toxins  may  be  responsible,  or  the  distant 
symptoms  may  be  reflex.  Among  the  most 
interesting  general  conditions,  proven  by  Von 
Lackum^,  which  may  be  of  prostatic  origin 
are:  arthritis,  spondylitis,  calcaneal  spurs, 

neuritis,  myalgic  and  neuromuscular  pains, 
ocular  infections  including  iridocyclitis  and 
neuroretlnltls,  secondary  anemia,  vascular 
skin  diseases  as  utlcaria  and  angleoneurotlc 
edema,  so  called  undeterminate  pyrexia,  lower 
abdominal  pains,  functional  gastric  complaints 
and  backache.  The  most  common  of  this 
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group  is  low  backache,  the  morning  backache, 
more  noticeable  on  arising  which  gradually 
wears  off  after  exercise  or  moving  around. 
Also  it  is  more  noticeable  after  sitting  for  a 
length  of  time  or  after  car  riding. 

2.  Genito-Urinary. — There  may  be  no 
symptoms  referable  to  the  genito-urinary 
tract.  L^sually  there  are  occasional  attacks  of 
frequency  of  urination,  the  patient  having  to 
get  up  once  or  twice  during  the  night.  There 
may  be  some  burning  and  a feeling  of  want- 
ing to  void  after  the  bladder  is  emptied.  The 
urine  is  quite  often  normal,  but  more  often 
there  are  three  to  four  pus  cells  per  Held  anci 
rarely  is  there  a frank  pyuria.  Often  there 
is  the  so  called  “morning  drop”.  A better 
description  of  this  is  “a  pearl”  which  is  seen 
at  the  meatus  of  a morning  before  urination, 
after  which  it  disappears  anci  is  not  seen  again 
until  the  next  morning.  In  those  cases  in 
which  there  is  an  atrophic  condition  of  the 
prostate  and  vesicles  a discharge  may  appear 
with  a hard  stool,  the  so  called  cases  of  “pros- 
tatorrhea”  and  “spermatorrhea”.  Again  the 
only  symptom  may  be  a feeling  of  fullness, 
stiffness  or  congestion  in  the  pelvis  region. 
Another  type  of  case  we  must  keep  in  mind 
are  those  who  have  no  complaints  until  a com- 
plication results  as  an  epididymitis  following 
heavy  lifting  or  straining. 

3.  Sexual — The  sexual  symptoms  are 
those  of  impotence.  Since  it  is  a subject 
within  itself  I shall  enumerate  only  the  chief 
symptoms,  which  are:  premature  ejaculation, 
no  erection,  ejaculation  without  erection  and 
the  v^arious  nervous  and  mental  symptoms  so 
well  known  to  all  of  us.  These  are  the  so 
called  cases  of  sexual  neurasthenia. 

Diagnosis: — The  diagnosis  can  be  made 
only  on  the  microscopic  examination  of  the 
prostatic  and  vesicular  secretions.  While  it  is 
true  that  there  may  be  an  abnormality  in  the 
consistency  of  the  prostate  to  the  examining 
finger  i.e.,  it  may  be  soft  and  boggy  or  hard 
and  nodular  and  the  vesicles  may  be  palpable 
and  seem  thickened  yet  the  microscopic  exam- 
ination of  the  expressed  secretion  may  be  per- 
fectly normal.  Again  the  prostate  and  ves- 
icles may  seem  normal  and  yet  an  examina- 


tion of  the  secretion  show  many  pus  cells  and 
pus  clumps.  Still  we  must  remember  that  it 
is  often  the  small  insignificant,  apparently 
atrophied  prostate  that  is  the  worst  offender. 

Often  in  those  cases  where  there  is  a deep- 
seated,  low-grade  infection  it  is  impossible  to 
make  a diagnosis  on  the  first  examination  and 
an  examination  should  be  repeated  three  to 
four  times  if  necessary  before  an  infection  can 
be  definitely  ruled  out. 

LTethroscopic  examination  is  a valuable  aid 
in  establishing  a diagnosis.  \"arious  degrees 
of  inflammation  of  the  urethra  may  be  found 
from  the  subacute  stage  to  the  chronic  sclerotic 
with  definite  contraction.  The  prostatic 
ducts  show  redness  and  swelling  or  in  the 
later  stages  a definite  retraction  and  dilata- 
tion. The  verumontanum  is  enlarged,  red 
and  eciematous.  The  ejaculatory  duct  open- 
ings are  inflamed  and  may  be  completely 
covered  with  the  enlarged  verumontanum,  or 
may  be  pushed  to  the  sides.  At  times  there 
is  a subtrigonal  bulging  with  thickening  and 
hypertrophy  of  the  trigonal  muscle,  which  in 
turn  would  lead  to  median  bar  formation. 

We  are  often  asked  the  question,  is  an  in- 
fected prostate  or  vesicle  responsible  for  a 
distant  lesion?  There  is  no  way  to  tell  except 
by  a course  of  treatment  which  should  be 
followed  by  improvement,  unless  we  are  able 
to  carry  out  a definite  procedure  as  is  followed 
by  Nickel'. 

In  a few'  cases  the  differential  diagnosis  may 
be  difficult  between  the  hard  nodular  Infected 
prostate  and  early  carcinoma  or  tuberculosis, 
but  the  characteristic  hardness  and  infiltra- 
tion of  carcinoma  and  the  fact  that  tubercul- 
osis is  primary  elsewhere  should  not  make  the 
diagnosis  difficult. 

Treatment: — The  principles  of  all  treat- 
ment are  three:  to  eliminate  the  cause,  to 
increase  the  circulation  and  to  establish  drain- 
age. 

It  is  needless  to  say  that  all  other  foci  of 
infection  should  be  eliminated.  Our  cases  of 
gonorrhea  must  be  treated  until  they  are 
cured  as  the  after  effects  are  often  worse  than 
the  disease.  Our  traveling  men  should  be 
instructed  to  break  up  their  trips,  to  keep  an 
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empty  bladder  when  riding  and  not  try  to 
crowd  two  or  three  weeks’  intercourse  into 
one  week  end.  To  our  patients  who  will 
practice  some  form  of  birth  control,  instruc- 
tion should  be  given  as  to  the  proper  con- 
traceptives to  use.  A reasonable  amount  of 
exercise  is  very  beneficial  to  these  patients  and 
I know  of  no  better  form  than  golf. 

The  usual  case  responds  very  nicely  to 
prostatic  and  vesicular  massage,  with  the  in- 
stillation of  some  mild  antiseptic  into  the  pos- 
terior urethra  as  mecurochrome  or  mild  solu- 
tion of  silver  nitrate.  A course  should  con- 
sist of  massage  and  instillation  at  from  three 
to  seven  day  intervals  for  a period  of  from 
six  to  eight  weeks.  We  have  found  the  five 
day  interval  and  the  instillation  of  1-2% 
silver  nitrate  the  most  satisfactory.  After  six 
to  eight  weeks’  treatment  a period  of  rest 
should  be  given  of  from  four  to  six  weeks,  to 
be  followed  by  periods  of  treatment  and  rest 
until  the  infection  has  cleared  up. 

It  is  the  unusual  case  in  which  the  problem 
becomes  more  difficult.  Everything  has  been 
advised  from  the  radical  surgical  removal  of 
the  prostate  and  vesicles  as  advocated  by 
Cunningham^,  to  the.  well  tried  and  found 
wanting  diathermy.  In  many  cases  all  that 
is  needed  besides  massage  and  instillation  is  a 
thorough  dilatation  with  a Kollman  dilator. 
In  other  cases  heat  by  rectal  irrigation  or  by 
means  of  a Bransford  Lewis  heater  produces 
the  desired  results.  Other  cases  respond 
nicely  to  the  painting  of  the  posterior  urethra 
and  verumontanum  with  lO'/i  silver  nitrate 
through  the  urethroscope. 

Again  we  must  not  lose  sight  of  the  fact 
that  the  vesicles  are  more  often  the  offending 
organ,  that  they  are  difficult  to  reach  in  mas- 
sage and  that  drainage  is  harder  to  establish. 
Several  routes  of  approach  have  been  advised 
to  help  clear  up  these  infections.  Stellwagen® 
has  advised  injecting  the  vesicles  through  the 
rectum,  but  this  has  not  proved  very  popular. 
The  most  popular  procedure  has  been  that  of 
vas  puncture  as  advocated  by  Belfield^j  in 
this,  some  antiseptic  solution  as  argyrol  is  in- 
jected into  the  vesicles  through  the  vas.  Both 
of  these  procedures  have  failed  to  take  care  of 
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the  chief  underlying  factor,  that  of  establish- 
ing drainage  through  the  ejaculatory  ducts. 
Recently,  thanks  to  the  ingenuity  of  Mc- 
Carthy® of  New  York  we  have  an  instrument 
through  which  the  vesicles  can  be  Investigated 
in  a thorough  manner.  We  are  not  only  able 
to  catheterize  and  dilate  the  ejaculatory  ducts, 
but  are  able  to  inject  antiseptics  into  the 
vesicles,  obtain  specimens  uncontaminated  by 
prostatic  secretion  and  to  make  vesiculograms. 
This  work  has  been  of  immense  value  to  us 
in  helping  to  clear  up  the  difficult  cases. 

Conclusions:- — In  conclusion  in  order  to 
have  a better  understanding  of  the  problems 
of  this  condition  we  must  remember  that: 

1.  Chronic  vesicluo-prostatitis  is  an  ex- 
tremely common  disease  which  seems  to  be  on 
the  increase. 

2.  Approximately  half  the  cases  are  of 
non-venereal  origin. 

3.  There  may  be  no  symptoms  referable 
to  the  genito-urinary  tract. 

4.  The  diagnosis  can  be  made  only  by  the 
microscopic  examination  of  the  prostatic  and 
vesicular  secretions. 

5.  The  principles  of  all  treatment  are  to 
eliminate  the  cause,  to  increase  the  circulation 
and  to  establish  drainage. 
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THI':  rSK  OF  SPINAL  AXKSTl  IKSIA  IN  PATIKNTS  SUFFERING 
\VI  I H rRALFMATIC  CONDI HONS  OF  FHE 
PKIA’IS  OR  LOWER  EXTREMITIES* 


By  ().  H.  Fulcher,  M.  I). 
Gruee  Hospital 
Welch,  If  est  I irginia 


^ORNiNc'  accidentally  produced  the  first 

spinal  anesthesia  in  1 885  by  cocaine  while 
doing  a para-vertebral  injection.  1 le  did  not 
know  that  the  drug  had  to  be  injected  intra- 
ciurally  but  thought  that  it  was  absorbed  by 
the  blood  and  carried  to  the  cord.  Quincke^ 
introduced  the  spinal  puncture  in  1889  and 
Bier^  purposely  produced  the  first  spinal  anes- 
thesia in  1 889.  1 he  toxicit}’  of  cocaine  caused 
spinal  anesthesia  to  fall  into  disrepute,  only 
to  become  popular  again  after  the  introduc- 
tion of  less  toxic  cirugs  that  would  produce 
nerve  block.  At  present  even  with  nova- 
caine,  nupercaine,  and  pantacaine  at  our  com- 
mand, the  limitations  of  spinal  anesthesia  aie 
recognized  in  this  country  and  many  anes- 
thetists confine  its  use  entirely  to  surgical  le- 
sions situated  below  the  level  of  the  umbilicus. 
Davis,  Havens,  Givens,  and  Emmett^  have 
shown  that  the  anesthetic  used  for  producing 
spinal  block  does  cause  varying  degrees  of 
inflammation,  apparently  transient,  of  the 
leptomeninges,  of  the  gray  matter,  and  fiber 
tracts  of  the  cord.  It  seems  to  me  that  this 
inflammation  probably  accounts  for  some  of 
the  headaches  following  a spinal  anesthesia 
which  closely  resemble  the  headache  that  fol- 
lows an  encephalogram  which  we  know  is  due 
to  the  inflammation  of  the  leptomeninges 
caused  by  air  injected.  Tovell®  has  given  an 
excellent  discussion  of  spinal  anesthesia  with 
special  reference  to  its  indications  and  contra- 
indications. 

e have  been  using  spinal  anesthesia  al- 
most routinely  for  all  surgical  conditions  that 
exist  below  the  umbilicus.  However,  we 
have  found  the  greatest  satisfaction  in  the  use 


of  spinal  anesthesia  on  those  patients  who  have 
traumatic  conditions  of  the  lower  extremities 
or  of  the  pelvis.  Due  to  the  location  of  our 
hospital  we  deal  with  many  traumatic  condi- 
tions which  have  been  received  by  workers  in 
the  coal  mines.  These  men  have  frequently 
tra\’eled  a distance  of  twelve  to  thirty  miles 
during  which  time  they  have  suffered  much 
pain  and  have  developed  a certain  amount  of 
shock,  l^pion  admission  they  are  dirty  with 
coal  dust  and  must  be  given  a bath  before 
placing  them  in  beds.  Also,  it  is  desirable  to 
get  x-ray  pictures  of  the  traumatic  area.  If 
the  patient  has  a fracture  of  one  of  the  bones 
of  the  lower  extremities  or  of  the  pelvis,  this 
handling  causes  much  pain  and  tends  to  accen- 
tuate shock.  If  the  patient  is  given  a general 
anesthetic,  the  struggling  which  accompanies 
the  induction  of  anesthesia  is  frequently  very 
undesirable  because  of  the  danger  of  frag- 
ments of  bones  injuring  an  adjacent  nerve,  an 
adjacent  blood  vessel,  or,  in  case  of  fracture 
of  the  pelvis,  a hollow  viscus  might  be  per- 
forated. Furthermore,  the  danger  of  giving 
one  a bath  while  he  is  under  general  anes- 
thesia with  the  vasomotor  system  in  a dilated 
condition  is  well  known.  Consequently  we 
have  adopted  the  following  procedure: 

When  a patient  is  admitted  with  evident 
fracture  of  one  of  the  bones  of  the  lower  ex- 
tremity or  a probable  fracture  of  the  pelvis, 
his  blood  pressure  is  taken  immediately,  then 
he  is  turned  on  the  side.  An  area  is  cleansed 
over  the  lower  lumbar  and  upper  sacral 
regions  with  ether,  alcohol,  and  iodine,  and 
draping  is  applied  which  consists  of  a sterile 
sheet  about  twice  as  large  as  an  ordinary  towel 
with  a hole  in  the  center  about  four  inches  in 
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diameter.  This  sterile  sheet  is  placed  so  that 
the  fourth  and  fifth  lumbar  vertebrae  are  ex- 
posed through  the  opening.  With  a number 
twenty-two  gauge  needle  a spinal  puncture  is 
quickly  made  between  the  fourth  and  fifth 
lumbar  vertebrae  or  between  the  fifth  lumbar 
and  the  first  sacral  vertebrae.  The  spinal 
fluid  is  allowed  to  drop  into  a vial  containing 
the  quantity  of  novacaine  crystals  desired, 
which  is  usually  about  80  mgm.  The  con- 
centration of  the  solution  should  be  about  5 
per  cent  so  that  about  1.6  c.c.  of  spinal  fluid 
should  be  used  with  the  above  amount.  It  is 
not  necessary  to  use  the  usual  dose  of  ephe- 
drine  as  it  will  often  cause  more  bleeding  by 
elevating  the  blood  pressure.  However,  in 
most  cases  it  makes  no  difference  whether  it 
is  used  or  not.  After  injection  of  the  solu- 
tion, the  patient  is  almost  immediately  re- 
lieved of  the  pain,  and  the  bath  and  roentgen- 
ologic studies  can  be  carried  out  without 
anxiety.  During  these  procedures,  however, 
the  head  should  always  be  kept  on  a level  with 
or  below  the  level  of  the  rest  of  the  body. 
Because  of  the  muscular  relaxation  effected  by 
spinal  anesthesia  which  can  be  obtained  by 
general  anesthesia  only  in  the  third  stage,  re- 
duction of  the  fragments  is  facilitated  and  a 
cast  can  be  easily  applied. 

In  order  to  facilitate  the  procedure,  nova- 
caine may  be  used  in  5 per  cent  dilution,  using 
normal  saline  as  the  solvent.  TovelT  stated 
that  if  the  patient  has  lost  much  blood,  spinal 
anesthesia  is  pirobably  contra-indicated.  Also, 
he  considers  very  high  or  very  low  blood 
pressure  as  a contra-indication  because  of  the 
effect  on  the  blood  pressure  caused  by  a loss 
of  the  vaso-constrictor  control,  the  elimina- 
tion of  the  sympathetic  control  of  the  heart 
thus  avoiding  the  normal  physiological  re- 
sponse of  an  increased  heart  rate  and  thus 
leaving  the  vagus,  the  inhibitor,  unbalanced; 
and  partial  or  complete  paralyses  of  the  ab- 
dominal and  thoracic  muscles  thus  losing  the 
influence  of  these  muscles  on  the  circulation. 
We  have  found  that  in  this  particular  type  of 
work  neither  condition  furnishes  a contra- 
indication. The  (]uantity  used  is  so  small 
that  the  increased  toxicity  caused  by  blood 


loss  can  be  cared  for  by  the  body.  Also  the 
concentration  is  such  that  if  the  head  is  kept 
lower  than  the  rest  of  the  body,  the  anes- 
thesia rarely  extends  to  the  umbilicus  so  that 
the  blood  pressure  is  not  greatly  affected. 
Because  of  the  fact  that  spinal  anesthesia 
paralyzes  the  lumbar  sympathetic  nerve 
trunks,  Scott  and  Morton'*  have  used  it  to 
determine  the  feasibility  of  sympathectomies 
for  Buerger’s  disease,  Raynaud’s  disease,  and 
Hirschpruung’s  disease.  In  this  work  the 
above  authors  showed  that  the  sensory  path- 
ways were  blocked  first,  the  sympathetics 
next,  and  the  motor  last. 

Conclusion: — As  an  anesthetic  for  all  con- 
ditions, ether  is  still  the  safest.  However, 
for  traumatic  conditions  of  the  pelvis  or  lower 
extremities,  we  think  that  spinal  anesthesia  is 
almost  never  contra-indicated  and  it  affords 
safety  and  comfort  to  the  patient,  and  facili- 
tates proper  handling. 
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TESTIMONIALS  WORTHLESS 

“Denied  the  use  of  testimonials,  the  racket  of  the 
fake  healer,  who  is  the  gangster  of  the  ciire-all 
world,  would  be  nothing  hut  a whisper.”  'I'his  state- 
ment by  Dr.  Solon  R.  Harher  suggests  his  sidiject  in 
part  IV  of  the  series,  “Quelling  the  Qtiacks,”  which 
appears  monthly  in  ilygria. 
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AC L ^TK  A FPl'A’  1 ) 1C ITl S* 


By  Raymond  I>urlin,  M.  I). 
Ilortjordy  Connecticut 


'^HE  statistics  of  acute  appendicitis  have  been 
compiled  by  quite  a large  number  of 
surgeons,  anti  have  been  presented  on 
numerous  occasions.  The  figures  of  morbid- 
ity and  mortality  rates  of  different  widely 
separated  hospitals  and  clinics  ha\’e  been 
found  to  agree  to  within  fairly  close  margins. 
The  opinion  has  been  recently  stated  that  the 
mortality  rate  is  increasing,  and  some  of  the 
articles  in  the  journals  and  some  of  the  papers 
read  at  meetings  of  the  surgical  sections  of 
the  A.  M.  A.  have  tended  to  confirm  this  im- 
pression. This  study  was  undertaken  in 
order  to  get  a cross-section  of  the  status  of 
acute  appendicitis  in  one  hospital.  One 
hundred  consecutive  appendectomies  were 
tabulated  in  their  various  aspects.  The  results 
of  this  statistical  study  are  very  much  in  line 
with  other  studies  of  the  same  nature. 

The  patients  came  under  the  care  of  one  of 
three  surgeons  whose  methods  of  treatment 
were  similar.  A moderate  dose  of  avertin 
was  used  almost  routinely,  supplemented  by 
drop  ether,  and  proved  very  satisfactory.  A 
low  median  right  rectus  incision  was  useci  with 
the  rectus  muscle  retracted  laterally. 

The  mortality  in  chronic,  recurrent,  sub- 
acute, and  acute  unruptured  appendices  was 
negligible.  The  mortality  becomes  33%  in 
ruptured  appendices  with  abscess,  and  much 
higher  in  those  with  peritonitis.  No  better 
argument  for  early  operative  interference  can 
be  had  than  these  figures. 

Eighty  patients  with  chronic,  subacute, 
acute  ruptured,  and  acute  unruptured  appen- 
dices were  operated  upon  without  any  mor- 
tality. Of  eleven  patients  with  abscess,  four 
died.  Two  patients  with  general  peritonitis 
died.  It  is  interesting  to  note  that  the 
number  of  males  affected  wth  appendicitis  is 
more  than  twice  as  great  as  females.  Eighty 

*From  ihe  Surgical  Service  of  the  Charleston  General  Hospital. 


percent  of  the  patients  were  under  thirty, 
while  fifty  percent  of  the  deaths  occurred  in 
patients  over  forty. 

It  was  necessary  to  perform  entero-colos- 
tomy  once  for  obstruction  at  the  ileo-caecsal 
junction  by  abscess.  Three  patients  had 
enterostomies  which  were  subsequently  closed 
off. 

One  patient  was  a young  man  of  29  who 
had  a chill  lasting  30  minutes,  following 
which  he  had  vague  abdominal  discomfort. 
.About  three  hours  later  a doctor  found  epi- 
gastric tenderness  which  settled  in  the  RLQ. 
.An  acute  unruptured  appendix  was  removed 
about  ten  hours  later.  The  temperature  of 
1 0 1 subsided  in  the  next  few  days,  but  on  the 
ninth  day,  as  he  w'as  about  to  be  discharged 
he  had  a chill,  vomited,  the  temperature  rose 
to  1 02,  and  he  went  on  to  develop  all  the 
signs  and  symptoms  of  liver  abscess  which  was 
proved  at  postmortem  on  the  39th  day  after 
the  initial  chill. 

There  were  four  chest  infections,  three 
bronchopneumonias,  and  one  left  lower  lobar 
pneumonia.  .All  recovered.  There  were  six- 
teen patients  with  unexplained  prolonged 
temperatures  following  appendectomy.  Any 
patient  with  a temperature  of  100  or  above 
on  the  fourth  day  was  put  intqjihis  group. 
These  were  due  to  concomitant  cellulitis  of 
the  cecum,  streptococcus  lymphangitis  of  the 
mesentery,  stump  abscesses  draining  into  the 
cecum,  and  absorption  and  resolution  of  the 
appendiceal  stump. 

There  were  eight  wound  infections,  any 
wound  showing  any  sign  of  pus  being  classed 
in  this  group. 

The  status  of  acute  appendicitis  then  re- 
solves itself  into  the  time  of  operation:  early 
operation — early  recovery:  late  operation — 
late  recovery.  The  majority  of  the  patients 
included  in  this  group  came  from  coal  mine 
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towns  and  the  hills  and  mountains  of  \Vest 
\hrginia.  Many  of  them  did  not  see  a doctor 
until  they  had  been  ill  for  a few  days,  and 
some  not  until  they  were  desperately  ill.  The 
group  presents  then  a picture  totally  unlike 
any  group  obtained  from  city  practice  where 
access  to  a physician  is  easier  and  resorted  to 
earlier.  Still,  the  results  are  not  any  differ- 
ent from  other  figures. 

A great  deal  depends  upon  the  dominant 
organism  or  the  mixture  of  organisms.  Even 


in  early  cases  where  the  appendix  seems  alone 
affected  the  mesentery  is  already  thickened, 
and  the  base  of  the  appendix  and  that  part  of 
the  cecum  surrounding  the  base  are  indurated. 
Much  depends  on  the  rapidity  of  emigration 
of  the  bacteria  from  the  lumen  through  the 
walls  and  into  the  lymphatics. 

This  study  is  presented  merely  as  a cross 
section  of  acute  appendicitis  at  a place  where 
many  of  the  patients  come  rather  late  to  the 
doctor. 


AGE  GROUPS 

TYPES 

Years 

Cases 

Deaths 

Percentage 

Distribution 

Cases 

Males 

Females 

Mortality 

1-10 

10 

1 

10 

Chronic  and 
Recurrent 

36 

15.44% 

21.56% 

0.00% 

11-20 

43 

2 

4.6 

21-30 

27 

0 

0.0 

Acute  unruptured 

45 

31.67% 

14.33% 

0.00% 

31-40 

12 

0 

0.0 

Ruptured  and 
local  peritonitis 

7 

4.58% 

3.42%. 

0.00% 

41-50 

4 

1 

25.0 

Ruptured  and 
abscess 

11 

9.82  7r 

2.18% 

4.33% 

51-60 

3 

2 

66.6 

61-70 

2 

0 

0.0 

Ruptured  and 

Wound  infections 

8 

General  peritonitis 

2 

2.100% 

0.00% 

2.100% 

Chest 

infections  .. 

4 

TOTALS 

101 

61.61% 

40.39% 

6.6%, 

Unexplained  prolonged  tempera- 

tures  

16 

Total 

prolonged  temperatures 

-24 

The  writer  wishes  to  thank*  Dr.  J.  Ross  Hunter  for  his  kind  assistance  in  this  work. 


TYPHOID  FEVER  IN  WEST  VIRGINIA 

By 

W\  V.  WiLKERsoN,  A.  B.,  M.  Sc.,  M.  D. 
Montgomery , IE.  V a. 


J HAVE  chosen  typhoid  fetter  as  the  subject 
of  my  paper  tonight  for  the  reason  that  I 
have  admitted  to  my  service  at  the  Coal 
V alley  Hospital  in  Montgomery  an  adequate 
number  of  cases  to  indicate  that  it  remains  a 
major  problem  in  the  territory  we  serve. 

I yphoid  fever  is  an  acute  infection  with  an 
early  septicaemia  and  is  not  primarily  a local- 
ized intestinal  injection.  The  B.  typhosus 
has  satisfied  all  the  requirements  of  Koch’s 
law  in  that  it  is  constantly  present,  it  grows 
outside  the  body  in  a specific  manner  and  the 
disease  has  been  produced  experimentally 
thrcHigh  the  inoculation  of  chimpanzees  and 
is  therefore  accepted  as  the  etiological  factor. 
I'he  disease  is  “characterized  anatomically  by 

"Ke.ul  before  ihe  P.iyettc  County  Mcdicnl  Society,  January.  19)3. 


hyperplasia  and  ulceration  of  the  intestinal 
lymph  follicles,  swelling  of  the  mesenteric 
glands  and  spleen,  and  parenchymatous 
changes  in  other  organs.”  ( Osier.) 

Clinically  the  disease  is  manifested  by  an 
early  and  somewhat , inconstant  rose-colored 
eruption  which  usually  appears  over  the  lower 
thorax  and  upper  abdomen  at  some'  time 
between  the  se\'enth  and  twelfth  day.  There 
is  also  diarrhea,  abdominal  tenderness,  tym- 
panites and  enlargement  of  the  spleen. 

The  disease  has  an  incubation  period  of 
from  .1  days  to  4 weeks  but  it  is  usually  about 
2 weeks.  I'his  is  followed  by  a period  of 
invasion  which  is  variable  but  which  averages 
perhaps  a week  although  it  may  be  longer. 
I'he  early  prodromal  symptoms  may  be  vague 
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but  they  arc  most  important.  The  patient 
complains  of  lassitude,  tires  more  easily  than 
usual,  he  has  had  headaches  and  has  usually 
been  unable  to  concentrate.  The  headache 
and  sense  of  fatigue  grow  progressively  worse. 
Nausea  and  vomiting  are  not  uncommon. 
After  a few  days  he  aches  all  over,  \ ery  much 
as  in  an  influenzal  infection,  the  e\eballs  are 
sore,  he  feels  alternately  hot  anci  chilly  and 
develops  a temperature  which  seldom  exceeds 
101  degrees  F.  during  this  period  of  his 
illness. 

In  the  first  week  of  the  disease  proper  the 
prodromal  s\mptoms  become  exaggerateci. 
The  generalized  headache  becomes  localized 
in  the  frontal  area.  Kpistaxis  and  an  unpro- 
ductive cough  develops  in  a large  number  of 
cases.  The  patient  looks  prostrated.  The 
pulse  is  large  and  often  dichrotic.  d'he  pulse 
rate  has  been  described  as  slow.  My  experi- 
ence has  been  that  the  pulse  is  equal  to  or 
slightly  greater  than  the  normal  rate  but  is 
slow  in  relation  to  the  temperature. 

The  temperature  curve,  where  tvpical,  is 
of  value.  The  afternoon  temperature  rises 
steadily  until  the  maximum  of  103-105  de- 
grees F.  is  reached,  the  temperature  each  day 
being  1 to  2 higher  than  on  the  preceding 
da\'.  If  too  much  emphasis  is  placed  upon 
this  feature  it  will  lead  us  into  error  but  where 
the  typical  picture  is  encountered  it  is  a ma- 
terial aid  in  early  diagnosis. 

1 am  strongly  of  the  opinion  that  a diag- 
nosis of  typhoid  can  usually  be  made  on  pure- 
ly clinical  grounds  without  laboratory  aid.  In 
my  own  series  of  cases  my  records  disclose  that 
a diagnosis  of  typhoid  was  made  on  purely 
clinical  grounds  at  the  time  of  the  initial  ex- 
amination in  93  of  the  cases. 

It  is  true  that  there  are  a number  of  condi- 
tions that  might  at  first  thought  appear  con- 
fusing but  it  is  believed  that  an  acceptable 
familiarity  with  the  various  conditions  requir- 
ing differentiation  will  furnish  all  the  neces- 
sary data  to  avoid  frequent  error. 

Typhoid  and  para  A and  B can  be  differ- 
entiated from  each  other  only  through  bac- 
teriological examination  of  the  feces  and  urine 
and  the  Widal  reaction. 
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Crip  and  influenza  resemble  typhoid  in  that 
there  is  headache,  pains  in  the  back  and  legs, 
sore  eyeballs,  chilliness,  a rise  of  temperature 
to  101-103  I-.,  a pulse  that  is  slow  in  propor- 
tion to  temperature  and  an  early  non-produc- 
tive cough.  These  conditions  differ  from 
typhoid  in  that  the  onset  in  typhoid  is  usually 
niore  gradual,  the  typhoid  patient  develops 
epistaxis  as  early  as  the  second  day  and  rose 
spots  develop  on  the  lower  thorax  and  upper 
abdomen. 

Malaria  resembles  typhoid  in  that  there  is 
the  same  history  of  lassitude,  nausea,  v^omit- 
ing  and  sometimes  diarrhea.  In  atypical 
cases  the  chill  may  not  be  present  at  first.  The 
spleen  is  palpable  in  both  conditions.  There 
is  a normal  blood  count  or  a leucopenia  in 
both  conditions.  A typical  malaria  differs 
from  tvphoid  in  that  the  typhoid  pulse  is 
dichrotic  and  the  pulse-temperature  ratio  is 
low  and  the  typhoid  patient  develops  the 
characteristic  rose-spots.  In  malaria  the  pulse 
is  rapid  and  a normal  pulse-temperature 
ratio  is  found.  There  may  be  herpes  but 
rose-spots  nev'er  occur. 

Pneumonia  is  sometimes  confused  with 
t)'phoid  on  purely  clinical  grounds.  The 
typhoid  patient  may  sometimes  develop  rather 
sudden  elevation  of  temperature  with  chill 
and  increased  respiration,  cough  and  some- 
times a rusty  sputum.  The  physical  pul- 
monary signs  of  a pneumonia  may  be  present. 
Such  a pulmonary  involvement  in  typhoid 
differs  from  a true  pneumonia  in  that  the 
pulse  is  soft  and  dichrotic  and  slow  in  rela- 
tion to  temperature,  there  is  epistaxis,  the  rose 
spots  develop  at  the  proper  time  and  the 
spleen  is  enlarged. 

Sometimes  the  diagnosis  of  appendicitis  is 
made  in  typhoid  and  emergency  operation 
performed.  Both  conditions  may  develop 
with  abdominal  pain  which  may  be  general- 
ized at  the  beginning  but  later  localizing  in 
the  right  lower  quadrant  of  the  abdomen. 
There  is  nausea  and  vomiting,  diarrhea  or 
constipation  and  defensive  muscular  rigidity. 
The  most  valuable  early  clinical  point  of 
difference  is  the  pulse-temperature  ratio 
which,  as  you  know  is  low  in  typhoid  while  in 


272 


JunCy  1933 


The  West  Virginia  Medical  Journal 


appendicitis  the  pulse  is  small  and  the  rate 
rapid,  being  out  of  proportion  to  the  tempera- 
ture. The  leucocyte  count  is  most  important 
in  deciding  between  these  two  conditions  in 
the  short  time  that  we  have  at  our  disposal.  In 
appendicitis  there  is  leucocytosis  and  an  in- 
crease in  the  poly  mospho-nuclear  neutro- 
philes,  while  in  typhoid  there  is  leucopenia 
with  an  increase  in  the  lymphocytes.  Later,  of 
course,  the  typical  typhoid  picture  makes  the 
differentia]  diagnosis  easy. 

Acute  miliary  tuberculosis  is  often  mistaken 
• for  typhoid.  They  both  have  an  insidious 
onset  with  the  same  prodromal  symptoms  of 
fatigue,  weakness  and  headache  followed  by  a 
gradually  ascending  temperature  curve  with  a 
prolonged  fastigium,  an  unproductive  cough 
and  an  enlarged  spleen.  In  typhoid  the 
headache  is  more  persistent  and  more  severe, 
the  pulse  is  slow,  the  pulse-temperature  ratio 
is  low,  while  in  tuberculosis  it  is  high.  The 
“rose  spots”  which  ultimately  appear  m ty- 
phoid make  the  problem  easier. 

Time  will  not  permit  a more  detailed  dis- 
cussion of  differential  diagnosis. 

After  the  question  of  diagnosis  has  been 
settled  the  problem  of  treatment  presents  it- 
self. I recognize  that  there  is  no  universally 
accepted  treatment,  a fact  which  probably 
adds  interest  to  the  management  of  these 
problems. 

My  own  conception  of  an  acceptable  plan 
of  treatment  in  this  type  of  case  is  that  the 
patient  should  be  made  physically  comfort- 
able through  providing  an  acceptable  bed, 
that  he  should  be  strictly  isolated  to  prevent 
the  spread  of  the  disease,  that  he  should  re- 
ceive the  most  exacting  care  of  the  mouth, 
and  that  he  should  receive  an  abundant  diet 
of  nourishing  foods  prepared  from  a carefully 
selected  list  of  acceptable  food  items.  I try 
to  see  that  these  patients  receive  from  50  to 
90  calories  per  kilogram  of  body  weight,  in- 
cluding intermediate  nourishment.  I'hey  re- 
ceive a fluid  dram  of  U.  S.  lb  dilute  hydro- 
chloric acid  in  a glass  of  water  which  is  sipped 
with  meals.  I'his  is  believed  to  be  of  service 
in  controlling  distension.  They  must  receive 


an  adequate  amount  of  fluids.  Satisfactory 
elimination  is  maintained.  If  the  patient  is 
complaining  of  pain  or  is  restless  I employ 
simple  sedatives,  such  as  nembutal,  never 
morphine  except  in  treating  hemorrhage.  The 
nurse  is  made  responsible  for  palpating  the 
abdomen  at  frequent  intervals.  Any  change 
must  be  reported  to  the  physician  at  once.  I 
personally  palpate  the  abdomen  at  least  twice 
a day.  I believe  this  to  be  of  the  utmost  im- 
portance. 

When  the  patient’s  fever  begins  to  recede 
stool  and  urine  cultures  are  run  on  alternate 
days  until  three  consecutive  negative  reports 
have  been  recorded.  This  is  also  regarded  as 
important  since  the  carrier  is  a real  menace  in 
any  community . 


19.' 


Through  the  courtesy  of  the  West  \’irginia 
and  h’ayette  County  health  units  1 have 
assembled  some  data  on  the  incidence  of 
typhoid  in  West  \’irginia  and  our  neighbor 
states  and  also  in  Fayette  County. 

A study  of  the  data,  which  I have  repre- 
sented graphically  in  CHART  1,  shows  that 
we  have  no  reason  to  be  proud  of  our  typhoid 
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incidence  which  suggests  that  our  sanitary 
standards  must  be  far  from  acceptable.  I be- 
lieve it  is  generally  admitted  that  typhoid  is 
largely  spread  through  milk,  water,  food, 
flies  and  human  carriers.  Further  study  of 
CHAR  r I will  show  that  the  Fayette  County 
figures  are  even  more  unfavorable  than  the 
state  figures.  With  a population  of  about 
73,000  we  had  54  reported  cases  of  typhoid 
in  1930,  73  in  1931,  and  64  cases  to  Decem- 
ber 2,  1932.  We  can  only  surmise  the 
number  of  unreported  cases.  The  state 
health  department  records  show  that  there 
were  19.1  deaths  per  100,000  in  Fayette 
County  for  the  8 year  period  1924-1931  in- 
clusiv'e  while  the  state  average  was  12.7 
deaths  per  100,000  for  the  same  period. 
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The  distribution  of  typhoid  cases  in  Fayette 
County  from  January  1,  1932  to  December 
2,  1932  is  represented  on  CHART  2,  (of 
local  interest  only  so  not  submitted — WVW). 

The  seasonal  incidence  of  the  disease  is 
demonstrated  by  the  graph  shown  on 
CHART  3 which  indicates  the  average 
number  of  deaths  per  month  for  West  Vir- 
ginia for  the  5 year  period  1927-1931. 


The  mortality  rate  for  West  Virginia,  as 
indicated  by  the  number  of  deaths  occurring 
in  reported  cases,  is  indicated  in  the  following 
table: 


Reported 

C.ascs 

1 ^00  

Deaths 
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Mortality 
in  Per  Cent 
70  9 

1073  

222 

20.7 

71  1 

...  175 

24.6 

886  

197 

22.2 

1 243 

210 

6 9 

1 203 

224  

18.6 

1 have  been  on  the  staflF  of  the  Coal  Valley 
Hospital  since  May  15,  1930.  During  this 
period  there  have  been  reported  1 84  cases  of 
tyfihoid  in  Fayette  County.  1 have  treated 
slightly  over  38%  of  this  total  (70)  cases  at 
our  hospital.  Since  this  represents  over  a 
third  of  the  total  number  of  reported  cases  in 
the  County  for  this  period  it  is  felt  that  the 
series  is  large  enough  to  make  a statistical 
analysis  of  interest. 

19  or  27.1%  of  the  70  cases  in  this  series 
were  women.  There  were  1 3 colored  patients, 
57  white. 

The  youngest  patient  with  a proved  diag- 
nosis of  typhoid  was  14  months,  the  oldest  a 
white  man  of  50.  There  were  1 1 patients  or 
15.7%  between  the  ages  of  1 and  10  inclu- 
sive ; 22  or  3 1 .3  % between  the  ages  of  1 0 and 
20  j or  36.4%  between  the  ages  of  20  and  30  j 
9 or  12.8%  between  the  ages  of  30  and  40, 
and  2 or  2.9%  between  40  and  50.  The 
average  age  of  all  patients  was  22  ( + ) years. 

The  average  patient  had  been  ill  for  15 
( + ) days  at  the  time  of  admission,  the  in- 
dividual cases  ranging  from  2 to  36  days. 
The  average  period  of  hospitalization  was  26 
( + ) days. 

23  or  33  ( + ) % had  a cough  or  other 
respiratory  symptoms. 

The  average  leucocyte  count  on  all  patients 
was  6,550.  The  lowest  count  was  3,600  on 
a child  of  4 who  made  un  uneventful  re- 
covery, the  highest  was  14,600  on  a colored 
man  who  died  with  a severe  broncho-pneu- 
monia which  was  present  on  admission. 

The  Widal  was  positive  in  60  or  85  ('^)% 
of  all  cases  on  admission.  The  admission 
stool  culture  yielded  only  12  or  17%  positive 
reports  while  the  urine  was  reported  as  posi- 
tive on  21  or  33.3%. 
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Ten  or  14. 3 of  these  -patients  had  re- 
ceived typhoid  serum,  six  within  a year  and 
one  patient  had  been  inoculated  a year  before 
and  a few  weeks  before  being  ad-mitted  to  the 
hospital. 

The  serology  was  positive  on  4 or  6.9%  of 
these  patients.  One  chancre  developed  on  a 
young  negro  while  a patient,  which  is  not 
included  in  the  above  figures. 

16  or  22.9%  developed  complications  other 
than  bronchitis  during  the  illness.  Four 
patients  had  intestinal  hemorrhages,  two 
having  more  than  a single  hemorrhage. 
There  was  one  perforation.  Three  patients 
showed  a significant  anemia.  Three  patients 
had  broncho-pneumonia.  ( I feel  that  trans- 
portation was  probably  a factor  in  this.)  One 
child  was  admitted  to  the  hospital  with  an 
empyema  of  the  gall  bladder,  severe  anemia 
and  nitrogen  retention.  He  was  operated 
upon  shortly  after  admission  and  expired.  One 
patient  had  an  acute  cardiac  dilatation  but  re- 
covered. There  was  prolonged  hematuria, 
interpreted  as  resulting  from  an  acute  neph- 
ritis, in  one  patient  and  an  additional  patient 
with  nitrogen  retention  who  also  recovered. 

A positive  Widal  in  patients  who  had  not 
had  serum,  a positive  stool  culture  or  positive 
urine  culture  was  made  on  61  or  87.14%  of 
these  patients.  An  additional  patient  had 
empyema  of  the  gall  gladder  and  typical  gross 
findings' ’ on'  Operation,  another  died  of  re- 
peated hemorrhages  and  4 more  had  persis- 
tent leucopenia  with  increased  lymphocytes, 
hence  positive  diagnosis  was  made  in  67  or 
98.1  % of  all  cases  in  the  series.  Of  the  re- 
maining 3 cases  ( a)  one  entered  the  hospital 
on  the  eighth  day  of  his  illness  with  a diag- 
nosis of  “gastritis”.  He  had  albumen  and 
casts  in  the  urine,  there  was  a diffuse  catarrhal 
bronchitis,  the  white  blood  cell  count  was 
7,200.  I le  remained  in  the  hosjiital  for  26 
days,  ran  a typical  clinical  typhoid  course  and 
was  discharged  well,  (b)  (9ne  had  a (]uestion- 
ably  positive  Widal  with  bronchitis,  positive 
findings  in  urine  and  remained  n the  hospital 
40  days,  running  a typical  clinical  course,  (c) 
d'he  remaining  case  had  negative  laboratory 


data,  was  ill  for  48  days,  ran  a typical  clinical 
course  and  was  discharged  well. 

Blood  cultures  were  employed  in  six  cases, 
being  positive  in  5.  In  one  case  the  Widal 
was  positive  but  stool  and  urine  were  nega- 
tive. The  patient  had  had  serum.  In  one 
case  the  stool  was  positive  with  positive 
Widal.  This  man  had  also  had  serum.  In 
another  case  the  Widal  was  positive,  both 
stool  and  urine  cultures  negative.  In  the  two 
remaining  cases  the  Widal,  stool  and  urine 
were  negative. 

After  talking  with  a number  of  physicians 
I find  that  a great  many  believe  that  a posi- 
tive Widal  is  pathognomonic  of  typhoid.  The 
fallacy  of  this  conception  is  apparent  when  it 
is  remembered  that  patients  who  have  re- 
cently received  typhoid  serum  will  yield  a 
positive  Widal  even  though  they  be  entirely 
well.  The  positive  Widal  reaction  is  diag- 
nostic only  in  individuals  who  have  not  re- 
ceived serum  or  where  it  is  persistently  posi- 
tive at  different  titrations  and  even  in  the 
latter  event  it  is  best  to  be  cautious  about 
accepting  the  diagnosis  solely  on  the  basis  of 
such  a laboratory  finding. 

My  gross  mortality  was  8 deaths  or  1 1.4%  . 
This  includes  every  case  that  entered  the 
hospital  alive,  including  one  patient  with 
hydrops  of  the  gall  bladder,  a severe  anemia 
as  manifested  by  an  erythrocyte  count  of  2,- 
800,000  and  a hemoglobin  of  55%  and  with 
blood  nitrogen  retention.  This  patient  was 
sent  into  the  hospital  solely  for  surgical  at- 
tention. It  also  includes  two  moribund 
cases,  one  expiring  in  about  10  hours  and  the 
other  in  about  30  hours  after  admission, 
neither  patient  being  really  conscious  at  any 
time  while  in  hospital,  ff  these  3 cases  are 
excluded  the  mortality  rate  in  the  remaining 
67  cases  is  7.44%  . 

It  seems  to  be  difficult  to  determine  what 
the  average  mortality  rate  really  is.  Cook 
County  1 lospital,  Chicago,  reports  a rate  of 
14  plus  %.  The  rate  for  West  ^’irginia  in 
1926  was  20.9%,  in  1927  20.7%  ; in  1928 
24.6%;  in  1929  22.2%;  in  1930 

16.9%  ; and  in  1931  it  was  18.6%.  I hese 

figures  are  obviously  too  high,  indicating  that 
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many  non-fatal  cases  were  not  reported. 

The  cause  of  the  8 deaths  in  my  series  has 


been  listed  as  follows: 

lOxcmia  ami  exhaustion 4 

I’crforation  ami  peritonitis 1 

Repeateil  hemorrhages 1 

l^roncho-pneumonia  1 

Cholecystitis  (hydrops  of  gall  bladder) 
hepatitis,  nephritis,  anemia,  etc.  with 
laparotomy  1 


Of  the  62  patients  who  sur\ived  9 or 
IJ.2^  c "Ji'ere  discharged  as  carriers.  1 tried  to 
protect  the  community  in  which  they  resided 
by  giving  the  patient  detailed  written  instruc- 
tions as  to  the  avoidance  of  hanciling  food  to 
be  eaten  by  others,  the  isolation  and  steriliza- 
tion of  their  dishes,  and  the  disposal  of  excreta 
after  previous  disinfection.  I also  reported 
their  carrier  status  to  their  local  physician,  to 
the  County  Health  Officer  and  to  the  State 
Health  Department. 

Each  of  these  patients  was  advised  to  ha\'e 
his  local  physician  see  him  periodically  and 
send  specimens  of  stool  and  urine  to  our  lab- 
oratory or  to  the  State  Hygienic  Laboratory 
for  culture.  One  of  these  complied  with 
these  instructions  and  was  finally  cJischarged 
bacteriological ly  negative.  1 have  no  infor- 
mation on  the  status  of  the  eight  remaining 
patients  ’echo  may  he  permanent  carriers. 

I do  not  wish  to  appear  critical  but  it  is 
difficult  to  avoid  the  thought  that  in  our  com- 
munity, the  tremendous  importance  of  the 
typhoid  carrier  has  not  been  properly  stressed 
or  is  not  adequately  realized.  When  we  at- 
tach to  this  problem  the  significance  which  its 
importance  justifies  I feel  that  a typhoid 
carrier  will  be  regarded  as  a distinct  menace 
to  the  public  health  in  his  community  and 
energetic  measures  instituted  to  see  that  the 
hazard  is  eliminated  at  the  earliest  possible 
date.  The  major  part  played  by  these 
carriers,  directly  or  indirectly  in  typhoid  epi- 
demics is  too  well  known  to  epidemiologists 
to  require  further  comment  here. 

Further  analysis  of  the  patients  in  this 
series  shows  that  one  of  the  patients  had  a 
primary  carcinoma  of  the  pancreas  with  mul- 
tiple metastases.  ( Proved  by  necropsy ).  He 
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also  had  the  typical  intestinal  changes  so 
characteristic  of  typhoid  and  had  positive 
Widal  with  two  positive  stool  and  urine  cul- 
tures. 

One  patient  had  had  hysterectomy  per- 
formed for  carcinoma  about  a year  before. 
Her  general  condition  at  the  time  she  devel- 
oped typhoid  was  only  fair  and  the  original 
diagnosis  was  metastatic  carcinoma  but  we 
were  unable  to  find  adequate  evidence  to 
support  this.  Stool  and  urine  cultures  were 
run  on  admission  because  of  abdominal  dis- 
tension and  diffuse  abdominal  pain  and  were 
found  to  be  positive.  She  ran  an  uncom- 
plicated course. 

Two  patients  were  pregnant,  neither  mis- 
carried. 

Definite  salpingitis  was  present  in  three 
cases. 

There  were  two  patients  with  severe 
organic  cardiac  lesions,  one  a mitral  stenosis, 
the  other  an  aortic  lesion.  Both  recovered. 

One  patient,  a young  colored  man,  devel- 
oped a chancre  while  in  the  hospital. 

One  patient  had  the  residuals  of  an  old 
poliomyelitis. 

In  concluding  this  paper  1 want  to  stress 
the  unfavorbale  position  of  West  \firginia, 
and  especially  our  own  county,  in  regard  to 
the  typhoid  problem.  The  primary  purpose 
of  this  paper  has  been  to  call  your  attention 
to  the  unenviable  place  we  occupy.  It  is  not 
enough  to  pass  the  responsibility  back  to  the 
poor  sanitary  conditions  in  our  mining  camps. 
1 believe  we,  as  physicians,  have  a very  defin- 
ite responsibility  in  the  matter  and  that  we 
can  acquit  ourselves  only  when  we  have  made 
a genuine  effort  to  protect  the  water  supply 
and  the  milk  supply  of  our  respective  com- 
munities and  when  we  have  given  due  atten- 
tion to  any  possible  carriers  in  our  midst.  If 
this  responsibility  is  recognized  and  accepted 
I believe  there  will  be  steady  improvement  in 
the  incidence  of  the  disease  and  that  the  time 
will  arrive  w'hen  we  need  not  feel  embar- 
rassed, as  I do  at  the  present  time,  when  our 
typhoid  rate  is  mentioned. 
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TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Tuberculosis  in  the  American  Negro  with 
its  high  mortality  rate  is  an  urgent  problem. 
The  literature  dealing  with  this  subject  has 
much  to  say  as  to  the  presence  or  absence  of  a 
racial  susceptibility  of  the  Negro  to  this 
disease.  Many  of  the  theories  advanced, 
however,  rest  on  conjectural  rather  than 
factual  evidence,  and  there  is  a notable  lack  of 
definite  clinical  and  pathological  data. 

Pinner  and  Kasper  compared  and  reported 
the  postmortem  findings  in  303  Negro  and 
219  white  patients  dead  of  tuberculosis.  The 
study  not  only  points  out  certain  significant 
differences  between  the  two  races,  but  also 
throws  light  on  the  pathogenesis  of  tuber- 
culosis in  general.  An  abstract  of  the  article 
follows: 

TUBERCULOSIS  IN  THE  NEGRO 

The  authors  were  impressed  by  apparently  sig- 
nificant differences  between  colored  and  white 
patients  dead  of  tuberculosis  and  decided  to  replace 
their  impressions  by  carefully  collected  data.  It 
has  been  shown  that  the  most  significant  factor  in 
the  development  of  tuberculosis  is  the  propagation  of 
lesions  within  the  body,  and  that  one  of  the  most 
important  and  probably  the  only  definitely  establish- 
ed fact  about  immunity  is  the  diminution  of  spread  of 
reinfecting  bacilli  in  a sensitized  organism  as  com- 
pared with  a non-allergic  one.  A comparison  of 
white  and  colored  patients  dead  of  tuberculosis  as 
to  the  relative  frequency  of  lymphatic  and  haemato- 
genods  spread  (paying  particular  attention  to  the 
type  and  extent  of  metastases)  was  deemed  to  be  of 
value  in  that  it  would  indicate  with  fair  reliability 
the  degree  of  resistance  during  life.  Some  of  the 
more  notable  findings  are  as  follows: 

Miliary  Tuberculosis. — Miliary  tuberculosis  was 
found  at  least  twenty  per  cent  more  frequently  in 
the  Negro  in  every  decade  of  life  up  to  50  and  this  is 
believed  to  be  indicative  of  a low  level  of  resistance. 
However,  since  on  the  other  hand  it  may  indicate 
nothing  more  than  a mechanical  accident,  all  cases 
of  miliary  tuberculosis  are  excluded  from  further 
consideration,  and  the  remaining  data  deal  with  190 
Negroes  and  185  whites. 


Haematogenous  Spread. — Pointing  out  that  the 
absence  of  metastases  does  not  mean  that  blood 
stream  invasion  has  not  occurred  but  may  rather 
denote  the  degree  of  resistance  (specific  or  non- 
specific) to  such  spread,  the  authors  observe  that 
haematogenous  propagation  occurs  twice  as  often  in 
the  Negroes  as  in  the  whites,  only  grossly  visible 
lesions  being  taken  into  account. 

Lymphatic  Spread. — From  the  point  of  view  of 
resistance,  spread  via  the  lymphatics  regularly  occurs 
following  first  localization  and  indicates  presumably 
that  state  of  resistance  which  is  characteristic  of 
“virgin  soil.” 

Eliminating  all  calcified  foci  in  lymph  nodes  since 
they  might  be  part  of  the  primary  complex  and 
taking  into  consideration  only  grossly  visible  lesions, 
spread  via  the  lymphatics  occurred  nearly  seven 
times  as  frequently  in  the  colored  as  in  the  white 
group. 

Isolated  Phthisis. — In  contrast  to  the  foregoing  is 
the  occurrence  of  isolated  phthisis  or  tuberculous 
disease  of  one  organic  system  with  no  evidence  of 
involvement  of  distant  organs,  and  which  would 
presumably  indicate  a high  degree  of  resistance. 

This  type  of  lesion  was  present  in  nearly  half  the 
white  patients  and  less  than  3 per  cent  of  the 
Negroes. 

Duration  of  Disease. — This  information  which 
was  available  for  96  whites  and  47  Negroes  gave  a 
total  average  for  Negroes  of  324  days  and  for 
whites  995  days. 

The  authors  were  aware  that  the  nature  of 
their  material  (postmortem)  imposes  limitations, 
since  the  differences  noted  between  the  two  races 
are  probably  more  pronounced  on  the  postmortem 
table  than  in  a sanatorium,  and  more  definitely 
there  than  in  an  ambulant  clinic.  Nevertheless 
they  feel  that  the  material  presented  justifies  some 
rather  definite  conclusions.  In  summary  they  find 
that  the  differences  between  Negroes  and  whites 
are  as  follows: 

“The  Negro  shows  much  more  frequently 
haematogenous  and  lymphogenous  spread  after  a 
definite  focus  of  tuberculosis  is  established;  th’S 
tendency  is  indicated,  too,  by  the  fact  that  miliary 
tuberculosis  is  greatly  more  frequent  in  the  Negro 
at  all  ages.  His  foci  arc  more  frequently  exudative 
in  nature,  they  arc  more  frequently  massive,  and 
more  often  surrounded  by  collateral  infiltrations  or 
haemorrhagic  zones,  d he  most  conspicuous  of  the 
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ditfcrcnccs  is  the  much  greater  tendency  to 
lymphatic  involvement.  The  Negro  exhibits  at 
times  a predominantly  lymphatic  involvement,  which 
is  an  exceedingly  rare  occurrence  in  w'hite  adults. 
A generalized  nodular  tuberculosis  occurs  in  some 
instances  in  Negroes  which  is  hardly  ever  seen  in 
whites.  In  addition,  tuberculous  lesions  in  the 
Negro  perforate  more  often  than  in  whites.” 

These  pathological  peculiarities  in  the  Negro  are 
submitted  as  proof  of  a diminished  resistance. 

Various  Theories  A nalyzed. — Several  writers 
have  offered  explanations  to  account  for  the  lower 
resistance  of  the  Negro: 

a)  It  is  said  that  the  \egro,  having  been  in  coyi- 
tact  with  tuberculosis  for  a much  briefer  time  than 
the  white  has  not  as  yet  had  an  opportunity  to  ac- 
quire the  same  measure  of  “inherited  immunity.” 

The  authors  reply  that  this  stands  on  unsafe 
ground  since  a true  inheritance  of  acquired  im- 
munity has  never  been  demonstrated. 

b)  It  is  said  that  the  Xegro  escapes  childhood  in- 
fection more  frequently  than  the  vAiites;  therefore, 
an  infection  acquired  later  in  life  occurs  in  virgin 
( non-allergic)  soil  and  produces  rapidly  progressive 
“childhood  type”  tuberculosis. 

The  authors  point  to  the  results  of  large  surveys, 
notably  those  of  Opie  and  Aronson,  which  indicate 
clearly  that  this  theory  must  be  abandoned. 

c)  It  is  alleged  that  the  apparent  diij erences  are 
due  to  environmental  conditions  and  to  the  mental 
attitude  of  the  A egro  in  regard  to  disease. 

The  authors  comment  that  undoubtedly  the 
greater  opportunity  for  infection  in  crow'ded,  un- 
sanitary quarters  from  many  undiagnosed  cases  of 
open  tuberculosis  is  probably  one  of  the  most  im- 
portant factors  causing  the  high  tuberculosis  inci- 
dence in  the  Negro,  but  it  is  difficult  to  see  how 
environmental  conditions  contribute  to  the  quali- 
tative peculiarities  in  Negroes.  When  unfavorable 
living  conditions  in  Germany  sent  the  tuberculosis 
mortality  soaring,  no  reports  came  forth  to  tell  of 
qualitative  changes  in  the  course  and  in  the  ana- 
tomical character  of  the  disease. 

d)  It  ts  suggested  that  there  exists  a true  racial 
difference  between  the  two  races,  which  confers  high 
resistance  on  one  and  low  resistance  on  the  other 
race. 

I his  hypothesis  recommends  itself  strongly  to  the 
authors  because  of  the  apparent  impossibility  of  ex- 
plaining the  matter  by  any  other  alternative,  and 
while  this  does  not  constitute  proof,  it  seems  at  the 
present  time  the  logical  postulate  and  further  studies 


should  show  whether  it  can  be  converted  into  an 
actual  fact. 

J hey  w'ould  deplore  violent  attacks  against  such 
a theory  on  the  ground  that  its  acceptance  might 
paralyze  campaign  measures  now  in  use. 

Pathological  Peculiarities  of  'Tuberculosis  in  the 
American  Xegro,  Max  Pinner  and  Joseph  A.  Kas- 
per, Am.  Rev.  of  Tuberc.,  Nov.  1932. 


'I'HK  HIS'rORY  OF  DERMATOLOGY 
Ry  William  Allen  Pusey,  A.M.,  M.D.,  LLI). 

J'his  entertaining  history  of  the  rise  of  derma- 
tology (and  such  books  are  few  in  the  English 
language),  is  of  particular  interest  to  the  derma- 
tologEt  but  is  of  sufficient  breadth  to  be  of  interest 
to  every  physician  who  enjoys  any  book  dealing 
with  the  romance  of  medicine.  Dr.  Pusey,  tho’ 
laying  no  claim  to  comprehensive  history,  has  in  this 
little  book  given  salient  historical  periods  in  the 
evolution  of  dermatology  and  has  sketched  in  brief 
concise  words  figure  heads  of  each  period.  The 
book  is  well  written  and  does  not  tax  one’s  book- 
reading energy.  At  the  end  there  is  a historical 
index  of  valuable  information  relative  to  many  skin 
diseases.  This  represents  much  labor  on  the  part  of 
the  author  and  co-workers  in  delving  into  numerous 
sources. 

The  publishers,  Charles  C.  Thomas  Co.,  of 
Springfield,  111.,  are  to  be  complimented  on  the 
splendid  preparation  of  the  book  which  contains 
over  two  hundred  pages  and  is  printed  in  large 
type  on  polychrome  enamel  paper  with  an  embossed 
orange  and  gold  binding  of  DuPont  Fabricoid 
linen.  The  price  is  $3.00  postpaid. 


abnormal  reactions 

The  atypical  person  is  one  who  is  emotionally 
unstable.  Atypical  individuals  can  be  discovered  in  3 
classes:  First,  there  are  those  who  drag  their  feet, 

who  are  lazy,  who  do  not  get  into  activities.  Second, 
there  are  those  who  are  not  particularly  lazy  and 
who  have  a great  deal  of  ability  but  do  not  coop- 
erate with  other  people.  Third, there  are  those  who 
are  boastful,  showing  something  of  the  bidly.  In- 
structors constantly  see  these  three  types  of  atypical 
cases  in  their  work.  To  spend  more  time  straight- 
ening out  these  boys  individually  and  to  keep  the 
normal  boys  active  in  groups  are  indeed  worth- 
while projects,  suggests  R.  K.  Atkinson  in  “Athlet- 
ics for  the  Atypical,”  in  Hygeia,  the  Health  Maga- 
zine. 
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PRESIDENT’S  PAGE 


The  66th  annual  convention  of  the  West  Virginia  State  Medical  Association — 
the  largest  meeting  ever  held  by  our  society — is  now  a matter  of  history.  Returning 
to  their  homes  after  three  strenuous  days  of  entertainment  and  instruction,  the  doctors 
from  all  over  the  state  carried  with  them  the  most  pleasant  recollections  of  the  cordial 
hospitality  of  the  capital  city.  On  behalf  of  the  visiting  members  of  the  Association, 
let  me  take  this  opportunity  to  thank  the  members  of  the  Kanawha  Medical  Society 
and  the  Kanawha  Medical  Auxiliary  for  their  efforts,  and  congratulate  them  on  their 
success  in  making  this  last  convention  the  best  we  have  ever  enjoyed. 

The  first  article  in  this  issue  of  the  Journal  is  the  address  delivered  by  your 
President.  For  the  sake  of  emphasizing  some  of  the  important  points  an  epitome  of 
that  address  is  included  in  this  message. 

The  increased  cost  of  medical  care  is  not  out  of  proportion  to  the  increased  benefits  to  be 
derived  from  modern  medical  practice. 

The  ideals  of  conservative  medical  practice  are  opposed  to  the  various  schemes  that  have 
been  advanced  for  the  practice  of  medicine  under  an  insurance  plan,  or  under  a system  of  state 
medicine. 

The  monthly  payment  plan  for  medical  care  is  desirable  from  the  standpoint  of  financial 
convenience,  but,  so  far,  no  practical  plan  has  been  evolved  which  will  permit  us  to  practice 
medicine  on  that  basis  and  at  the  same  time  maintain  the  high  standards  and  ideals  of  our  pro- 
fession. 

In  some  localities  in  our  State,  list  hospital  practice  may  be  condoned  as  a necessary  evil. 

Employees  should  not  be  called  upon  to  pay  for  the  medical  and  surgical  costs  of  industrial 
injuries. 

Employers  should  not  exploit  their  employees  by  taking  a profit  out  of  the  check-off  col- 
lected from  the  employees  for  medical  and  hospital  care. 

The  pre-payment  insurance  plans  for  hospital  service  should  be  limited  to  hospital  costs, 
strictly  avoiding  any  connection  with  medical  and  surgical  costs.  All  of  the  hospitals  in  a given 
territory,  acting  as  a unit,  should  either  adopt  or  reject  the  pre-payment  scheme. 

The  state  institutions  caring  for  the  sick  should  have  the  benefit  of  medical  supervision  by 
a non-partisan  State  Health  Council. 

The  medical  care  and  hospitalization  of  the  indigent  is  properly  considered  an  obligation  of 
the  entire  community. 

The  medical  practice  act  should  make  it  possible  to  revoke  the  license  of  any  physician  who 
lends  his  name  and  protection  to  a quack. 

Any  infringement  upon  the  proper  domain  of  the  private  practitioner  by  state  or  county 
health  departments  should  be  discouraged. 

The  State  Miners’  Hospitals  have  outlived  their  usefulness  for  the  particular  purpose  for 
which  they  were  intended,  and  should  be  abolished. 

It  is  necessary  for  us  to  get  together  frequently  and  discuss  our  medical  problems.  In  this 
fa, St  moving  age  the  dream  of  today  may  become  the  reality  of  tomorrow,  but  on  the  other  hand 
the  accepted  truism  of  today  may  become  the  absurdity  of  tomorrow. 


Preside  fit. 
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THE  CH.VRLKSTOX  MEETING 

1 he  Sixty-sixth  Annual  Meeting  of  the 
\\  est  \hrginia  State  Medical  Association, 
which  was  held  in  Charleston  on  May  22-24, 
1933,  is  now  histor\-.  It  was  not  only  the 
largest  meeting  the  Association  has  ever  held 
but  also  one  of  the  best.  With  an  excellent 
scientific  program,  splendid  hotel  and  meeting 
facilities,  anci  with  a wide-awake,  sociable  host 
society,  there  was  little  left  to  be  desired. 

The  Journal  takes  this  opportunity  to  con- 
gratulate Dr.  D.  A.  MacGregor,  our  state 
President,  on  the  splendid  manner  in  which 
he  conducted  the  several  scientific  sessions  and 
business  meetings.  To  Dr.  Roy  Ben  Miller  of 
Parkerburg,  President-elect,  we  extend  our 
heartiest  wishes  for  a successful  and  profitable 
administration  in  1934. 

The  fine  success  of  the  Charleston  meeting 
was  due  largely  to  the  splendid  work  and  the 
cordial  hospitality  of  the  members  of  the 
Kanawha  Aledical  Society.  Too  much  credit 
can’t  be  given  to  these  host  doctors  who  con- 
tributed so  much  to  the  enjoyment  of  our 
visiting  members. 

We  wish  also  to  compliment  the  several 
hospitals  and  institutions  that  provided  scien- 
tific exhibits  for  the  meeting.  These  were 
the  Davis  Memorial  Hospital,  Elkins,  the 
Charleston  General  and  the  Mountain  State 
hospitals.  Charleston,  and  the  Hillcrest  Sani- 
tarium, Charleston.  The  Section  of  Pediatrics 
also  displayed  a most  interesting  exhibit.  We 
hope  the  scientific  exhibits  will  become  an 
annual  custom. 


It  would  be  impossible  in  this  short  space 
to  give  due  credit  to  all  those  who  contributed 
some  part  to  the  success  of  the  Charleston 
meeting.  So  we  will  simply  say  that  it  was 
one  of  the  most  pleasant  and  profitable  med- 
ical gatherings  m the  history  of  our  Associa- 
tion. 


THE  MITCHEI.L  CASE 

A final  decree  was  issued  by  the  circuit 
court  of  Cabell  County  on  May  17  forever 
restraining  R,  B.  Mitchell,  Huntington,  from 
the  practice  of  medicine  in  West  Virginia. 
Thus  the  long,  hard  fight  of  the  Cabell 
County  VIedical  Society  to  stop  Mitchell’s 
activities  was  brought  to  a successful  termina- 
tion, 

A brief  review  of  the  above  case  might  be 
in  order.  Mitchell  a Chiropractor  turned 
Naturopath,  located  in  Huntington  about  one 
year  ago  and  began  a series  of  extravagant 
and  misleading  advertisements  in  the  Hunt- 
ington newspapers.  His  advertising  material 
was  so  flagrant  that  the  Cabell  County  Medi- 
cal Society,  in  an  effort  to  protect  the  public, 
brought  Mitchell  to  trial  for  practicing  medi- 
cine without  a state  license. 

This  effort  failed.  The  Society  then  ap- 
plied to  the  circuit  court  of  Cabell  County 
for  an  injunction  against  Mitchell.  This  new 
move  went  to  the  state  supreme  court  and, 
late  in  March,  the  supreme  court  held  that  a 
license  to  practice  medicine  was  a property 
right,  to  protect  which  any  physician  could 
sue  in  equity  on  behalf  of  himself  and  his 
fellow  practitioners. 

This  decision  was  the  most  important  phase 
of  the  long  and  tedious  fight  against  Mitchell. 
It  established  a point  of  law  that  should  be  of 
great  value  to  the  county  medical  societies 
and  county  health  officers  of  West  Virginia  in 
ridding  their  respective  territories  of  un- 
licensed quacks. 

Following  this  ruling  of  the  supreme  court, 
the  case  was  remanded  to  the  Cabell  County 
circuit  court  and  on  May  1 7 the  final  decree 
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was  entered.  Mitchell  was  given  30  days  in 
which  to  file  an  appeal  but  in  view  of  the 
futility  of  proceeding  further,  it  is  understood 
that  Mitchell  is  already  arranging  his  affairs 
to  leave  the  state. 

In  the  final  decree  of  the  Cabell  County 
circuit  court,  we  quote  the  following  articles 
restraining  Mitchell  from: 

(aj  Diagnosing  . . . any  human  ailment, 
infirmity  or  affliction  by  any  method  or  man- 
ner whatsoever. 

(b)  Treating  or  prescribing  treatment 
for  any  human  bodily  or  mental  ailment  or 
sickness  by  any  manner  or  means  whatsoever, 
whether  or  not  such  treatment  involves  the 
administering  or  prescribing  of  drugs  or 
similar  agency,  or  the  performance  of  any 
surgical  operation. 

(c)  Giving  advice  to  any  person  suffering 
from  any  ailment  or  sickness  upon  any  course 
of  conduct  or  any  rule  or  manner  of  living  to 
be  followed  by  any  such  person  for  the  benefit 
of  improvement  or  preservation  of  such  per- 
son’s mental  or  physical  health. 

(d)  Opening  or  maintaining  an  office  for 
the  purpose  of  doing  at  such  office  any  of  the 
acts  herein  prohibited  and  enjoined. 

(e)  Announcing  to  the  public  in  any  way 
his  readiness,  willingness,  ability  or  right  to 
treat  any  sick  or  afflicted  person  in  any  manner 
whatsoever,  or  his  readiness,  willingness, 
ability  or  right  to  do  any  of  the  acts  herein 
prohibited  and  enjoined. 

(f)  Charging  or  receiving  in  any  manner 
whatsoever,  any  fee,  compensation  or  reward 
of  any  kind  for  doing  or  purporting  to  do  any 
of  the  acts  herein  prohibited  and  enjoined. 

While  the  Association  was  keenly  interested 
in  the  Mitchell  case,  both  financially  and 
otherwise,  credit  for  this  Important  legal  vic- 
tory must  go  to  the  vigorous  and  energetic 
doctors  in  Cabell  County.  We  feel  that  the 
supreme  court  opinion  in  the  Mitchell  case 
was  one  of  the  most  far-reaching  legal  deci- 
sions in  the  history  of  our  state  medical  asso- 
ciation. 


CORPORATE  PRACTICE  OF 
MEDICINE 

Under  the  heading  “Onerous  Medical 
Practice  Indulged  in  by  West  Virginia 
Mines,”  an  interesting  and  intelligent  editor- 
ial recently  appeared  in  Commerce  and  In- 
dustry, national  business  magazine,  concern- 
ing the  injunction  suit  of  Dr.  J.  T.  Nolen 
versus  the  Valley  Camp  Coal  Company.  Dr. 
Nolen  recently  applied  for  an  injunction  in 
the  circuit  court  of  Kanawha  County  to  res- 
train the  coal  company  from  practicing  medi- 
cine without  a license.  The  editorial  follows: 

“The  right  of  corporations  to  practice  medi- 
cine and  surgery  has  come  up  for  a court 
hearing.  It  is  about  time.  The  private  sub- 
sidization of  medical  interests  by  an  industrial 
organization  has  been  a sore  spot  in  the  side 
of  the  ethical  practice  of  medicine.  This  con- 
dition has  been  intensified  by  recent  charges 
revealing  that  the  dispensation  of  narcotics, 
cocaine,  opium,  morphine,  heroin,  etc.,  used 
by  company  doctors  in  treating  patients  has 
evolved  into  a racket  under  the  “check-off” 
system  in  vogue.  The  “check-off”  system 
comes  under  the  head  of  an,  “abominable 
system  of  medical  practice.” 

“The  action  of  Dr.  J.  T.  Nolen,  a promin- 
ent physician  of  West  \firginla,  in  asking  for 
an  injunction  against  certain  West  \'irginia 
coal  operators  to  halt  the  ‘practce  of  medi- 
cine,’ brings  to  light  this  pernicious  system 
and  establishes  the  need  for  public  support  of 
this  courageous  doctor,  .^s  a former  em- 
ployee of  the  defendent  corporation.  Dr. 
Nolen  knows  whereof  he  speaks.  In  bringing 
his  action,  in  behalf  of  all  other  licensed  phy- 
sicians in  the  state.  Dr.  Nolen  has  set  the  ball 
rolling.  He  deserves  the  support  of  every 
enlightened  and  civic  minded  citizen. 

“Wide  comment  has  already  followed  his 
initial  legal  action.  The  bill  of  complaint 
asserts  that  the  company  deducts  from  each 
married  employee  $1.00  monthly  and  from 
each  single  employee  50  cents  monthly  for 
a ‘doctor’  under  a ‘check-off’  system  for 
which  employees  are  to  receive  medical  and 
surgical  treatment  from  company  physicians. 
In  view  of  the  fact  that  these  company  doc- 
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tors  receive  far  less  than  the  amount  collected, 
it  is  allegeci  that  the  remainder  is  kept  by 
the  operating  company  for  its  own  uses  in 
the  purchase  of  and  distribution  of  drugs  and 
narcotics  in  an  illegal  manner. 

“A  timely  subject.  Socialization  of  doctors 
may  be  a good  feature,  but  in  subsidization 
and  in  an  abominable  system  of  medical  treat- 
ment by  an  industrial  organization  is  contrary 
to  the  best  interests  of  both  the  profession  and 
the  public.” 

HEART  ASSOCIATION  FORMED 

The  Association  Heart  committee  met  May 
22  in  Charleston  with  Dr.  W.  1).  Stroud, 
Secretary  of  the  American  Heart  Association. 
The  meeting  resulted  in  the  organization  of 
the  West  \’irginia  Heart  Association  and  the 
following  officers  were  elected:  President, 

Dr.  Oscar  B.  Biern,  Huntington;  \'ice-I^resi- 
dent.  Dr.  G.  H.  Barksdale,  Charleston;  and 
Secretary-Treasurer,  Dr.  R.  J.  Condry, 
Edkins. 

The  first  objective  of  the  Association  is  to 
become  affiliated  with  the  American  Heart 
Association.  Certain  rec]uirements  are  neces- 
sary to  accomplish  this  and  it  is  hoped  that  the 
West  Virginia  group  will  meet  with  approval 
within  a short  time. 

The  objects  of  the  W.  Va.  Heart  Asso- 
ciation are  as  follows: 

1 . To  gather  facts  relating  to  heart  dis- 
ease in  West  \drginia. 

2.  To  develop  and  apply  a uniform  class- 
ification and  study  of  heart  affections. 

3.  To  disseminate  information  in  regard 
to  heart  disease  and  the  methods  for  its  pre- 
vention and  care. 

4.  To  limit  the  activities  of  the  associa- 
tion to  the  medical  profession  of  the  state  until 
such  time  as  the  directors  of  the  association 
deem  it  expedient  to  expand  its  activities. 

To  accomplish  the  above  objectives  re- 
quires the  hearty  cooperation  of  the  medical 
profession  of  the  state  and  the  willingness  of 
each  and  every  physician  to  do  his  part.  The 
completed  program  is  not  available  just  now 
and  further  notes  as  to  the  program,  progress 
and  plans  of  the  Heart  Association  will  appear 
in  the  Journal  as  the  occasion  arises. 


OBITUARY 


DR.  ALONZO  C.  VANDINE 

Dr.  Alonzo  Clark  Vantlinc,  61  years  of  age,  died 
at  his  home  in  Charleston  on  IVIay  2 following  an 
illness  of  infinenza.  He  had  partially  recovered  and 
was  thought  to  he  on  the  road  to  recovery  when  his 
death  came  unexpectedly. 

Dr.  V andine  was  widely  known  throughout  the 
state,  both  as  a physician  and  in  political  circles.  He 
was  a former  member  of  the  West  Virginia  legisla- 
ture and,  in  1928,  a candidate  for  the  Republican 
nomination  for  Governor.  Until  recently  he  served 
as  medical  examiner  for  the  \\h)rkman’s  Compensa- 
tion Department. 

J he  deceased  was  born  at  Sissonsville,  West  Vir- 
ginia, in  1872,  and  received  his  medical  education  at 
the  Louisville  Medical  college.  He  first  located  at 
Clendcnin,  but  moved  to  Charleston  about  15  years 
ago.  He  was  a member  of  the  State  Association 
through  the  Kanawha  .Medical  Society.  Dr.  Van- 
dine  is  survived  bv  his  widow  and  two  brothers. 


DR.  LOUIS  T.  BOYER 
Dr.  Louis  T.  Boyer,  35  years  of  age,  of  Holli- 
days Cove,  \Vest  Virginia,  died  in  Mercy  Hospital, 
Pittsburgh,  on  Maj-  1 of  recurrent  agranulocytic 
angina.  He  was  well  known  throughout  the 
northern  panhandle,  where  he  had  been  in  active 
practice  for  10  years. 

Dr.  Boyer  was  graduated  in  medicine  from  the 
Llniversity  of  Pittsburgh  in  1923  and  received  his 
West  Virginia  license  the  same  year.  In  1924  he 
was  licensed  in  Ohio  and  also  maintained  an  office 
in  Steubenville.  A resolution  of  condolence  on  his 
death  was  adopted  at  a special  meeting  of  the  Han- 
cock County  IVIedical  Society. 

DR.  JULIAN  D.  ARBUCKLE 
Dr.  Julian  D.  Arbuckle,  57  years  of  age,  died  of 
heart  disease  at  his  home  in  Lewisburg  on  the 
morning  of  May  3.  He  was  one  of  the  most 
prominent  physicians  in  Greenbrier  county  and  a 
former  county  health  officer  there.  Dr.  xArbuckle 
was  a former  member  of  the  Greenbrier  Valley 
Medical  Society.  He  was  stricken  while  making 
calls  and  died  shortly  after  being  removed  to  his 
home. 

Dr.  Arbuckle  is  survived  by  seven  children.  Three 
brothers  also  survive,  including  Dr.  Howard  Ar- 
buckle of  Davidson  College  and  Dr.  J.  A.  Arbuckle 
of  Kentucky,  formerly  of  Charleston. 
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COUNTY  SOCIETY  NEWS 

WYOMING  COUNTY 

Dr.  B.  W.  Steele  of  Mullens  was  elected  Presi- 
dent of  the  Wyoming  County  Medical  Society  at 
the  last  meeting,  which  was  held  at  the  Mullens 
Hospital.  Dr.  T.  W.  Heironimus  of  Alpoca  was 
elected  vice-president  and  Dr.  Ward  Wylie  was  re- 
elected Secretary-Treasurer.  Dr.  J.  F.  Biggart 
was  chosen  to  represent  the  society  at  the  state  meet- 
ing, with  Dr.  D.  D.  Wilkinson  as  alternate. 

Ward  Wylie,  Secretary. 

CABELL  COUNTY 

The  regular  monthly  meeting  of  the  Cabell 
County  Medical  Society  was  held  at  the  Hotel 
Pritchard,  Huntington,  on  the  evening  of  May  1 1 
with  a fine  attendance. 

The  scientific  program  was  contributed  by  Dr. 
J.  E.  Hubbard  and  Dr.  C.  B.  Wright.  Dr.  Hub- 
bard gave  a paper  on  “Cancer  of  the  Buccal  Muc- 
ous Membrane.  Dr.  Wright’s  subject  was  “Frac- 
ture of  the  Jaw.”  Both  of  these  papers  were  in- 
teresting and  instructive  and  enjoyed  a good  dis- 
cussion from  the  floor. 

Dr.  F.  J.  Hoitash,  Huntington,  will  return  early 
in  June  from  Madrid,  Spain,  where  he  read  a paper 
before  the  International  Congress  of  Ophthalmology 
there  on  April  16.  Dr.  Hoitash  sailed  for  Europe 
on  April  4.  W.  W.  Strange,  Secretary. 

MONONGALIA  COUNTY 

The  essayist  at  the  May  2 meeting  of  the  Monon- 
galia County  Medical  Society  was  Dr.  Walter  E. 
Vest,  Huntington,  Past  President  of  the  West  Vir- 
ginia State  Medical  Association.  Dr.  Vest’s  sub- 
ject was  “Gastric  Syphilis.”  This  was  an  especially 
valuable  paper  from  the  standpoint  of  the  general 
practitioner  and  provoked  considerable  discussion 
from  the  members  in  attendance. 

The  meeting  was  held  in  the  Hotel  Morgan, 
Morgantown,  and  a dinner  was  served  prior  to  tlie 
scientific  program.  G.  R.  Maxwell,  Secretary. 

OHIO  COUNTY 

Dr.  P.  Brooke  Bland,  Professor  of  Obstetrics  at 
Jefferson  Medical  College,  Philadclpliia,  was  the 
scientific  essayist  at  the  April  28  meeting  of  the 
Ohio  County  Medical  Society  which  was  held  at 
the  Ohio  Valley  General  Hospital,  Wheeling.  His 
subject  was  “'J'he  Prevention  of  Maternal  Mortal- 
ity from  Puerperal  Hemorrhage  from  the  Stand- 
point of  the  General  Practitioner.” 


This  was  a most  able  and  instructive  paper.  Dis- 
cussion was  led  by  Dr.  D.  A.  MacGregor,  Dr.  M. 
B.  Williams  and  Dr.  J.  G.  Thoner. 

Russell  C.  Bond,  Secretary. 

KANAWHA  COUNTY 
An  overflow  meeting  of  the  Kanawha  Medical 
Society  was  held  in  the  Public  Library  building. 
Charleston,  on  the  evening  of  May  9.  The  essay- 
ists were  Dr.  H.  A.  Bailey  and  Dr.  Robert  King 
Buford,  both  of  Charleston.  Dr.  Bailey  gave  a 
report  on  “Newer  Methods  in  the  Postoperative 
Management  of  Peritonitis  Following  Appendicitis.” 
Dr.  Buford’s  subject  was  “Borderline  Hyperthy- 
roids.” Both  of  these  papers  were  highly  instructive 
and  freely  discussed. 

Following  the  scientific  program,  a number  of 
business  matters  were  taken  up.  Plans  for  the  state 
meeting  were  discussed  and  the  various  convention 
committees  reported  that  everything  was  in  readi- 
ness for  the  visiting  doctors. 

M.  F.  Petersen,  Secretary. 


MERCER  COUNTY 
An  interesting  meeting  of  the  Mercer  County- 
Medical  Society  was  held  in  the  Memorial  Build- 
ing, Princeton,  on  the  evening  of  April  20  with  an 
unusually  good  attendance.  The  essayists  of  the 
evening  were  Dr.  John  E.  Cannaday  and  Dr.  P. 
A.  Tuckwiller  of  Charleston.  Dr.  Cannaday  talked 
on  “Surgical  Aspect  of  the  Gall  Bladder”  and  Dr. 
Tuckwiller  on  “Jaundice.” 

Both  of  these  papers  were  very  instructive  and 
were  freely  discussed  by  the  members  present.  A 
vote  of  thanks  was  given  the  essavists  for  their  ex- 
cellent program. 

A committee  composed  of  Dr.  R.  O.  Rogers, 
Dr.  R.  R.  Stuart  and  Dr.  'F.  E.  V’ass  was  appointed 
to  draw  up  suitable  resolutions  on  the  death  of  Dr. 
J.  B.  Kirk,  who  died  on  April  19. 

Following  adjournment,  the  society  enjoyed  a 
social  hour  at  the  home  of  Dr.  J.  R.  Vermillion 
where  the  Princeton  doctors  furnished  a delightful 
after-meeting  lunch.  R.  R.  Stuart,  Secretary. 


FAYiri  'l'E  COUN'FY 
Dr.  M.  F.  Petersen  of  Charleston  was  the  scien- 
tific essayist  at  the  May  meeting  of  the  Fayette 
County  Medical  Society  which  was  held  at  the  Hill 
Hotel,  Oak  Hill  on  the  evening  of  May  9.  His 
subject  was  “Diarrhea  in  Infancy.” 
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This  paper  was  ably  presented  and  general  dis- 
cussion was  led  by  Dr.  W.  W.  Koiner  of  Heckley 
and  Dr.  G.  G.  Hodges  of  Mount  Hope. 

\ case  report  of  Meningococic  Meningitis  was 
given  by  Dr.  P.  Bittinger. 

Dr.  Ralph  Hogshead  of  .Montgomery  was  elected 
Secretary-Treasurer  to  succeed  Dr.  Gilbert  Daniels, 
who  is  leaving  our  county  to  locate  at  \\  alton, 
Roane  County,  W.  Va. 

Dr.  P.  E.  Prillaman  was  received  into  our  society 
by  transfer  from  the  Raleigh  County  Society. 

Dr.  H.  A.  Walkup,  as  a tribute  to  his  loyalty  to 
our  society  in  the  past,  was  made  an  honorary 
member.  Ralph  Hogshead,  Secretary. 


LOGAN  COUNTY 

The  Logan  County  .Medical  Society  held  its  reg- 
ular May  meeting  on  the  evening  of  the  1 7th  at  the 
Hatfield-Lawson  Hospital  with  21  members  and 
visitors  present.  .After  the  transaction  of  routine 
business,  including  the  election  of  Dr.  Paul  W. 
Palmer,  of  Lorado,  to  membership,  the  following 
scientific  program  was  rendered:  Dr.  Geo.  F. 

Grisinger,  Superintendent  of  the  Rutherford  Tuber- 
culosis Sanitarium  at  Heckley,  addressed  the  Society 
on  “Collapse  Therapy  in  Tuberculosis”;  and  Dr. 
T.  R.  Bolling,  a member  of  the  staff  of  the  same 
institution,  read  a paper  on  “Tuberculous  Laryn- 
gitis.” 

.Much  interest  was  shown  in  both  subjects,  and 
especially  in  that  of  Dr.  Grisinger  as  indicated  by 
the  amount  of  discussion  and  the  number  of  ques- 
tions asked. 

Dr.  B.  D.  Smith,  of  Omar,  recently  spent  a 
week  at  the  Rutherford  Tuberculosis  Sanitarium  in 
a study  of  the  recent  advancements  in  the  diagnosis 
and  treatment  of  tuberevdosis.  Dr.  Smith  reports  a 
very  profitable  week  and  recommends  that  all 
physicians  who  can,  should  take  advantage  of  the 
invitation  this  institution  extends  to  them  to  spend 
some  time  with  them  in  reviewing  up  on  tuber- 
culosis. 

Dr.  B.  L.  Hume  of  Mallory  who  has  been  ill 
for  a few  weeks,  has  recovered  and  is  back  at  his 
practice.  Dr.  .Augustus  Holderfield  of  Man  re- 
lieved Dr.  Hume  during  his  illness. 

Dr.  Fred  E.  Bra^mmer  of  Dehue  attended  the 
Tri-State  Medical  .Association  meeting  at  Hunt- 
ington on  Thursday  afternoon.  May  1 8th,  and  re- 
ports a good  meeting. 

Fred  E.  Brammer,  Secretary. 


GENERAL  NEWS 


Rov  BEN  Miller,  M.  D. 
OUR  NEW  PRESIDENT 


Dr.  Rov  Ben  Miller,  Parkersburg,  was  unani- 
mouslv  elected  President  of  the  West  Virginia  State 
.Medical  .Association  for  1934  at  the  recent  state 
meeting  in  Charleston.  This  popular  choice  came 
as  a reward  to  Dr.  Miller  for  his  many  years  of 
devoted  service  to  the  .Association  and  in  recognition 
of  his  sterling  qualities  as  a surgeon  and  as  a man  of 
vision  and  understanding. 

.After  serving  his  county  medical  society  in  various 
capacities  for  many  years.  Dr.  Miller  was  elected  to 
the  Council  of  the  .Association.  .As  a member  of 
the  Council  he  was  soon  recognized  for  his  sound 
judgment  and  also  for  his  faithful  attendance  at 
every  meeting.  .After  three  terms  on  the  Council, 
Dr.  Miller  withdrew  at  Parkersburg  last  year  and 
held  no  office  in  the  .Association  at  the  time  of  his 
election  to  the  Presidency. 

Under  his  able  guidance  and  leadership  in  1934, 
the  .Association  is  expected  to  continue  its  progress 
toward  a more  unified  profession  and  toward  the 
upbuilding  of  scientific  medicine  in  this  state. 

Other  officers  elected  at  the  Parkersburg  meeting 
w'ere  Dr.  .Albert  G.  Rutherford,  Welch,  First  Vice- 
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president,  Dr.  G.  H.  Barksdale,  Charleston,  Second 
Vice-president,  and  Dr.  T.  M.  Barber,  Charleston, 
Treasurer. 

New  councillors  elected  were  Dr.  R.  U.  Drink- 
ard.  Wheeling,  and  Dr.  B.  S.  Clements,  Matoaka. 
Councillors  elected  to  succeed  themselves  were  Dr. 
G.  R.  Maxwell,  Morgantown,  Dr.  M.  T.  Morri- 
son, Sutton;  Dr.  Ray  M.  Bobbitt,  Huntington; 
Dr.  B.  W.  Steele,  Mullens  and  Dr.  G.  A.  Smith, 
Montgomery. 

Dr.  R.  J.  Wilkinson,  Huntington,  was  elected 
Chairman  of  the  Committee  on  Scientific  Work  for 
next  year’s  meeting.  The  other  two  members 
elected  were  Dr.  E.  B.  Henson,  Charleston,  and 
Dr.  C.  O.  Reynolds,  Bluefield. 

Dr.  Robert  King  Buford,  Charleston,  was  elected 
a member  of  the  Committee  on  Professional  Rela- 
tions to  succeed  Dr.  J.  R.  Shultz,  deceased. 

Members  of  the  Committee  on  Medical  Educa- 
tion elected  were  Dr.  Howard  T.  Phillips,  Wheel- 
ing, Chairman;  Dr.  Ward  Wylie,  Mullens,  and 
Dr.  S.  L.  Cherry,  Clarksburg. 

Dr.  R.  H.  Walker,  Charleston,  was  elected  to 
succeed  himself  as  delegate  to  the  American  Medi- 
cal Association  and  Dr.  Howard  T.  Phillips, 
Wheeling,  was  reelected  alternate. 

Huntington  was  selected  as  the  place  for  the 
1934  meeting. 

Sectional  officers  elected  at  the  Charleston 
meeting  were  as  follows: 

Eye,  Ear,  Nose  and  Throat:  Dr.  Harry  V. 

Thomas,  P'airmont,  Chairman;  Dr.  W.  P'.  Beck- 
ner,  Huntington,  Secretary. 

Section  on  Pediatrics:  Dr.  Robert  C.  Hood, 

Clarksburg,  Chairman;  Dr.  Russell  C.  Bond, 
Wheeling,  Secretary. 

Section  on  Surgery:  Dr.  Frank  V.  Langfitt, 

Clarksburg,  Chairman;  Dr.  Russell  B.  Bailey, 
Wheeling,  Secretary. 

'J'he  complete  record  of  the  Charleston  meeting, 
together  with  all  committee  reports  and  the  financial 
statement  of  the  Association,  will  be  published  in 
the  July  issue  of  the  Journal. 


GOLF  tournament  WINNERS 
Dr.  R.  H . Dunn,  Charleston,  and  Dr.  William 
A.  Welton,  P'airmont,  won  the  low  gross  and  low 
net  scores  respectively  during  the  recent  Association 
golf  tournament  at  the  Charleston  meeting.  Run- 
ners-up were  Dr.  B.  E.  Brugh,  Montgomery, 
second  low  gross  score,  and  Dr.  J.  P.  Lilly,  Char- 
leston, second  low  net  score. 


In  the  blind  bogey  tournament  the  winners  were 
Dr.  Lome  A.  Lyon,  Wheeling,  first;  Dr.  Robert 
J.  Reed,  Jr.,  Wheeling,  second;  Dr.  A.  R.  Lutz, 
Huntington,  third;  and  Dr.  Russel  Kessel,  Char- 
leston, fourth. 


RADIOLOGICAL  CONGRESS 

Chicago  during  the  World’s  Fair  will  welcome 
the  largest  radiological  congress  ever  held  in  the 
United  States  when  the  four  national  radiological 
societies  will  meet  there  in  joint  convention.  Other 
members  of  the  medical  profession  are  invited  as 
well.  The  American  Congress  of  Radiology  is 
scheduled  for  September  25-30,  inclusive  at  the  Pal- 
mer House.  According  to  Dr.  Henry  K.  Pancoast 
of  Philadelphia,  president  of  the  Congress,  all  phv- 
sicians,  physicists,  biologists  and  others  connected 
with  the  Allied  sciences  will  be  made  welcome  at 
the  Congress. 

The  four  radiolgoical  societies  sponsoring  the 
Congress  who  have  eliminated  their  regular  annual 
meetings  for  1933  in  its  favor  are:  The  American 

College  of  Radiology,  the  American  Radium  So- 
ciety, the  American  Roentgen  Ray  Society,  and  the 
Radiological  Society  of  North  America.  The  Chi- 
cago Roentgen  Society  will  also  participate. 


REFORESTATION  DOCTORS  NEEDED 

According  to  a recent  issue  of  the  Bulletin  of  the 
American  Medical  Association,  the  surgeon  general 
of  the  LEiited  States  Armv  charged  w'ith  the  duty  of 
organizing  the  necessary  medical  service  for  the 
members  of  the  recently  established  civilian  conserva- 
tion corps  is  asking  for  applications  from  qualified 
physicians  who  desire  to  participate  in  that  service. 
Officers  of  the  medical  reserve  corps  of  the  rank  of 
Captain  or  Lieutenant  and  other  physicians  who  wish 
to  be  identified  with  this  movement — in  forestry 
camps  or  army  posts — should  make  application  to 
the  Commanding  General  of  the  corps  area  in  which 
they  reside. 

Information  available  is  to  the  effect  that  538 
conservation  work  camps  will  be  immediately  estab- 
lished in  12  western  states  and  that  nearly  1 1 (),()()() 
men  will  be  assigned  to  duty  in  those  camps.  In  the 
eastern  section  of  the  country  about  10, 000  men 
will  be  encamped. 

Medical  personnel  will  be  assigned  at  the  rate  of 
one  Captain  and  two  Lieutenants  of  the  Medical 
Reserve  corps  for  each  thousand  men.  In  those 
areas  in  which  the  camp  units  are  widely  separated 
contract  surgeons  will  be  assigned  on  a part  time 
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basis,  at  an  average  compensation  of  $125  per 
month.  Two  men  in  each  unit  will  be  trained  in 
first  aid  and  in  sanitary  inspection  work. 

Hospital  service  will  be  supplied  for  men  in  the 
camps  in  need  of  such  service  because  of  illness  or 
disabilities  contracted  in  line  of  duty  during  the 
period  of  encampment.  Government  hospitals  will 
be  used  if  located  near  the  camps;  otherwise  the 
facilities  of  civilian  hospitals  will  be  utilized. 

.Medical  service  to  be  provided  includes  thorough 
physical  e.xamination,  vaccination  .against  smallpox, 
ttphoid — paratyphoid  immunization,  and  outpatient 
and  hospital  treatment.  It  is  e.xpected  that  several 
hundred  physicians  in  civil  life  will  be  brought  into 
service,  either  as  officers  of  the  .Medical  Reserve 
corps  or  in  the  capacity  designated  by  arm)’  rules  as 
contract  surgeons. 

It  is  understood  that  appro.ximatel)’  250, OOO  men 
will  be  enrolled  for  camp  duty  through  the  U.  S. 
Department  of  Labor. 


WHIl'E  HOUSE  CONP'ERENCE 

I'he  West  X^irginia  XXdiite  House  Conference  on 
Child  Health  and  Protection  and  the  annual  meeting 
of  the  XVest  X'irginia  Public  Health  .Association  were 
held  in  Charleston  on  .M.ay  28-30,  1933.  .Approxi- 
mately 750  persons  were  in  attendance  for  the  two 
meetings.  Pollowing  the  close  of  the  Conference, 
the  business  meeting  of  the  Health  .Association  was 
held  on  XVednesdav,  .May  3 1 . 

Dr.  George  Lyon,  Huntington,  Chairman  of  the 
White  House  Conference  for  this  state,  presided  at 
the  general  meetings.  .Among  the  members  of  the 
Association  who  took  part  in  the  meetings  were 
Dr.  James  R.  Bloss,  Huntington,  Dr.  W.  Byrd 
Hunter,  Huntington,  Dr.  David  Littlejohn,  acting 
Health  Commissioner,  Dr.  R.  H.  Paden  of  the 
State  He.alth  Department,  Dr.  M.  F.  Petersen, 
Charleston,  Dr.  Robert  C.  Hood,  Clarksburg,  and 
Dr.  D.  A.  .MacGregor,  President  of  the  West 
\ irginia  State  Aledical  Association. 


A.  M.  A.  MEETING 

It  is  hoped  and  expected  th.at  West  Virginia  will 
be  well  represented  at  the  Annual  Meeting  of  the 
.American  Aledical  .Association,  Milwaukee,  on  June 
12-16,  1933.  The  .A.  M.  A.  has  planned  one  of 
the  best  programs  in  its  history  and,  in  spite  of  the 
slump  in  attendance  at  the  New  Orleans  session  last 
year,  a record  turnout  is  expected  at  Milwaukee. 

One  of  the  features  of  the  Milwaukee  meeting 
will  be  the  clinical  lecture  program  in  Plankinton 


H.dl  in  the  .Mil  waukee  auditorium.  'I'his  will 
begin  at  2 o’clock  on  .Monday  afternoon,  June  12, 
and  will  continue  through  the  morning  and  after- 
noon of  1 uesda)’,  June  13.  .Among  the  lecturers 
will  be  Dr.  L.  W.  Dean,  St.  Louis,  Dr.  Harold  N. 
Cole,  Cleveland,  Dr.  Peter  Bassoe,  Chicago,  Dr. 
I homas  P.  Sprunt,  Baltimore;  Dr.  Carl  .A.  Hed- 
blom,  Chiaigo;  Dr.  WAalter  E.  Dandy,  Baltimore; 
Dr.  I.  Newton  Kugelmass,  New  A'ork;  Dr.  Rus- 
sell L.  Haden,  Cleveland  and  Dr.  L.  .M.  Hurxthal, 
Boston. 

'J'he  registration  bureau,  all  scientific  and  tech- 
nical exhibits  and  all  section  meetings  will  be  held 
in  the  .Milwaukee  .Auditorium.  The  house  of  dele- 
gates will  hold  its  meetings  in  the  grand  hall  room 
of  the  Hotel  Schroeder,  which  will  be  the  head- 
quarters hotel  for  the  convention. 


HOSPITAL  MEETING  DATE 

The  next  annual  meeting  of  the  Hospital  .Asso- 
ciation of  W'est  Virginia  will  be  held  at  Clarksburg 
on  Tuesday,  October  3,  1933,  it  has  just  been  an- 
nuonced  by  the  board  of  trustees.  Dr.  A.  G. 
Rutherford,  President,  is  expected  to  start  work 
with  his  committees  in  the  next  few  weeks  pre- 
paring the  program  and  other  details  incident  to  the 
annual  session. 

It  is  expected  that  the  hospital  meeting  this  year 
will  deal  with  many  questions  concerning  hospital 
economy,  monthly  payment  plans  for  hospital  ser- 
vice, hospital  budgets  and  similar  subjects  concerning 
the  financial  side  of  hospital  management.  Following 
the  usual  custom,  the  October  3 meeting  will  open 
at  10  o’clock  .A.  M.,  and  will  close  with  the  annual 
banquet  the  same  evening. 


COMING  MEETINGS 

Metabolic  Disorders  will  be  the  theme  of  the  1933 
Graduate  Fortnight  of  the  New  York  .Academy  of 
.Medicine.  Twm  weeks  of  intensive  study,  from 
October  23  to  November  3 inclusive,  will  be  de- 
voted to  this  important  branch  of  medical  science. 
The  theoretical,  physiologic  and  pathologic  phases 
of  Metabolism,  as  well  as  of  certain  of  the  associated 
endocrinologic  problems  will  be  treated  in  a series 
of  round  table  discussions  and  clinical  demonstra- 
tions. The  latter  will  be  given  in  fifteen  of  the 
leading  hospitals  of  New  York  City. 

.Among  the  speakers  who  will  participate  in  the 
Graduate  Fortnight  are  included  Drs.  Eugene  F. 
DuBois,  Harold  E.  Himwich,  Walter  W.  Palmer, 
Frank  H.  Lahey,  Donald  Dexter  Van  Slyke,  Joseph 
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C.  Aub,  Ashley  Weech,  Dana  W.  Atchley,  Erwin 
Brand,  Emanuel  Libman,  Rollin  T.  Woodyatt, 
Priscilla  White,  Nellis  B.  Foster,  Herman  O.  Mos- 
enthal,  W-rlliam  S.  Ladd,  Henry  W.  Geyelin,  Albert 
A.  Epstein,  John  P.  Peters,  Henry  C.  Sherman, 
Samuel  W.  Clausen,  Alfred  F.  Hess,  Wilder  G. 
Penfield,  Oscar  M.  Schloss,  Henry  L.  Jaffee  and 
Charles  F.  Bodecker. 

An  exhibit  will  be  shown  in  connection  with  the 
Fortnight,  material  having  been  collected  from 
many  institutions  in  Metropolitan  New  York.  The 
various  aspects  of  metabolic  disorders  will  be  covered 
in  this  exhibition  including  the  history  of  metabol- 
ism; dietary  constituents  and  their  derivatives;  drug 
and  other  therapeutic  measures;  general  and  special 
pathological  metabolism ; and  laboratory  methods 
and  procedures. 

The  subjects  will  be  illustrated  by  means  of 
charts,  graphs,  photographs,  microphotographs, 
transparancies,  x-rays,  gross  and  pathologic  speci- 
mens. 

The  profession  of  the  country  is  invited  to  partici- 
pate in  the  Graduate  Fortnight. 

A complete  program  and  registration  blank  may 
be  secured  by  addressing  Dr.  Frederick  P.  Reynolds, 
The  New  York  Academy  of  Medicine,  2 East 
103rd  Street,  New  York  City. 

The  American  College  of  Physicians  will  hold  its 
Eighteenth  Annual  Clinical  Session  in  Chicago,  witli 
headquarters  at  the  Palmer  House,  April  16-20, 
1934. 

Announcement  of  these  dates  is  made  particularly 
with  a view  not  only  of  apprising  physicians  gener- 
ally of  the  meeting,  but  also  to  prevent  conflicting 
dates  with  other  societies  that  are  now  arranging 
their  1934  meetings. 

Dr.  George  .Morris  Piersol,  of  Philadelphia,  is 
President  of  the  .‘\mcrican  College  of  Physicians, 
and  will  arrange  the  Program  of  General  Sessions. 
Dr.  James  B.  Herrick,  Emeritus  Professor  of  Medi- 
cine of  Rush  Medical  College,  Chicago,  has  been 
appointed  General  Chairman  of  local  arrangements 
and  will  be  in  charge  of  the  Program  of  Clinics. 
.Mr.  E.  R.  1/Oveland,  Executive  Secretary,  133-135 
S.  36th  Street,  Philadelphia,  Pa.,  is  in  charge  of 
general  and  business  arrangements,  and  may  be 
addressed  concerning  any  feature  of  the  forthcoming 
Session. 


'J'he  thirty-fourth  .Annual  Meeting  of  the  .Amer- 
ican Proctologic  Society  will  be  held  in  Chicago  on 


Monday  and  Tuesday,  June  12-13,  1933.  Head- 
quarters will  be  in  the  Stevens  Hotel.  The  secretary 
of  the  organization  is  Dr.  Frank  G.  Runyeon, 
1361  Perkiomen  Avenue,  Reading,  Pa. 


NEW  PRESCRIPTION  LAW 
For  the  benefit  of  the  members  of  the  Association 
who  are  interested  in  the  new  federal  regulations 
concerning  the  prescribing  of  medicinal  liquor,  we 
publish  herewith  an  extract  of  the  regulations  re- 
cently issued  by  the  Federal  Supervisor  of  Permits 
for  this  district.  These  regulations,  which  went 
into  effect  on  May  15,  were  recently  concurred  in 
by  our  own  state  legislature.  The  regulations 
follow : 

Only  spirituous  and  vinous  liquor  may  be  pre- 
scribed for  medicinal  purposes.  The  term  “spirituous 
liquor”  shall  be  construed  as  alcohol,  whiskey,  rum, 
brandy,  gin,  and  such  like  liquor  produced  by  dis- 
tillation. The  term  “vinous  liquor”  shall  be  con- 
strued as  wine  containing  more  than  3.2  per  centum 
of  alcohol  by  weight,  being  the  fermented  juice  of 
the  grape,  and  such  berries  as  are  commonly  used 
in  the  production  of  wine. 

(Note.  Vinous  and  malt  liquors,  and  fruit 
juices,  containing  not  exceeding  3.2  per  centum 
of  alcohol  by  weight  do  not  come  within  the 
purview  of  the  National  Prohibition  Act,  as 
amended) . 

Prescriptions  for  any  liquor  other  than  spirituous 
and  vinous  liquor  for  medicinal  purposes  shall  be 
void.  The  following  preparations  listed  in  the 
United  States  Pharmacopoeia  and  National  For- 
mulary classed  as  fit  for  beverage  purposes  are  held 
to  be  spirituous  liquors  and  must  be  prescribed  in  the 
same  manner  and  under  the  same  conditions  as 
spirituous  liquors: 

Elixir  oramaticum  (elixir  aromatic).  Elixir  anisi 
(elixir  of  anise).  Elixir  oramaticum  rubrum  (red 
aromatic  elixir).  Elixir  surantii  amari  (elixir  of  bitter 
orange).  Elixir  cardamoni  compositum  (compound 
elixir  or  cardamon).  Elixir  glycyrrhizac  (elixir  of 
licorice).  Elixir  glycyrrhizae  aromaticum  (aromatic 
elixir  of  glycvrrhiza).  Elixir  taraxaci  compositum 
(c('mpouiul  elixir  taraxacum).  Elixir  terpini  hydra- 
tis  (elixir  of  terpin  hyilrate),  Spiritus  aetheria  (spirit 
of  ether  or  Hoffmann’s  drops),  Spiritus  myreiae 
compositus  (compound  spirits  of  myreia),  d'incturc 
amara  (bitter  tincture),  'Finctura  aromatica  (aro- 
m.itic  tincture),  'Finctura  aurantii  dulcis  (tincture 
sweet  orange  peel),  'Finctura  limonis  corticis  (tine- 
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ture  of  lemon  jx-el)  and  Tinctura  zingiberis  (tinc- 
ture of  ginger). 

Nothing  in  these  regulations  shall  be  construed 
as  authorizing  the  prescribing  by  physicians  of  any 
liquor,  or  compounds  thereof,  including  spirituous 
and  vinous  liquors,  in  any  manner  or  in  any  quan- 
tity in  any  State  or  territory  the  laws  of  which  pro- 
hibit such  prescribing. 

A physician  shall  not  prescribe  for  a patient  at 
any  one  time  a quantity  of  spirituous  or  vinous  liquor 
in  e.xcess  of  what  he  in  good  faith  believes  is  required 
to  meet  the  medicinal  needs  of  the  patient  as  shown 
by  the  patient’s  condition  at  the  time  of  prescribing. 

No  prescription  shall  be  issued  for  a quantity  that 
in  the  judgment  of  the  physician  will  last,  when 
used  as  prescribed,  more  than  thirty  days;  except 
that  if  a patient’s  medicinal  needs  will  with  reason- 
able certainty  continue  for  a period  longer  than 
thirtv  days,  a physician  may  prescribe  at  one  time  a 
quantitv  of  spirituous  or  vinous  liquor  sufficient  to 
meet  such  needs,  in  which  case  the  physician  shall 
endorse  on  the  prescription  the  word,  “special”  and 
within  twenty-four  hours  after  its  issue  shall  notify 
the  Supervisor  of  Permits  in  writing  of  the  issuance 
thereof,  giving  all  the  information  required  to  be 
written  on  prescriptions  by  Section  1 1 , without  dis- 
closing the  nature  of  the  patient’s  ailment;  but  in 
no  case  for  a quantity  in  excess  of  that  required  to 
meet  such  needs  for  a period  of  ninety  days. 

No  person  shall  by  any  statement  or  representa- 
tion that  he  knows  is  false,  or  could  by  reasonable 
diligence  ascertain  to  be  false,  induce  any  physician 
to  prescribe  liquor  for  medicinal  use  when  there  is 
no  medicinal  use  for  such  liquor  or  in  excess  of  the 
amount  of  medicinal  liquor  needed. 

Only  a phvsician  holding  a permit  to  prescribe 
liquor  may  issue  a prescription  therefor.  No  physician 
shall  prescribe  liquor  unless  after  a careful  physical 
examination  of  the  person  for  whose  use  such  pre- 
scription is  sought,  or  if  such  examination  is  found 
impracticable,  then  upon  the  best  information  ob- 
tainable, he  in  good  faith  believes  that  the  use  of 
spirituous  or  vinous  liquor  as  a medicine  by  such 
person  is  necessary  and  will  afford  relief  to  him 
from  some  known  ailment.  It  is  suggested  that  in 
determining  the  quantitv  to  be  prescribed,  the 
physician  inquire  of  the  patient  concerning  the  quan- 
tity of  liquor,  if  any,  recently  prescribed  for  the 
patient  by  other  physicians. 

Until  such  time,  not  earlier  than  Jan.  1,  1934,  as 
the  stamps  mentioned  in  Sec.  2 of  the  Act  of  March 
31,  1933,  are  printed  and  furnished  to  physicians. 


all  duly  qualified  physicians  holding  permits  and 
authorized  to  prescribe  liquor  will  be  furnished  a 
sufficient  number  of  prescription  blanks.  Form  1403 
in  serially  numbered  books  of  100  original  and  100 
duplicate  blanks  each,  to  meet  their  requirements. 
^I'hese  blanks  may  be  procured  free  of  cost  by  the 
physician  from  the  Supervisor  of  Permits. 

'Fhe  physician  may  issue  prescriptions,  as  herein 
provided,  using  each  blank  in  the  book,  those  on 
which  the  word  “Duplicate”  is  printed  as  well  as 
those  marked  “Original”,  as  an  original  prescrip- 
tion. This  will  enable  the  physician  to  write  200 
original  prescriptions  from  each  such  book  of  blanks. 
Attached  stubs  must  be  filled  in  by  the  physician  at 
the  time  the  prescription  is  written.  Such  stubs 
shall  be  immediately  forwarded  by  the  physician  to 
the  Supervisor  of  Permits  when  the  prescription 
blanks  have  been  exhausted.  The  physician  shall 
write  on  each  prescription,  including  emergency 
prescriptions  under  Sec.  12  the  kind  of  liquor  pre- 
scribed, the  frequency  of  dose,  the  period  of  time 
for  w'hich  prescribed,  the  patient’s  name  and  address, 
the  physician’s  signature  and  his  permit  number  and 
address.  'I'he  issuance  in  duplicate  of  prescriptions 
on  Form  1403  shall  be  discontinued. 

In  case  of  loss,  theft  or  other  condition  necessitat- 
ing the  use  of  a blank  form  of  prescription  other 
than  Form  1403,  the  physician  may  write  an  emer- 
gency prescription  on  an  unofficial  blank.  Such 
emergency  prescription  must  be  written  in  duplicate 
the  duplicate  being  in  lieu  of  the  stub  record  of  the 
prescriptions  that  would  have  been  written  on  Form 
1403.  Such  duplicate  prescription  must  be  imme- 
diately forw’arded  by  the  physician  to  the  Supervisor 
of  Permits. 

Before  completely  exhausting  the  prescription 
Forms  1403  in  the  book  on  hand,  the  physician  may 
apply  to  the  Supervisor  of  Permits  for  a new  book. 
The  cover  on  the  back  of  the  prescription  book  must 
be  detached  and  used  in  applying  for  a new  book 
of  P'orm  1403  prescription  blanks. 

All  printed  instructions  and  notices  appearing  on 
the  cover  of  the  prescription  book;  and  on  the  reverse 
sides  of  all  prescription  blanks,  Form  1403,  may  be 
ignored  wherever  in  conflict  with  these  regulations. 

A record  shall  be  kept  by  every  physician  v.'ho 
issues  a prescription  for  spirituous  or  vinous  liquor, 
in  a bound  book  alphabetically  arranged  according 
to  surnames  of  patients,  showing  the  date  of  issue, 
the  amount  of  spirituous  or  vinous  liquor  prescribed, 
to  whom  prescribed,  the  period  for  which  prescribed, 
the  purpose  or  ailment  for  which  it  is  to  be  used. 
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and  directions  for  use,  stating  the  amount  and  fre- 
quency of  the  dose.  The  record  book  herein  re- 
quired to  be  kept  shall  be  procured  by  the  physician 
through  commercial  channels,  and  will  not  be 
printed  or  furnished  by  the  Government. 

No  physician  shall  be  called  upon  to  file  any 
statement  of  the  ailment  for  which  spirituous  or 
vinous  liquor  is  prescribed,  in  the  Department  of 
Justice  or  Department  of  the  Treasury,  or  any 
other  office  of  the  Government,  or  to  keep  his 
records  in  such  a way  as  to  lead  to  the  disclosure  of 
any  such  ailment  except  when  lawfully  required  in 
the  following  manner:  Where  disclosure  of  the  ail- 
ment may  be  required  in  any  court  of  equity  review- 
ing the  action  of  the  Commissioner  or  the  Super- 
visor of  Permits,  of  the  Bureau  of  Industrial 
Alcohol,  in  the  revocation  of  a physician’s  permit; 
or  where  disclosure  as  to  the  ailment  of  the  patient 
is  required  by  any  duly  qualified  person  engaged  in 
the  execution  or  enforcement  of  the  National  Pro- 
hibition Act,  or  any  Act  supplementary  thereto; 
but  no  such  person  shall  require  the  physician  to 
disclose  the  ailment  except  where  he  shall  first  obtain 
written  specific  authorization  so  to  do  from  his 
superior  officer. 


THE  RIGHTS  OF  OSTEOPATHS 

A civil  suit  involving  the  right  of  an  osteopath  to 
practice  medicine  and  surgery  in  West  Virginia  on 
an  equal  basis  with  the  regular  medical  profession 
has  been  instituted  in  Mason  County  and  this  ques- 
tion will  probably  be  settled  in  the  near  future.  Since 
the  passage  of  the  present  Osteopath  law  in  192.3, 
there  has  been  a great  deal  of  discussion  throughout 
the  state  as  to  whether  the  1923  act  intended  to 
bestow  the  same  rights  upon  osteopaths  that  are  en- 
joyed by  trained  doctors  of  medicine. 

d'he  Mason  County  case  grew  out  of  an  alterca- 
tion between  R.  W.  Eshenaur,  Point  Pleasant  Os- 
teopath, and  the  Mason  County  Court,  involving 
an  alleged  contract  to  treat  the  poor  and  indigent. 
Eshenaur  has  entered  suit  against  the  Mason  County 
Court  to  compel  the  court  to  award  him  the  contract 
on  the  ground  that  he  was  the  low  bidder.  Attorneys 
for  the  Mason  County  court  have  recently  submitted 
a statement  of  the  case  to  the  Journal,  which  we 
jniblish  herewith: 

'J'he  suit  is  predicated  upon  an  alleged  contract 
entered  into  between  the  County  Court  and  R.  W. 


Eshenaur  whereby  the  Court  is  alleged  to  have 
awarded  to  R.  W.  Eshenaur  the  poor  practice  for 
certain  districts  as  well  as  the  infirmary  and  County 
jail.  Sealed  proposals  for  the  contract  were  re- 
ceived in  accordance  with  the  law  and  opened  at  a 
designated  time  upon  which  occasion  it  appeared 
that  R.  W.  Eshenaur  was  the  lowest  bidder  in  the 
particular  instance.  The  County  Court  by  approp- 
riate order  formally  awarded  the  contract  but  later 
rescinded  its  action  upon  the  advice  of  the  Pros- 
ecuting Attorney.  This  action  was  taken  because 
R.  W.  Eshenaur  had  only  a license  to  practice  as  an 
osteopathic  physician  and  surgeon.  The  Prosecuting 
Attorney  advised  the  County  Court  that  within  the 
perview  of  the  statute  a contract  for  this  particular 
practice  could  only  be  awarded  to  a regular  physician 
and  surgeon  and  that  an  osteopathic  physician  and 
surgeon  was  not  entitled  to  share  in  this  work. 

The  contract  as  previously  stated  was  regularly 
rescinded  and  at  the  expiration  of  the  one  year 
embraced  in  the  rescinded  contract,  R.  W.  Eshen- 
aur instituted  the  present  suit  for  the  purpose  of  re- 
covering the  amount  specified  in  his  original  con- 
tract. 

In  this  case  the  question  squarely  arises  as  to 
whether  or  not  an  osteopathic  physician  and  surgeon 
actually  has  the  same  rights  and  privileges  as  licensees 
from  other  schools  of  medicine. 

A demurrer  has  been  filed  to  the  declaration 
raising,  as  a matter  of  law,  the  question  as  to  what 
the  rights  of  an  osteopathic  physician  and  surgeon 
are.  'I'his  demurrer  was  argued  before  the  Judge 
of  the  Circuit  Court  of  Mason  County  on  the  after- 
noon of  May  12,  1933,  after  an  agreement  entered 
into  at  that  time  that  a further  written  memorandum 
of  authorities  would  be  filed  by  each  party.  'Phis 
memorandum  is  now  under  preparation. 

Counsel  on  behalf  of  the  defendant,  brushing 
aside  all  other  technicalities,  asserted  that  an  osteo- 
pathic physician  and  surgeon  was  not  entitled  to 
share  in  this  type  of  work,  because  the  section  of  the 
Code  under  which  the  County  Court  renders  this 
service  to  the  poor  of  the  County  was  enacted  many 
years  ago  before  the  osteopathic  school  of  medicine 
made  its  appearance.  Certainly  at  that  time  only 
the  licensees  of  regular  schools  of  medicine  were 
recognized. 

Counsel  for  Mr.  Eshenaur  specifically  cited  that 
the  provisions  of  the  act  of  1923  providing  that 
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osteopathic  physicians  ami  surgeons  should  have  the 
same  rights  and  privileges  as  enjo)'ed  by  practitioners 
of  other  schools  of  medicine.  It  was  apparent  from 
the  position  taken  that  Mr.  Eshenaur  contends  that 
an  osteopathic  physician  and  surgeon  has  the  right  to 
render  exactly  the  same  kind  of  professional  service 
as  those  practicing  in  other  schools  of  medicine. 

Counsel  for  the  County  Court  met  this  proposi- 
tion with  the  assertion  that  the  Act  of  1923  was  to 
be  read  in  light  of  the  other  provisions  of  the  Code 
and  when  so  considered  there  could  he  no  pretension 
that  osteopathic  physicians  and  surgeons  could  usurp 
the  privileges  and  prerogatives  of  the  regular  mem- 
bers of  the  medical  profession.  The  Counsel  for 
the  County  Court  further  contended  that  if  the 
wording  of  the  statute  did  protray  this  meaning 
then  the  statute  itself  was  unconstitutional  as  being 
an  unreasonable  classification. 

From  the  constitutional  standpoint  counsel  stated 
that  the  legislature  was  clothed  with  the  authority 
to  prescribe  rules  and  regulations  for  the  practice  of 
any  profession  but  that  these  rules  and  regulations 
must  be  reasonable.  Upon  this  basis  it  was  stated 
that  the  Code  provides  for  a higher  standard  of 
training  and  educational  qualification  for  the  regular 
physician  and  surgeon  than  it  docs  for  an  osteopathic 
physician  and  surgeon.  It  would  therefore  be  un- 
reasonable to  exact  a high  standard  of  the  one  and 
low  standard  of  the  other  and  then  immediately 
clothe  the  low'  standard  with  the  same  rights  and 
privileges  as  possessed  by  the  high. 

This  civil  suit  is  preferable  by  far  to  any  other 
kind  of  proceeding  or  criminal  action  for  the  purpose 
of  testing  out  this  particular  point.  If  recourse  were 
had  to  an  indictment,  the  w'hole  matter  w'ould  have 
to  be  decided  “beyond  a reasonable  doubt.”  Further 
in  the  event  of  an  adverse  decision  appeal  to  the 
Supreme  Court  would  be  impossible.  In  the  present 
case  the  whole  matter  is  decided  as  an  ordinary  civil 
action  by  a preponderance  of  the  evidence  and  the 
right  of  appeal  wuold  unquestionably  lie  regardless 
of  the  outcome  in  the  lower  court.  It  seems  that 
this  present  suit  furnishes  the  most  satisfactory  means 
of  testing  this  law. 

Mr.  Woodward  of  the  American  Medical  Asso- 
ciation has  conferred  with  counsel  for  the  County 
Court  and  unqualifiedly  expressed  his  approval  as  to 
the  present  suit  being  eminently  preferrable  to  any 
other  method  in  determining  this  particular  ques- 
tion. 


FROM  OTHER  JOURNALS 


FREE  MEDICAL  CARE 

I he  present  crowding  of  hospitals  and  dispen- 
saries where  the  profession  renders  service  gratis 
only  serves  to  bring  into  the  limelight  the  whole 
subject  of  who  should  and  who  should  not  be  given 
free  professional  service.  It  is  to  be  hoped  that  the 
present  economic  uphcavel  will  result  in  a more  fair 
adjustment  of  a responsibility  which  is  at  present  a 
tremendous  burden  on  the  profession. 

Perhaps  Mencken  is  right  when  he  says  that  the 
medical  profession  has  allow'ed  itself  to  be  imposed 
upon  by  the  extension  of  free  medical  service  to  more 
than  the  indigent. 

W ith  the  establishment  of  hospitals  and  dispen- 
saries for  the  care  of  the  indigent,  which  after  all  is 
an  outgrowth  of  Christian  civilization,  the  medical 
profession  was  willing  as  a group  to  render  free 
professional  service  as  a contribution  to  local  charity. 
The  comparatively  recent  extension  of  care  by  such 
institutions  to  patients  not  strictly  penniless  but  able 
to  pay  something  to  hospital  or  dispensary  has  been 
a departure  from  the  original  idea. . . The  group  of 
patients  receiving  free  professional  service  has  thus 
been  enlarged  due  doubtless  to  the  easy-going  atti- 
tude of  the  profession. 

Perhaps  Mencken  is  right  w’hen  he  says:  “There 
is,  as  a matter  of  fact,  no  plausible  reason  for  argu- 
ing, as  uplifters  always  do,  that  the  privilege  of  first- 
rate  medical  care  is  a right  that  every  free-born 
American  acquires  at  birth,  regardless  of  his  merits 
or  his  means.” 

As  far  as  medical  service  is  concerned  there  seems 
to  have  developed  three  classes  of  patients,  as  pointed 
out  by  Dr.  A.  F.  Branton  in  an  article  which 
appears  in  this  number  of  Mnmesota  Medicine. 
There  is  the  class  that  is  self  sufficient  in  everv  way 
including  medical  care ; a class  that  is  dependent  on 
charity  for  everything — medical  care  included;  and 
a third  class  that  seems  to  be  self-supporting  except 
for  medical  care.  Should  this  third  class  be  recog- 
nized.^ 

In  normal  times  only  a small  percentage  of  the 
population  can  be  classed  as  indigent.  Now,  of 
course,  most  of  the  unemployed  have  been  added 
to  the  group.  The  vast  majority  of  the  population 
belong  to  the  comparatively  small  income  group, 
W'hich  constitutes  the  main  clientele  of  the  medical 
profession.  It  is  only  when  a prolonged  or  serious 
illness  or  disability  is  experienced  by  individuals  in 
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this  group  that  the  cost  is  unbearable,  and  this  occurs 
in  a comparatively  small  percentage  of  this  large 
group.  It  is  this  small  percentage  that  under  such 
unfortunate  circumstances  might  be  termed  indigent 
as  far  as  medical  service  alone  is  concerned.  Here 
then  is  the  main  argument  for  sickness  insurance  for 
those  with  small  incomes. 

How  should  such  sickness  insurance  be  provided? 
It  is  being  written  to  some  extent  at  the  present  time 
with  cash  benefits  provided  in  case  of  sickness.  This 
assists  the  beneficiary  to  meet  the  expense  of  private 
care.  It  does  not  cover  the  complete  costs  of  sick- 
ness, nor  should  it.  To  do  so  would  only  place  a 
premium  on  slow  convalescence.  Insurance  to 
cover  all  the  costs  of  complete  medical,  dental,  hos- 
pital and  nursing  care,  it  has  been  shown,  would 
be  too  expensive  from  an  insurance  standpoint,  too 
open  to  abuse,  and  simply  too  idealistic. 

The  medical  profession  in  general  approves  of 
sickness  insurance  which  enables  the  sick  individ- 
ual to  provide  for  his  own  private  care.  It  un- 
alterably opposes  all  proposals  whereby  the  insur- 
ance company  provides  medical  care  through 
physicians  employed  by  them.  This  virtually 
amounts  to  insurance  companies  entering  the  prac- 
tice of  medicine. 

Perhaps,  too,  Mencken  is  right  is  accusing  the 
medical  profession  of  not  offering  enough  resistance 
to  the  evil  tendency  of  medical  care  to  become  more 
and  more  expensive,  and  especially  hospital  care. 

Certain  it  is  that  the  cost  of  medical  care  has 
increased  considerably  in  recent  years.  Part  of  this 
increase  has  been  the  necessary  accompaniment  of 
scientific  advance.  Extravagance  has  been  in  evi- 
dence, however,  not  only  in  the  uncontrolled  con- 
struction of  hospitals  that  were  not  needed,  but  in 
the  construction  of  hospitals  fit  for  kings  rather  than 
individuals  with  modest  incomes.  Some  patients 
simply  add  to  the  cost  of  hospital  care  by  demanding 
needless  luxuries  in  tlie  way  of  hospital  accommoda- 
tions and  nursing  care.  'J'he  profession,  too,  has 
been  to  some  extent  to  blame  in  their  insistence  on 
the  need  of  hospital  care  when  it  has  not  been  nec- 
essary. All  this  necilless  adding  to  the  cost  of  sick- 
ness simply  increases  the  number  of  those  who  can- 
not meet  the  expense  of  private  medical  care. 

'J'here  are  certain  very  definite  indications  for  a 
correction  of  present  trends  in  medical  practice.  If 
the  present  economic  debacle  by  serving  to  accentu- 
ate these  evils  results  in  their  correction  it  shall  have 
served  a useful  purpose. 

'J'he  profession  fought  seemingly  in  vain  against 


the  inexcusable  extension  of  Veteran  hospital  care  to 
include  non-service  disabilities.  It  seems  as  though 
the  crisis  will  likely  correct  this  unwarranted  inva- 
sion of  private  practice  and  limit  hospital  care  to 
service  cases  and  possibly  also  to  the  indigent  ex- 
soldier. 

Medical  and  nursing  schools  have  been  turning 
out  graduates  in  excess  of  actual  needs.  The  de- 
pression has  brought  this  to  the  fore  and  concerted 
action  should  be  taken  to  reduce  enrollments. 

Another  evil  which  should  be  aired  as  a result  of 
the  times  is  the  extension  of  benefit  associations  to 
provide  medical  and  hospital  care  to  those  outside 
the  association.  This  extension  results  in  under- 
bidding of  private  hospitals  and  physicians  at  the 
expense  of  members  of  such  benefit  associations. 

Retrenchment  in  the  use  of  hospitals,  from  the 
standpoint  of  construction,  equipment  and  utiliza- 
tion, is  in  order. 

And  finally,  the  limitation  of  free  medical  care 
furnished  by  city,  county  and  state  institutions  to 
the  indigent  alone,  whether  the  doctors  in  attendance 
are  paid  or  not,  should  be  strictly  adhered  to. 

— Minnesota  Medicine. 


MODERN  MEDICAL  PRACTICE 

'Ehe  past  three  decades  of  drastic  cliange  in  com- 
mercial life  is  seeping  into  the  realm  of  the  arts  and 
the  professions.  Now  this  change  is  pivoted  upon 
that  so-called  social  consciousness  that  is  the  latest 
human  expression  of  a mortal  attempt  to  bring  to  a 
more  gracious  level  the  glaring  inequalities  of  civil- 
ized existence  and  while  the  intent  is  excellent  the 
method  in  the  main  would  seem  open  to  criticism, 
though  worthy  of  study,  compilation  and  possible 
adaptation. 

Quantity  production,  standardization,  specializa- 
tion with  all  its  lack  of  individual  relationships  and  a 
general  substitution  of  mass  administration  is  the 
keynote  of  this  new  distribution.  'I'he  individual 
and  his  private  woes  are  not  at  tliis  moment  the 
especial  object  of  community  consideration.  1 he 
world  is  growing  too  big.  'I'he  barter  and  exchange 
of  international  markets  liavc  forced  tliese  new  con- 
cepts upon  business  heads.  Unfortunately  this  has 
not  always  eventu.ited  in  cases  of  the  necessary  arts 
and  the  vital  professions  such  for  example  as  the 
ethical  practice  of  medicine.  As  witli  others  in  the 
same  classification  of  human  endeavor  the  medical 
profession  is  still  trying  to  mix  oil  with  water.  In 
other  words  the  medical  profession  continues  to  try 
to  measure  the  protean  ramifications  of  the  current 
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economic  system  by  the  yardstick  of  an  ante-bellum, 
early  American  idea  that  is  at  once  all  individualistic 
and  forsworn  to  the  best  ends  and  ambitions  of  in- 
dividualism. 

^^'hile  the  world  is  still  divided  upon  the  best 
svstems  for  making  conform  the  individual  exigencies 
of  human  personal  life,  as  exemplified  in  nature’s 
processes  and  performances,  to  the  set  schedules  of  a 
machine  age  in  an  era  where  to  date  the  groups 
eschewing  classification  are  machine  control  of  the 
weather,  the  corn  crop  and  animal  and  human 
processes  of  life,  death  and  propagation,  the  meilical 
profession  almost  more  than  any  other  is  face  to 
face  with  the  necessity  for  doing  practically  this 
thing.  I'he  famous  old  family  physician  finds  him- 
self put  to  it  to  continue  with  his  work  with  the 
former  skill  and  success  under  circumstances  'that 
literally  change  him  from  an  essential  part  of  his 
patients’  most  intimate  lives  into  a non-essential  and 
extraneous  automaton. 

Instead  of  a link  between  the  here  and  the  here- 
after, who  was  a tower  of  strength,  and  a fountain 
of  consolation,  the  modern  complexities  of  medical 
practice  and  the  pressure  of  modern  economics  are 
substituting  for  the  old  fashioned  family  phvsician 
a system  that  brings  out  perfect  machinery  and  per- 
fect routine  whether  it  produces  perfect  medicine  and 
perfect  practitioners  or  not. 

A nd  right  here  is  the  gist  of  the  problem  to  be 
studied  by  the  man  who  would  make  the  practice 
of  medicine  a paternalistic  matter. 

The  ansiver  ivould  seem  to  lie  in  the  successful 
divination  as  to  exactly  to  ivhat  degree  the  futtetions 
of  nature  can  be  reduced  to  the  lowest  common 
denommator  of  the  card  index. 

And  in  this  classification  of  the  problems  of  nature 
must  be  included  those  perplexities  of  soul,  body, 
and  individual  self  that  can  be  solved,  adjusted  and 
eased  only  by  the  application  and  analysis  of  another 
individual  human  mind.  So  far  nobody  has  suc- 
ceeded in  endowing  even  the  cleverest  of  machines 
or  of  robots  with  anything  anywhere  approaching 
the  human  mind.  As  in  the  ages  past  the  psyche 
would  seem  to  evade  the  machinist’s  union. 

However  there  is  no  begging  the  question  that 
some  sort  of  bargain  must  be  struck  between  modern 
economics,  modern  medical  practice  and  modern 
deficiencies  and  efficiencies.  State  medicine,  state 
politics,  state  taxation,  or  state  statutes  are  not  the 
panacea.  Modern  magic  is  merely  good  hard  work 


and  virile  attacks  on  vital  problems,  not  clever  eva- 
sions. \\’hat  state  medicine  means  to  the  welfare 
of  the  individual  as  well  as  to  community  health 
and  to  the  practice  of  medicine  is  an  urgent  issue 
to  which  the  individual  physician  as  well  as  organized 
medicine  must  give  able  consideration.  Every  man 
who  is  honest  with  himself  and  with  the  obligations 
of  his  profession  realizes  if  he  stops  to  think  that 
there  threatens  a most  unfortunate  parting  of  the 
wats  with  a chasm  that  can  never  be  rebridged 
unless  the  medical  profession  itself  takes  a hand  in 
the  situation. 

No  less  a man  that  Dr.  J.  Whitridge  Williams, 
Dean  of  Johns  Hopkins  Medical  School,  remarks 
“that  the  time  has  come  when  a halt  will  have  to  be 
called  on  many  members  of  the  medical  profession 
who  charge  all  the  traffic  will  bear,  may  be  accepted 
as  evidence  of  the  fact  that  at  bottom  the  instances 
of  which  he  complains  are  but  sporadic  attempts  on 
the  part  of  medical  men  to  equalize  their  charges 
with  costs  so  as  to  provide  a decent  return.” 

Though  undoubtedly  an  honest  canvass  of  the 
medical  profession  would  show  that  the  per  capita 
wealth  is  less  than  in  any  similar  walk  of  life,  yet 
of  course  the  fraternity  is  not  absolutely  free  from 
men  whose  creed  is  “Get  the  cash.” 

To  protect  the  profession  against  inner  as  well 
as  outer  destruction  the  best  weapon  now  at  hand 
would  seem  to  be  organization  of  the  profession  in 
an  organization  that  will  stick.  Here  is  the  ele- 
mental angle  of  failure  to  progress  in  line  with  ten- 
dencies of  the  times,  where  the  medical  profession 
is  concerned,  except  with  the  great  specialists  and 
laboratory  men.  Business  organizations  have  be- 
come just  what  the  phrase  implies.  A business  man 
knows  to  a penny  what  every  item  he  has  for  sale 
costs  to  secure  or  to  produce.  The  private  practi- 
tioner is  without  such  knowledge  to  protect  himself 
when  it  comes  to  a sale  of  his  skill  and  art.  The 
great  laboratory',  or  other  institutional  adjunct  of 
modern  medical  practice,  is  better  equipped  in  this 
regard.  But- — after  these  have  charged  off  their 
overhead  they  too,  in  the  greater  number  of  instances 
are  in  a position  to  prove  that  they  too  are  of  that 
class  that  fail  to  deem  “the  laborer  is  worthy  of  his 
hire.”  Actual  figures  show'  that  many  of  the  “big 
men”  actually  earn  less  than  mere  executives  in 
much  less  skilled  work,  as  an  evidence  of  the  lay- 
idea  of  the  situation.  Under  date  of  July  16,  1930, 
the  Saturday  Evening  Post  made  this  comment  upon 
the  medical  economic  crisis: 
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“It  is  unfortunately  true  that  occasionally  a 
medical  or  surgical  man  in  a large  city,  together 
with  the  laboratory  men  and  specialists  who  assist 
him  in  making  his  diagnoses,  charges  whatever  he 
dares;  but  it  should  be  taken  into  account  that  the 
great  majority  of  family  physicians  regard  such  men 
with  contempt  and  do  everything  in  their  power  to 
prevent  guileless  patients  who  appraise  the  skill  of 
service  solely  by  its  cost,  from  falling  into  the 
clutches  of  these  dollar  doctors. 

“No  action  charging  rapacity  can  lie  against  the 
great  mass  of  family  practitioners.  As  a rule  they 
are  overworked  and  underpaid,  and  in  most  cases 
they  would  be  far  richer  men  if  their  fees  were  in 
closer  accord  with  the  services  they  render. 

“For  many  years  the  overhead  costs  of  medical 
service  have  been  steadily  rising.  The  patient  pays 
more  and  gets  more.  The  whole  tendency  of 
modern  medicine  is  to  lean  more  and  more  heavily 
upon  collateral  sciences,  and  to  invoke  their  aid  in 
substituting  moral  certainties  for  the  exercise  of  un- 
assisted judgment,  which  though  frequently  highly 
skilled,  was  often  unsatisfactory.  The  common  use 
of  the  x-ray  is  the  best  known  illustration  of  this 
tendency,  though  dozens  of  others  might  be  named. 

“Most  physicians  are  quite  ready  to  acknowledge 
that  they  charge  their  rich  patients  more  than  their 
poor  ones.  It  is  stated  on  high  medical  authority 
that  the  wealthiest  fifth  of  the  average  community 
indirectly  pays  most  of  the  doctors’  bills  of  the 
poorest  two-fifths.  Persons  in  the  intermediate 
layer  pay  just  about  what  they  should.  Until  the 
practice  of  medicine  is  taken  over  by  the  state  there 
are  only  two  other  methods  that  can  be  employed; 
First,  to  charge  neither  rich  nor  poor  more  than  a 
nominal  fee;  and  second,  to  serve  only  the  rich  and 
well-to-do  and  let  the  poor  shift  for  themselves. 
J he  former  course  is  closed  to  the  doctors  by  the 
first  law  of  nature;  the  second  by  the  dictates  of 
humanity.” 

From  a medical  viewpoint  it  is  perhaps  best  to 
quote  here  a contemporary’s  comment  upon  the 
statements  of  the  Post — 

“ ‘Until  the  practice  of  medicine  is  taken  over  by 
the  state  there  are  only  two  other  methods  that  can 
be  employed’,  and  neither  is  practical  or  possible.  Is 
it  possible  that  the  trend  toward  specialism,  whose 
high  purpose  is  to  ‘substitute  moral  certainties  for 
the  exercise  of  unassisted  judgment’,  would  dis- 
ajjpear  under  state  medicine,  or  that  those  economic 


laws  which  admittedly  are  forcing  the  medical  prac- 
titioner to  specialize  would  become  one  whit  more 
benign  under  governmental  operation?  W^oidd 
capital  invested  in  plant,  laboratory,  and  library  be 
any  the  less  entitled  to  earn  a reasonable  return 
under  state  medicine  than  under  private  owner- 
ship? \Vould  professional  skill  be  less  costly  or  less 
valuable  if  compensated  by  taxation  ? ” 

Or,  in  other  words  is  medicine  going  to  continue 
to  be  medicine  and  the  master  human  science,  or  is 
it  so  commercialized  into  an  adjunct  of  the  chain 
system  of  the  “five  and  ten?” 

If  organized  medicine  doesn’t  speak  up  soon, 
organized  politics  will  be  found  to  have  alreadv 
“spoken  up”  in  its  stead. 

— Illinois  Medical  Journal. 


EMOTIONAL  CONFLICT 

“Everv  one  is  familiar  with,  and  wary  of,  the 
chronic  sufferers  who  have  been  ill  for  many  years 
and  who  give  a detailed  account  of  their  symptoms 
on  every  possible  occasion,”  Dr.  Edward  \Veiss  be- 
gins his  article,  “The  Emotional  Life:  Its  Relation 
to  Chronic  Illness,”  appearing  in  the  June  issue  of 
Hxgeia,  the  Health  Magazine. 

These  diseases,  coming  in  fashion  waves,  have 
been  chornic  appendicitis,  floating  kidneys,  the  lazy 
colon  and  auto-intoxication.  "Fhese  diseases  do  not 
merely  affect  the  idle  rich;  cases  are  just  as  common 
in  hospital  clinics.  It  is  incorrect  to  believe  that 
people  really  consciously  enjoy  these  incapacitating 
illnesses,  that  the  ailments  are  imaginary  or  the  re- 
sult of  pure  deviltry  or  malingering. 

“A  great  many  brave  and  worthwhile  persons 
suffer  illnesses  which  are  not  due  to  physical  causes, 
and  no  one  but  the  immediate  members  of  their 
families  and  sometimes,  only  their  physicians  know 
the  extent  of  their  sufferings  or  how  courageously 
they  carry  on  in  spite  of  them,”  Dr.  Weiss  continues. 

It  is  not  hard  work  but  emotional  conflict  that 
causes  the  disturbance.  Problems  regarding  mar- 
riage in  many  cases  cause  conflict.  'Fhe  best  practi- 
tioner will  definitely  consider  the  emotional  life  of 
his  patient.  As  Hawthorne,  writing  “'Flic  Scarlet 
Jyetter,”  said,  “A  bodily  disease  which  we  often 
think  of  as  a thing  apart  and  separate  may,  after 
all,  be  but  a symptom  of  an  illness  in  the  spiritual 
part  of  our  nature.” 
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THK  BLIND  AND  VLSUALI.Y  HANDICAPPKD 
IN  WEST  VIRGINIA* 

By  J.  E.  Blaydes,  M.  1).,  E.  A.  C.  S. 

Blue  field,  IF.  Va. 


'^^EST  \ iRGixiA  is  trailing  far  behind  many 
other  states  in  caring  for  its  blind  and 
visually  handicapped  children.  So  little  have 
we  done  for  these  unfortunates  that  in  for- 
mulating any  program  in  their  behalf  we 
would  be  starting  almost  anew. 

Numerous  states  have  official  commissions 
for  the  blind  and  the  visually  handicapped, 
whose  work  is  aided  and  supplemented  by 
official  departments  of  education  and  social 
welfare  and  by  non-official  welfare  agencies. 
Schools  are  provided  for  the  blind,  and  sight- 
saving classes  for  the  visually  handicapped. 
Official  and  non-official  organizations  perform 
an  important  duty  in  the  marketing  of  prod- 
ucts made  by  the  blind,  and  in  finding  em- 
ployment for  graduates  of  the  schools  for  the 
blind.  They  strive  to  keep  the  public  in- 
formed of  the  ability  and  accomplishments  of 
the  blind  through  the  press  and  by  posters, 
cinemas,  lectures  and  exhibits. 

Most  important  of  all,  numerous  states 
have  recognized  the  value  of  examination  and 
medical  and  surgical  treatment  of  the  blind; 
and  also  of  educating  parents  in  the  preven- 
tion and  cure,  as  well  as  a correction  of  any 


impairment  which  may  happen  to  the  eyes  of 
their  children. 

It  is  true  that  the  State  Health  Depart- 
ment of  West  Virginia  has  rendered  some 
valuable  service,  but  owing  to  their  decreased 
budget,  this  assistance  has  been  limited  and, 
with  the  exception  of  a very  few  other  in- 
stances, all  that  the  state  has  done  is  to  estab- 
lish two  schools  for  the  blind;  one  for  white 
students,  situated  at  Romney;  the  other  for 
negroes,  at  Institute.  We  have  not  even  a 
census  of  the  blind  and  semi-sighted  of  the 
state.  It  is  estimated,  however,  that  the 
number  thus  afflicted  is  approximately  3,500. 
Of  these  according  to  an  estimate  by  Mrs. 
Winifred  Hathaway,  associate  director  of  the 
National  Society  for  the  Prevention  of  Blind- 
ness, at  least  424  are  of  school  age.  However, 
she  says  the  total  is  probably  closer  to  850. 

Yet  the  average  enrollment  at  the  Romney 
School  for  the  past  ten  years  has  been  but 
1 06.8,  and  it  is  only  through  the  ceaseless  and 
diligent  efforts  of  Mr.  I Parley  DeBerry, 
superintendent  of  the  school,  that  the  number 
of  students  has  reached  i the  present  total. 
When  Mr.  DeBerry  returned  to  the  school 
as  its  administrative  head  in  1923,  the  enroll- 
ment for  the  previous  year  had  been  only  60. 
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Since  his  return,  the  student  body  has  in- 
creased steadily  until,  for  the  school  year 
1932-1933,  it  has  reached  115.  For  these 
encouraging  results,  Mr.  DeBerry  deserv^es  to 
be  commended. 

The  average  attendance  at  the  colored 
school  at  Institute  has  been  22  since  opening 
of  the  school  in  1 926,  the  ages  of  the  students 
ranging  from  8 to  26.  The  school  superin- 
tendent estimates  there  are  between  125  and 
150  blind  negroes  in  the  State,  one-third  of 
these  having  been  born  blind,  and  two-thirds 
having  lost  their  sight  through  injury. 

The  enrollment  of  these  two  schools  dis- 
closes how  lamentably  indifferent  and  hap- 
hazard is  the  state  system  of  caring  for  its 
blind  and  visually  handicapped  citizens. 

I cannot  say  too  much  in  praise  of  these  two 
schools,  and  the  men  charged  with  the  duty  of 
conducting  them.  I know  from  experience 
that  the  executives  and  faculties  of  the  schools 
are  sincerely  interested  in  serving  the  visually 
afflicted;  that  they  are  doing  their  utmost  to 
educate  and  otherwise  improve  the  well-being 
of  the  blind,  and  are  obtaining  as  good  results 
as  possible.  Their  only  regret  is  that  under 
existing  circumstances  they  are  unable  to  do 
more.  It  is  obvious  that  through  lack  of 
facilities  they  are  unable  to  reach  a large 
percentage  of  those  who  need  help  and 
training,  and  are  inadequately  assisting  those 
they  are  able  to  reach. 

With  no  census  for  guidance,  there  can  be 
n o systematic  enrollment  o f students. 
Through  the  hit-or-miss  methods,  which  must 
of  necessity  be  used,  many  who  should  be  in 
the  school  for  the  blind  are  overlooked. 
Enrollment  is  made  still  more  difficult  be- 
cause of  the  remoteness  of  many  communities 
of  the  state,  and  by  the  hostility  of  parents 
who,  through  no  fault  of  theirs,  are  primitive 
and  ignorant. 

At  the  two  schools,  there  is  no  provision 
for  even  a cursory  examination  of  the  eyes  of 
the  students,  much  less  for  medical  and  sur- 
gical treatment  of  those  who  thus  might  be 
helped.  'Fhere  is  no  system  of  follow-up- 
work,  nor  is  there  any  plan  of  helping  the 
students  after  they  have  been  graduated.  1 he 


state  makes  it  compulsory  for  the  blind  chil- 
dren to  go  to  school,  spends  money  upon 
their  education,  and  then  casts  them  into  a 
highly  competitive  society  to  shift  for  them- 
selves as  best  they  can. 

It  should  be  the  responsibility  of  the  state 
not  only  to  educate  and  train  its  blind,  but 
also  to  guide  them  when  they  leav^e  the  pro- 
tection of  the  schools.  There  are  no  agencies 
in  the  state,  official  or  otherwise,  to  assist  the 
graduates  of  the  schools  in  obtaining  employ- 
ment, in.  marketing  the  articles  they  are 
trained  to  make,  or  in  educating  the  public 
that  the  blind  can  be  of  use. 

The  placement  of  graduates  of  the  schools 
for  the  blind  in  gainful  occupation  is  one  of 
the  most  pressing  needs  in  West  Virginia. 
Superintendents  DeBerry  and  Hill,  Mr.  W. 
S.  Dodrlll,  Mr.  R.  M.  Golladay,  principal  of 
the  Romney  school,  Mr.  C.  C.  Cerone,  a blind 
teacher  in  the  school,  and  graduates  them- 
selves are  all  in  accord  that  something  must 
be  done  to  assist  the  blind  in  finding  employ- 
ment. 

It  is  commonly  known  that  the  blind  are 
extremely  sensitive  and  easily  discouraged. 
Left  alone,  as  they  are  at  present,  and  finding 
it  difficult  to  compete  on  anything  approaching 
equal  terms  with  the  sighted,  they  descend  to 
begging  in  the  streets  or  return  to  their 
homes,  sometimes  filthy  and  squalid  shacks, 
there  to  lead  the  shiftless,  aimless  life  of  the 
pauper,  marry  and  bring  sightless  or  visually 
defective  children  into  the  world. 

I should  like  to  digress  for  a moment  to 
say  that  nowhere  in  the  entire  country  is  there 
an  institution  of  higher  learning  for  the  blind, 
and  it  is  my  earnest  hope  that  sometime  in  the 
near  future,  the  Federal  Government  will 
erect,  maintain  and  support  a college  wherein 
the  blind  may  be  educated  in  the  arts  and 
sciences. 

The  state  has  made  no  provision  at  all  for 
sight-saving  classes;  the  two  schools  are  con- 
cerned only  with  the  blind.  At  this  juncture, 
we  should  differentiate  betwen  the  two 
general  classifications.  By  the  blind  is  meant 
persons  who  are  totally  without  sight;  by  the 
visually  handicapped  is  meant  persons  whose 
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vision  ranges  from  20/70  to  20/200,  or  those 
whose  \'ision  is  so  defective  they  cannot  or 
should  not  make  use  of  ordinary  print. 

I'he  first  step  in  an\'  comprehensi\  e plan  of 
fulfilling  our  obligation  to  the  blind  anci  semi- 
sighted  should  be  the  creation  of  a state  com- 
mission for  the  blind.  The  commission 
should  consist  of  at  least  three  members,  one 
of  whom  should  be  from  the  blind,  one  other 
of  whom  shoulci  be  thoroughly  experienced  in 
work  among  the  blind,  and  the  third  an  in- 
dividual who  has  always  been  interested  in 
such  very  meritorious  service. 

It  is  advisable  that  one  of  the  membership 
should  be  sightless,  because  the  blind  have  a 
thorough  understanding  of  the  people  who 
are  similarly  handicapped,  of  their  problems, 
ambitions,  capabilities  and  personalities.  The 
commission  should  be  non-political  and  thus 
not  subject  to  changes  in  the  state  govern- 
ment. This  should  hold  true  also  of  the  ad- 
ministrations of  the  schools  for  the  blind.  .A. 
more  permanent  program  can  be  promulgated 
and  more  beneficial  results  can  be  obtained  if 
there  is  assurance  that  the  personnel  will  not 
be  ousted  and  policies  and  practices  altered  or 
discarded  with  every  change  in  the  state  ad- 
ministration at  Charleston. 

When  organized,  this  commission  for  the 
blind  should  map  out  its  program  in  accord- 
ance with  suggestions  to  be  made  at  this  con- 
ference, and  with  the  best  practices  obtaining 
in  other  states.  Since  we  are  laggard  in 
recognizing  our  responsibility  to  the  blind  and 
visually  handicapped,  we  can  benefit  by  what 
has  been  done  and  is  being  done  elsewhere; 
we  do  not  have  to  go  through  the  process  of 
trial  and  error.  We  can  profit,  also,  by  the 
counsel  and  experience  of  non-official  national 
and  state  organizations  for  the  blind. 

I am  not  so  optimistic  as  to  believe  we  can 
persuade  the  state  legislature  immediately  to 
grant  us  all  that  we  deem  necessary  or  desir- 
able. But  if  w'e  can  secure  the  creation  of  a 
commission  for  the  blind  and  an  appropria- 
tion to  start  its  functioning,  we  shall  be  well 
on  the  way  toward  our  goal.  With  the  two 
schools  already  established  as  a nucleus  or 
starting  point,  the  commission  can  build  up 


its  complete  program  slowly,  but  each  suc- 
cessive step  should  be  taken  with  the  entire 
program  constantly  in  mind  so  that  all  its 
parts  will  be  coordinated  and  correlated. 

At  the  beginning,  the  commission  would 
be  largely  dependent,  no  doubt,  for  assistance 
upon  private  welfare  societies  in  the  counties 
of  the  state,  and  upon  any  other  group  or 
organization  interested  in  sociological  and 
educational  problems.  At  all  times,  it  should 
work  harmoniously  with  the  State  Board  of 
Health,  .the  Public  Health  Council,  and  the 
Department  of  Education  and,  even  after  it 
has  become  solidly  established,  encourage  the 
cooperation  of  private  welfare  clubs  and 
groups,  because  their  aid  is  not  only  highly 
desirable  but,  on  account  of  the  scope  of  the 
work,  necessary  and  almost  indispensable. 

The  first  step  of  the  commission  should  be 
the  taking  of  a census  of  all  the  blind  and 
visually  handicapped  in  the  state.  For  this 
work,  only  interested  persons  of  tact,  resource- 
fulness and  courage  should  be  selected,  for 
enumerating  the  blind  and  visually  handi- 
capped in  this  state  is  a more  difficult  task 
than  might  be  apparent. 

-As  previously  stated,  many  communities  of 
the  state  are  not  easily  accessible,  and  not  a 
few  of  our  people  are  backward,  shiftless  and 
antagonistic.  They  cannot  be  coerced  into 
giving  desired  information  but,  like  children, 
they  can  be  led  into  cooperating  with  those 
vested  with  authority.  This  has  been  the  ex- 
perience of  Mr.  W.  S.  Dodrill,  an  instructor 
in  the  school  at  Romney,  who  has  travelled 
more  than  30,000  miles  in  transporting  stu- 
dents. On  a few  occasions,  Mr.  Dodrill 
actually  risked  his  life  in  going  to  the  homes 
of  the  blind  children,  so  hostile  were  the 
parents. 

The  census  enumerators  should  also  be 
trained  in  giving  simple,  but  effective,  tests  in 
order  to  list  and  properly  classify  all  the  blind 
and  semi-sighted  in  the  state.  It  should  be 
stressed,  however,  that  a census  is  of  no  value 
unless,  or  until,  we  are  prepared  to  put  to  use 
the  information  it  contains. 

The  primary  and  most  important  purpose 
of  the  commission  should  be  the  prevention. 
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correction  and  cure  of  defects  and  diseases  of 
the  eye.  There  is  much  to  be  accomplished 
in  this  state  in  prevention  and  rehabilitation. 
To  illustrate  the  point,  I shall  cite  my  per- 
sonal experience  at  the  Romney  school. 

Late  in  1930,  permission  was  obtained  to 
examine  the  students  in  the  school.  Of  the 
1 1 4 students  then  enrolled,  I found  that  sur- 
gery would  be  helpful  to  27.  I agreed  to  do 
the  surgical  work  without  compensation  of  any 
kind,  if  money  would  be  provided  for  the 
transportation  to  and  hospitalization  of  the 
students  in  St.  Luke’s  Hospital  in  Bluefield. 
Although  only  about  $3,000  was  required,  we 
ran  into  many  difficulties.  We  tried  several 
sources,  official  and  non-official,  without  re- 
sults. Finally,  however,  Mr.  DeBerry,  un- 
daunted by  previous  failures,  laid  the  problem 
before  the  Lions  Club  at  Romney  and  to  their 
honor  and  glory  be  it  recorded  that  the  Lions 
Clubs  of  the  entire  state  quickly  and  gener- 
ously provided  the  necessary  $3,000. 

The  operations  were  started  during  the 
summer  vacation  period  of  1931,  with  Mr. 
Dodrill  transporting  the  children  from  their 
homes  to  Bluefield.  Of  the  27  children  who 
received  surgical  treatment,  9 entered  public 
school  with  normal  sight,  2 were  not  bene- 
fitted,  and  the  other  16  received  vision  vary- 
ing in  degree  from  20/50  to  20/200,  or 
enough  vision  to  go  about  like  normal  persons 
and  to  earn  an  independent  living. 

Looking  upon  this  narrowly  and  from  the 
economic  point  of  view  only,  we  can  see  that 
the  entrance  of  the  9 children  in  the  public 
schools  saved  the  state  $3,600  per  annum,  for 
Mr.  DeBerry  has  estimated  that  the  cost  of 
training  the  blind  at  the  Romney  school  is 
$400.00  a year  per  student.  This  saving  for 
one  year,  you  will  observe,  exceeded  the  total 
cost  of  transporting  and  hospitalizing  the  en- 
tire group  of  students,  and  yet  we  had  to 
depend  upon  the  Lions  Clubs,  a private  or- 
ganization, to  provide  the  funds. 

According  to  Mr.  DeBerry’s  calculations, 
in  which  it  is  pointed  out  that  the  average 
student  attends  the  Romney  school  for  six 
years,  the  state  saved,  through  the  restoration 
or  normal  sight  to  the  9 students,  a total  of 


$21,600.  This  sum  can  be  considered  the 
minimum  saving,  for  it  does  not  take  into 
account  the  financial  assistance  that  must  be 
given  blind  persons  outside  the  school  by  the 
communities  in  which  they  reside  for  life. 
Taking  into  consideration  the  16  students  who 
received  from  20/  50  to  20  200  vision,  while 
they  are  continuing  their  education  at  the 
Romney  school,  yet  when  they  have  finished 
the  course  of  study  there,  instead  of  having 
to  return  to  their  homes,  there  to  be  a finan- 
cial burden  on  the  community  for  the  re- 
mainder of  their  lives,  these  students  have 
enough  vision  to  go  out  and  earn  their  own 
living.  It  is  my  estimate  that  such  com- 
munity cost  is,  at  least,  $600.00  a year  for 
each  blind  person. 

Therefore,  it  will  be  observed  that  the 
restoration  of  sight  to  the  blind  results  in  a 
very  substantial  monetary  saving  to  the  state 
and  its  communities.  None  of  this,  of  course, 
takes  into  consideration  the  incalcuable  social 
value  of  vision  from  the  standpoint  of  both 
society  and  the  individual  students  them- 
selves. 

Please  note:  If  so  much  could  be  accom- 

plished without  state  aid  or  official  backing  of 
any  kind  from  the  legislature,  how  much 
more  could  be  achieved  with  governmental 
support? 

More  of  the  students  could  have  been 
helped  had  they  received  proper  attention 
earlier  in  life.  This  is  true  of  many  of  the 
other  blind  and  visually  handicapped  of  the 
state,  about  20%  of  whom,  I do  not  doubt, 
could  be  helped  even  now. 

To  indicate  what  might  be  accomplished 
here  by  medical  and  surgical  treatment  and 
educational  measures,  1 should  like  to  call 
your  attention  to  Wayne  county  w’here  there 
are  about  80  blind  persons,  numbers  of  whom 
are  inter-related.  These  persons  inter- 
marry, propagate  and  pass  on  their  eye  dis- 
eases to  their  offspring. 

Among  the  eye  diseases  which  takes  its  toll 
in  West  Virginia  is  trachoma.  For  many  years, 
trachoma  was  a serious  epidemic  among  the 
mountaineers  of  this  state  and,  indeed,  it  still 
is.  The  United  States  Public  Health  Service 
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cooperated  with  the  W'est  \’irginia  State 
Boarci  of  Health  in  trachoma  eradication  work 
from  October,  1915,  to  September,  1918. 
During  that  time,  a small  field  hospital  was 
maintaineci  at  Welch  where,  in  the  period  of 
months,  655  cases  of  trachoma  were  hos- 
pitalized. Of  these,  218  had  corneal  opac- 
ities, 5 were  found  entireh’  blind,  8 were  blinci 
in  one  eye  and  63  were  found  with  entropions 
needing  repair.  Most  of  the  patients  came 
from  Cabell,  Kanawha,  Lincoln,  Logan,  Mc- 
Dowell, Mingo,  Raleigh,  Roane,  Wayne  and 
Wyoming  counties. 

Dr.  C.  L.  Rice,  surgeon  of  the  Ibiited 
States  Public  Health  Ser\ice  who  is  now  en- 
gaged in  trachoma  work  at  Rolla,  Missouri, 
has  informed  me  that  so  many  severe  cases  of 
trachoma  from  West  \’irginia  are  being  re- 
ceived at  the  Trachoma  Hospital  in  Rich- 
mond, Kentucky,  that  he  is  convinced  that  the 
disease  must  still  be  highly  prevalent  in  this 
state.  ^ et  nothing  has  been  done  to  check 
trachoma  here  since  1918.  Dr.  Rice  states 
that  “if  the  percentage  runs  in  West  \'irginia 
as  it  does  in  Kentucky  and  Missouri,  about 
14  percent  of  all  trachoma  cases  found  would 
have  vision  of  20/200  or  less  in  both  eyes.” 
In  other  words,  they  would  be  classed  as 
visually  handicapped  or  worse. 

Congenital  cataracts  and  strabismus  are 
other  ailments  of  the  eye  that  are  correctable. 
There  is  no  excuse  for  the  loss  of  vision  be- 
cause of  strabismus  j even  a lay  person  can 
recognize  a cross-eye.  But  what  is  not  real- 
ized, even  by  some  physicians,  is  that  a squint 
that  is  not  corrected  before  the  age  of  7 is 
almost  certain  to  result  in  the  permanent  loss 
of  sight  in  the  turning  eye. 

To  be  certain  that  defects  and  diseases  of 
the  eye  that  can  be  corrected,  cured  or  alle- 
viated are  not  neglected,  it  should  be  the  duty 
of  the  commission  to  provide  means  for  the 
examination  of  students  as  they  enroll  at  the 
schools  for  the  blind,  and  of  semi-sighted 
children  of  pre-school  age  at  convenient 
centers,  or  in  their  homes.  Cases  requiring 
surgical  or  medical  attention  should  be  care- 
fully catalogued  and  followed  up,  the  services 


of  nurses  trained  in  eye  work  being  essential 
in  this  program. 

It  is  a much  discussed  and.  still  unsettled 
question  as  to  where  the  duty  of  physicians 
ends  and  of  the  state  begins,  but  1 think  it 
safe  to  say  that  in  the  beginning  and  until  the 
state  provided  sufficient  funds,  accredited  and 
interested  ophthalmologists  would  be  willing 
to  make  examinations  and  provide  treatment 
gratuitously  and  to  cooperate  at  all  times  with 
the  commission  in  other  ways,  such  as  con- 
ducting clinics  and  addressing  public  meetings 
for  educational  purposes.  It  is  too  much  of  an 
encroachment,  however,  to  expect  them  and 
other  practitioners  to  give  extensive  treat- 
ments or  perform  surgical  operations  without 
remuneration  over  a long  period  of  time. 

Kxamination  of  the  blind  and  visually 
hancTcapped  should  not  end  with  the  eyes 5 a 
complete  physical  examination  is  desirable  and 
often  necessary,  for  a visually  afflicted  child, 
especially  if  he  has  received  no  attention 
during  his  pre-school  years,  is  likely  to  need 
other  treatment.  Many  of  the  blind  and 
semi-sighted  children  of  this  state  are  im- 
properly or  inadequately  nourished  and  their 
bodies  are  likely  to  be  undeveloped  because  of 
lack  of  exercise.  For  this  reason,  schools  for 
the  blind  and  classes  for  the  visually  handi- 
capped must  provide  recreational  exercise. 

It  should  be  the  duty  of  the  commission, 
also  to  provide  training  that  will  enable  blind 
and  semi-sighted  children  of  pre-school  age 
to  lead  normal  lives.  Children  thus  afflicted 
are  inclined  to  shun  the  company  of  play- 
mates. They  come  to  believe  that,  because 
of  their  affliction,  they  are  freaks  or  oddities. 
Thus  they  are  liable  to  develop  psychoses 
that  will  prove  harmful  in  later  life  and  that 
will  make  more  difficult  their  subsequent 
training.  They  must  be  taught  to  play  like 
other  children,  to  do  things  for  themselves, 
and  to  mingle  with  sighted  children  as  far  as 
feasible. 

In  the  prevention  of  eye  defects  and  ail- 
ments, there  is  much  to  be  accomplished.  The 
key  to  prevention  is  education  and  to  educate 
the  backward  adults  of  the  state  is  a task  of 
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no  small  proportions.  Yet  it  can  and  must  be 
done  if  the  state  is  to  do  its  duty  fully. 

When  it  somes  to  the  elimination  of  pre- 
ventable accidents  to  the  eye,  education  is  our 
only  ally.  Parents  must  be  instructed  to 
guard  against  the  use  by  their  children  of 
dangerous  toys,  such  as  bows  and  arrows,  air 
rifles  and  sharp-edged  playthings  5 children 
should  be  taught  the  proper  use  of  common 
household  utensils,  such  as  can  openers, 
scissors  and  knives.  We  are  all  familiar  with 
the  appalling  damage  that  used  to  be  done  by 
explosives  at  Fourth  of  July.  While  these 
accidents  have  been  steadily  declining,  they 
are  still  much  too  frequent.  Therefore,  play- 
ing with  firecrackers  and  other  explosives 
should  be  discouraged.  And  at  all  times,  it 
must  be  remembered  that  an  injured  eye 
should  receive  immediate  attention  to  guard 
against  sympathetic  ophthalmia. 

Workers  who  are  constantly  exposed  to  the 
danger  of  eye.  injuries  must  be  educated  into 
the  use  of  goggles.  These  protectors  have 
saved  many  an  eye,  even  when  the  face  has 
been  badly  scarred.  Yet  few  corporations 
provide  goggles  for  their  workers  or  insist 
upon  their  use  when  they  do.  And,  since 
workers  are  inclined  to  follow  the  example  of 
their  superiors,  it  should  be  mandatory  that 
while  they  are  in  the  department  where  the 
eye  hazards  exist  all  persons  wear  goggles, 
from  the  company  president  to  the  office  boy. 

In  the  plants  of  the  Pullman  Company, 
the  goggle  rule  applies  to  everyone  and  the 
company’s  record  of  eye  Injuries  is  astonish- 
ingly clean.  This  company’s  splendid  record, 
indeed,  strikingly  illustrates  how  important 
is  the  use  of  goggles.  These  safeguards  sav'e 
not  only  eyes  but  compensation  that  would 
have  to  be  paid  by  the  company  or  insurance 
concerns  in  case  of  injury.  It  should  be  the 
duty  of  our  state  commission  to  demonstrate 
these  facts  to  corporations  so  that  they  can 
see  grajihically  how  they  and  insurance  com- 
panies can  benefit,  as  well  as  the  workers, 
through  the  use  of  goggles. 

In  several  cases,  I have  observed  that  when 
a worker  suffers  general  and  severe  injuries. 


injury  to  his  eyes  is  overlooked  so  that  when 
he  recovers  from  his  bodily  hurts  he  is  faced 
with  blindness.  I should  like  to  urge,  there- 
fore, that  the  compensation  commissioner  be 
on  guard  for  this  class  of  cases  and  to  in- 
vestigate, whenever  there  is  such  apparent 
negligence,  why  the  eye  Injuries  were  not 
properly  cared  for. 

In  the  conservation  of  vision,  it  is  necessary 
to  stress  the  importance  of  proper  illumina- 
tion, the  tiring  effects  of  glare,  the  need  of 
brief  but  periodic  rest  from  concentrated 
reading  and  the  strain  resulting  from  reading 
in  trains  or  other  moving  vehicles. 

The  curriculum  of  schools  for  the  blind 
presents  a problem  that  is  very  difficult  of 
solution.  This  difficulty  is  aggravated  by  the 
changes  that  have  taken  place  in  our  industrial 
methods.  You  are  all  aware  of  the  rapid  and 
almost  complete  change  from  hand  production 
to  machine  production;  yet  the  blind  must 
depend,  as  they  are  presently  trained,  upon 
hand  production.  Cognizant  of  our  changing 
trends,  schools  for  the  blind  are  somewhat  in 
a quandrary  as  to  what  vocations  to  teach.  In 
several  states,  howev^er,  the  usual  instruction 
in  piano  tuning,  broom  and  mop  making,  rug 
weaving,  chair  bottoming,  basketry  and 
similar  crafts  is  now  augmented. 

In  New  York  and  Missouri,  for  instance, 
the  blind  are  trained  in  factory  and  office 
work,  the  management  of  news  and  confec- 
tionery stands,  salesmanship,  insurance  under- 
writing and  the  management  of  small  busi- 
nesses. In  Missouri,  the  blind  are  profitably 
engaged  in  more  than  120  different  classes  of 
occupation,  ranging  from  wood  cutting  to  the 
ministry. 

At  present,  there  is  only  one  shop  or  factory 
in  the  entire  state  that  employs  blind  persons. 
That  is  the  Union  Mission,  Inc.,  of  Charles- 
ton. Mr.  Pat  B.  Withrow,  its  superinten- 
dent, is  to  be  commended  for  employing  the 
blind,  but  unfortunately  he  is  able  to  employ 
a scant  half  dozen. 

Of  course,  it  would  be  one  of  the  duties  of 
the  contemplated  State  Commission  to  obtain 
and  provide  employment  for  the  blind,  but 
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pending  the  creation  of  such  a body  some 
other  way  must  be  discov'ered.  For  the 
present,  the  facilities  of  an  appropriation  for 
the  blind  schools  might  be  increased  to  accom- 
plish this  end.  It  has  also  been  suggested 
by  executives  and  teachers  of  the  Romney 
school  that  the  state  lend  to  capable  graduates 
the  small  amount  of  capital  required  to  set 
them  up  in  business.  Materials  could  be 
supplied  them  at  wholesale  prices.  Their 
products  possibly  could  be  purchased  by  the 
state  and  municipal  governments  in  quanti- 
ties sufficient  to  rill  their  actual  need  of  such 
articles.  Since  the  Lions  International  is 
dedicated  to  service  for  the  blind,  members 
of  the  Lions  Clubs  in  this  state  could  be  of 
material  help  by  employing,  whenever  feas- 
ible, graduates  of  the  blind  school.  This  is 
one  of  the  many  ways  in  which  the  Lions 
Clubs  in  Missouri  are  assisting  their  state  com- 
mission. 

News  and  confectionery  stands  in  court- 
houses and  other  government  buildings  could 
be  leased  to  the  graduates.  Materials  and 
tools  might  be  furnished  those  who  work  at 
home,  the  state  assisting  in  the  marketing  of 
the  rinished  products.  Shops  for  the  blind, 
maintained  and  supervised  by  the  state,  are 
much  to  be  desired,  the  workers  to  be  paid  for 
their  labor  in  accordance  with  the  prevailing 
union  wage  scale.  These  suggestions  w'ill 
bring  to  mind  other  ways  in  which  the  blind 
could  be  assisted  in  getting  a start. 

Now  we  must  give  consideration  to  the 
semi-sighted.  Because  of  their  seriously  de- 
fective vision,  these  children  cannot  be  edu- 
cated either  profitably  or  adequately  without 
specialized  teaching  and  equipment.  They 
should  not  be  educated  in  schools  for  the 
blind,  nor  wholly  in  classes  for  those  with 
normal  vision,  for  the  three  classifications  are 
distinct  and  their  requirements  different.  For 
the  visually  handicapped,  the  approach  is 
visual  and  auditory;  for  the  blind,  it  is  tactile 
and  auditory. 

In  other  states,  sight-saving  classes  are  con- 
ducted in  the  public  schools.  The  visually 
handicapped  are  provided  with  special  sight- 
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saving  equipment,  such  as  books  with  large 
type  and  pens  and  pencils  with  broad  points. 

When  there  is  no  text  available  with  large 
type,  the  teacher  reads  from  the  regulation 
text.  The  pupils  are  kept  apace  with  those 
in  the  corresponding  normal  classes,  for  they 
attend  the  special  classes  only  when  it  is  nec- 
essary to  use  their  eyes  in  reading  or  studying 
maps.  For  recitation,  they  return  to  the 
normal  classrooms.  It  is  essential  that  this 
procedure  be  followed  so  that  the  semi- 
sighted  can  mingle  as  much  as  possible  with 
the  children  of  normal  vision.  Thus  morbid 
introspection  is  forestalled. 

At  the  start,  sight-saving  classes  could  be 
organized  in  the  public  schools  of  our  largest 
cities,  and  in  the  small  centers  as  greater  state 
aid  became  available.  According  to  the  most 
recent  statistics  of  the  National  Society  for  the 
Prevention  of  Blindness,  there  would  be  ap- 
proximately 30  visually  handicapped  children 
in  Huntington;  27  in  Charleston;  14  in 
Wheeling;  15  in  Parkersburg;  10  in  Mor- 
gantown; and  12  in  Bluerield. 

The  county  class  is  being  tested  in  a number 
of  places  w'here  either  the  county  seat  or  some 
other  central  point  having  good  transportation 
facilities,  and  a consolidated  school  is  selected 
and  a sight-saving  class  established  in  this 
school.  For  the  children  in  rural  districts 
who  cannot  be  accommodated  by  either  of 
these  methods,  there  are  other  possibilities. 

Occasionally  a child  is  boarded  in  a city 
having  such  a class,  but  more  frequently  sight- 
saving material  is  supplied  him  in  the  rural 
school  which  he  attends  and  the  teacher  is 
assisted  in  making  use  of  this  material  through 
correspondence.  As  this  is  largely  an  educa- 
tional problem,  the  commission  for  the  blind 
would  necessarily  work  in  close  association 
with  the  Department  of  Education,  but  it 
would  devolve  upon  the  commission  to  enu- 
merate the  semi-sighted,  to  train  the  teachers, 
and  to  supply  the  sight-saving  material  re- 
quired. Since  education  is  compulsory,  it 
should  be  made  available  in  an  assimilable 
from.  The  state,  therefore,  should  contribute 
its  share  of  the  expense  for  this  work. 
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There  are  several  ways  in  which  the  state 
may  help  pay  the  expense  of  educating  the 
visually  handicapped  child.  It  may  be  done 
as  a per  capita  appropriation,  as  in  Minnesota, 
Ohio  and  other  states  j or  as  a sum  apportioned 
by  the  legislature,  as  in  Massachusetts  j or  as 
a part  of  the  teachers’  salaries,  as  in  New 
Jersey;  or  by  the  equalization  plan,  as  in  New 
York.  Under  the  equalization  method,  the 
same  amount  is  contributed  by  the  state  for 
ten  pupils  inVa  sight-saving  class  as  is  con- 
tributed for  twenty-seven  in  the  regular 
grade.  According  to  Mrs.  Hathaway,  the 
per  capita  method  has  proved  the  best  because 
it  allows  a certain  amount  for  equipment, 
which  is  not  always  possible  under  the  other 
plans. 

Education  of  the  semi-sighted  is  a tre- 
mendous proposition  in  itself  that  is  being 
worked  out  fairly  satisfactory  in  other  states. 
It  is  an  obligation  that  we  should  assume 
immediately. 

To  Recapitulate:  A commission  for  the 

blind  should  be  created  by  the  state  legisla- 
ture. The  commission  should  be  non-poli- 
tical and  its  members  should  be  paid  salaries 
sufficiently  high  to  attract  educated,  experi- 
enced, interested  and  competent  persons.  Suf- 
ficient funds  should  be  appropriated  to  permit 
the  commission  to  function  efficiently  and 
thoroughly.  The  commission  should  be 
authorized  and  petitioned  to  carry  out  and 
fulfill  the  following  duties: 

1 . To  prepare  and  maintain  a complete 
register  of  the  blind  and  the  visually  handi- 
capped within  this  state  and  to  collate  infor- 
mation concerning  their  physical  condition, 
cause  of  blindness  and  such  additional  in  for- 
mation as  may  serve  a useful  purpose; 

2.  To  investigate  and  report  to  the  proper 
authorities  at  prescribed  periods  the  condition 
of  the  blind  and  the  visually  handicapped, 
with  recommendations  concerning  the  best 
methods  of  relief  for  them; 

3.  d'o  adopt  measures  for  the  prevention 
and  cure  of  blindness; 


4.  To  establish  and  maintain  at  conven- 
ient centers,  shops  and  workrooms  for  the  em- 
ployment of  blind  persons  capable  of  useful 
labor,  and  to  provide  superintendence  and 
other  assistance  therefor  and  instruction  there- 
in; 

5.  To  compensate  the  persons  thus  em- 
ployed in  accordance  with  prevailing  wage 
scales  for  such  kind  of  labor; 

6.  To  provide  means  for  the  marketing 
of  the  products  of  the  blind; 

7.  To  act  as  a bureau  of  information  for 
the  purpose  of  securing  employment  for  the 
blind  elsewhere  than  in  the  state  shops  and 
workrooms; 

8.  To  procure  and  furnish  materials, 
tools,  aid  and  assistance  to  blind  persons  en- 
gaged in  home  industries  and  to  buy  and  sell 
the  products  of  the  blind  wherever  and  how- 
ever produced  within  the  state; 

9.  To  assist  worthy  blind  persons  in  estab- 
lishing their  own  businesses  by  furnishing  cap- 
ital through  loans  to  be  repaid  in  easy  install- 
ments ; 

10.  To  conduct  educational  campaigns  to 
promote  interest  in  work  for  the  blind  and 
semi-sighted,  and  in  the  prevention  and  cure 
of  blindness; 

11.  To  cooperate  closely,  in  carrying  out 
its  purposes,  with  other  state  departments  and 
bureaus,  non-official  organizations  and  groups, 
and  the  medical  profession; 

12.  To  receive  and  utilize  in  carrying  out 
its  prescribed  duties  donations  and  bequests 
from  private  or  other  sources; 

13.  To  avoid  scrupulously  the  payment 
or  donation  to  the  blind  of  alms,  doles,  pen- 
sions or  other  forms  of  charity  that  would  en- 
courage dependence; 

14.  To  perform  any  other  acts  within  the 
limitations  imposed  by  the  legislature,  in  aid- 
ing the  blind  and  visually  handicapped  to 
reach  a state  of  independence. 
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FNKUMONIA* 


By  G.  R.  Maxwell,  M.  1).,  F.  A.  C.  J*. 
Morganioivn,  IF.  V a. 


^^si.ER  defines  lobar  pneumonia  as  “an  in- 
fection caused  by  the  pneumococcus, 
characterized  b)-  inflammation  of  the  lungs,  a 
toxemia  of  varying  intensity  and  a fever  which 
usually  terminates  by  crisis.”  This  gives  us 
a good  working  cJehnition, 

There  are  four  recognized  types  of  pneu- 
mococcus, I,  II,  111,  and  1\'  causing  lobar 
pneumonia.  About  one-thirci  of  all  the  cases 
are  causeci  by  Type  1,  and  the  remainder 
scattered  irregularly  through  Types  II,  III, 
and  1\'.  It  was  formerly  believed  that  pneu- 
monia was  auto-infectious,  that  is,  when  a per- 
son’s resistance  is  lowered  the  pneumococci 
that  he  has  harboring  in  his  mouth  are  capable 
of  producing  the  disease  in  the  lungs.  How- 
ever, it  is  now  shown  that  most  cases  of  pneu- 
monia are  not  caused  by  the  same  type  of 
organism  that  is  found  in  the  mouth  of  the 
individual.  It  is  the  concensus  of  opinion  now 
that  the  disease  is  contracted  by  the  infectious 
droplet  from  an  active  case,  a convalescent 
who  IS  still  harboring  the  causative  organism 
or  from  a carrier.  The  common  cold,  influ- 
enza, exposure  to  wet  and  cold,  and  excessiv'e 
fatigue  are  predisposing  causes  of  the  disease. 
Negroes  are  more  susceptible  than  whites. 
The  average  death  rate  is  as  follows:  Private 
practice  15  to  25%;  good  general  hospitals 
25  to  35 public  institutions  treating  the 
lowest  classes  including  manv  alcoholics  50 
to  607c. 

The  onset  of  lobar  pneumonia  is  sudden 
With  chills,  knife-like  pains  in  the  side,  high 
temperature  and  pulse,  cough,  prune  juice 
sputum,  rapid  respiration  and  often  dyspnea. 
The  patient  may  be  quite  nervous  or  delirious. 
Jaundice,  herpes  simplex,  initial  vomiting  and 
pain  in  the  abdomen  resemblng  appendicitis 
may  be  seen.  You  are  all  familiar  with  the 
physical  findings  In  the  chest.  Later,  cyan- 

•Read  before  the  Lewis  County  Medical  Society.  Weston,  W.  Va., 
Vov.  14.  193  2. 


osis  appears  varying  in  direct  proportion  to 
the  amount  of  circulatory  and  respiratory  in- 
volvement. 1 he  patient  generally  remains 
quite  ill  from  five  to  ten  days  when  the  sever- 
ity of  the  symptoms  gradually  subside  or  in 
about  20%  of  cases  by  “crisis.” 

Bronchopneumonia  is  a lobular  inflamma- 
tion of  the  lungs  in  which  several  organisms 
can  be  identified  as  the  causative  factor. 
There  are  three  types. 

1.  Primary  bronchopneumonia  occurring 
in  children  under  four  years  of  age.  It  is 
nearly  always  caused  by  the  pneumococcus,  is 
not  associated  with  any  other  disease,  and  is 
usually  mild.  The  symptoms  are  much  like 
those  of  lobar  pneumonia  but  the  physical 
findings  show  a difference  in  distribution  of 
pulmonary  lesions. 

2.  Secondary  bronchopneumonia  is  caused 
by  staphylococcus,  streptococcus,  Pfeiffer’s 
bacillus  and  rarely  the  pneumococcus.  This  is 
the  most  dreaded  complication  of  the  infec- 
tious diseases  of  childhood  and  the  infectious 
and  chronic  debilitating  diseases  of  middle  and 
old  age.  The  occurrence  of  this  complication 
is  usually  marked  by  an  increase  in  the  sever- 
ity of  the  symptoms  the  patient  is  suffering 
until  finally  the  picture  of  bronchopneumonia 
appears  overshadowing  the  original  condition. 

3.  Primary  epidemic  bronchopneumonia. 
This  is  caused  by  the  streptococcus  hemoly- 
ticus  and  at  times  acquires  very  marked  viru- 
lence. The  mortality  is  high  as  was  proven 
in  the  epidemic  during  the  World  War.  Most 
of  the  post  influenzal  pneumonias  at  that  time 
were  caused  by  the  streptococcus  hemolyticus. 

It  is  impossible  to  distinguish  between  a 
bronchopneumonia  and  acute  bronchitis.  In 
fact  some  authorities  do  not  pretend  to  differ- 
entiate between  them,  but  call  them  all  pneu- 
monias. This  may  be  correct.  But  gener- 
ally, they  are  classified  separately.  Person- 
ally, I classify  It  as  a bronchopneumonia,  if  the 
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fever  runs  high,  and  a bronchitis  if  the  fever  is 
low.  This  is  of  course  not  scientific,  but  per- 
sonally I use  it  merely  as  an  empiric  way  of 
telling  my  patients  what  is  the  matter  with 
them. 

TREATMENT 

General. — The  patient  is  put  in  a well  ven- 
tilated room.  I do  not  think  it  necessary  to 
subject  the  patient  and  nurse  to  extreme  ex- 
posure as  is  advocated  by  some  physicians. 

The  diet  should  be  sufficient  to  help  in  the 
fight  the  patient  is  making.  Care  should  be 
taken  to  avoid  the  gastro-intestinal  disturb- 
ances which  so  often  complicate  the  disease. 
I avoid  sweet  milk  when  the  temperature  is 
up  with  the  hope  that  less  gas  will  be  formed. 
The  powers  of  digestion  are  almost  nothing, 
owing  to  the  high  fever  and  toxicity  of  the 
disease.  Yet  we  can  artificially  aid  this  func- 
tion by  heavy  doses  of  pure  pepsin  in  a solu- 
tion of  takadiastase  and  llquenzyme.  Feed 
the  patient  and  give  heavy  doses  of  this  com- 
bination which  will  digest  the  food  even  if  the 
natural  digestive  secretions  are  held  in  abey- 
ance. This  is  one  of  the  best  assistants  we 
have  to  aid  us  in  our  fight  against  this  disease, 
or  any  other  one  that  stops  the  power  of  diges- 
tion, especially  typhoid  fever. 

The  patient  should  be  given  all  the  water 
he  will  take.  External  hydro-therapy  should 
be  avoided  except  the  daily,  quietly  given 
sponge  bath. 

There  is  some  dispute  as  to  the  value  of 
mustard  plasters,  but  I have  found  them  to 
give  relief.  I order  them  applied  to  the 
chest  anteriorly  and  posteriorly  every  six 
hours  with  instructions  that  they  are  to  be 
left  on  long  enough  for  the  skin  to  become 
pink. 

In  adults  I give  strychnine  sulphate,  gr. 
1/40,  every  four  hours.  This  acts  as  a stim- 
ulant. 

As  soon  as  a diagnosis  is  made  digitalis 
should  be  started.  We  have  in  all  cases  of 
pneumonia  potentially  some  circulatory  dis- 
turbances, such  as  pulse  irregularities,  dilata- 
tion of  the  right  heart  and  poisoning  of  the 
heart  muscle  by  toxins.  A dilated  heart  is 
one  that  is  doing  more  work  than  the  normal 


heart  with  much  less  nourishment  because  the  f 
coronary  vessels  are  stretched,  made  narrower  , 1 
which  means  less  blood  supply  to  the  heart 
muscle.  Digitalis  is  the  drug  of  choice.  It  i 
should  be  given  from  the  first.  Don’t  wait  1 
until  signs  of  cardiac  failure  appear  and  then  I 
start.  By  starting  at  the  beginning  we  have 
the  digitalization  by  the  time  it  is  needed.  It 
is  important  to  select  a potent  form  of  the 
drug.  I find  the  pills  grs.  1 manufactured 
by  Davies,  Rose  Company  of  Boston,  very 
reliable. 

My  father  gets  excellent  results  with  the 
use  of  veratrum  vlride  in  lowering  the  pulse 
rate  and  dilating  the  blood  vessels,  thus  re- 
lieving the  engorgement  of  the  lungs.  This 
drug  dilates  the  calibre  of  all  blood  vessels, 
especially  the  abdominal  vessels,  thus  “bleed- 
ing the  patient  in  his  own  vessels,”  as  one 
author  has  put  it.  This  is  truly  a most  re- 
liable drug,  and  is  free  from  danger,  in  spite 
of  a general  belief  it  is  too  drastic.  If  pushed 
too  far  it  produces  vomiting,  and  thus  is  an 
antidote  for  its  own  poisoning,  throwing  it  out 
if  an  overdose  is  taken.  This  drug  is  not 
fully  appreciated  by  many  practitioners. 

Later  along  in  the  disease  he  partially  re- 
places the  veratrum  with  digitalis.  While  they 
are  physiologically  opposed  to  each  other,  the 
one  slows  the  heart  and  lowers  the  blood 
pressure  by  dilating  the  blood  vessels,  the 
other  slows  the  heart  but  has  no  appreciable 
effect  on  the  blood  pressure,  but  maintains 
the  muscular  tone  of  the  heart  and  blood 
vessels,  thus  sustaining  the  strength  and  en- 
durance of  the  patient.  A judicious  combina- 
tion of  these  two  drugs  gives  us  another  prop 
to  keep  up  the  waning  strength  of  the  patient 
and  holds  him  up  through  the  crucial  time  of 
the  crisis. 

Cough. — An  expectorant  should  be  given 
to  keep  cough  loose.  If,  however,  the  patient 
becomes  exhausted  from  it,  one  half  to  one 
grain  of  codein  can  be  given  to  provide  relief. 

Pam. — Quite  frequently  adhesive  plaster 
can  be  used  to  control  pain.  If  this  falls  an 
opiate  can  be  given.  The  former  objections 
to  the  use  of  opiates  in  this  disease  have  been 
overcome.  In  giving  morphine  it  must  be 
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rcmcmbereci  that  some  people  vomit  a few 
hours  after  taking  it. 

If  the  patient  is  restless  and  cannot  sleep 
some  sedative  should  be  given.  Phenobarbital, 
grs.  \y2,  works  very  well.  However,  it  may 
be  necessary  to  give  an  opiate. 

Distention  of  the  abdomen  with  gas  is  a 
frequent  symptom  which  is  quite  distressing 
and  sometimes  serious  when  it  adds  to  the 
respiratory  embarrassment.  As  soon  as  a 
diagnosis  is  made  steps  should  be  taken  to 
avoici  this.  A 1 [ c sodium  bicarbonate  enema 
given  at  once  and  then  every  twenty-four 
hours  may  avoid  it,  and  a rectal  tube  Inserted 
between  times  helps.  The  enemas  may  be 
repeated  when  necessary.  If  these  fail,  tur- 
pentine stupes  applied  to  the  abdomen  will 
also  help.  In  severe  cases  it  may  be  neces- 
sary to  give  y>  to  1 cc  of  surgical  pltutrin. 

Cyanosis. — The  treatment  of  cyanosis  in  the 
home  is  difficult.  The  use  of  the  funnel  with 
oxygen  discharging  through  it  is  of  little  value 
although  it  may  help  some. 

The  use  of  the  nasal  catheter  with  nu- 
merous holes  in  the  end  may  be  of  some  value 
if  it  is  inserted  well  back  into  the  posterior 
nares  and  the  patient  does  not  breathe  through 
the  mouth.  The  oxygen  should  be  discharged 
at  the  rate  of  two  liters  per  minute.  This  has 
two  serious  objections;  first,  the  low  pressure 
tanks  in  use  make  constant  regulating  neces- 
sary, and  second,  the  cost  is  prohibitive  be- 
cause from  four  to  ten  tanks  will  be  used 
daily. 

The  best  method  is  the  use  of  the  oxygen 
tent  in  which  the  proper  concentration  of 
oxygen  can  be  kept.  In  the  home  this  method 
is  almost  impossible.  The  prognosis  is  grave 
in  a patient  in  which  the  pulse  rate  is  not 
slowed  and  the  cyanosis  Improved  with 
oxygen  therapy. 

Some  physicians  like  the  action  of  alcohol 
in  tiding  their  patients  over  the  critical  period 
of  lobar  pneumonia.  I have  not  had  oppor- 
tunity to  use  it,  as  our  State  was  dry  before  I 
began  practice.  I have  not  used  it,  but  I am 
inclined  to  the  belief  that  pneumonia  has  not 
been  more  fatal  in  West  Virginia  than  in 
Pennsylvania  where  they  have  always  had 


prescription  whiskey.  Older  physicians  tell 
me  their  percentage  of  deaths  from  pneu- 
monia has  not  been  greater  under  dry  than 
under  wet  conditions.  1 also  know  that  a 
hea\  y drinker  has  a poor  show  of  standing 
the  strain  of  a lobar  pneumonia.  It  is  almost 
invariably  fatal.  Alcohol  lowers  the  vitality 
to  such  an  extent  that  there  is  not  sufficient 
resistance  to  withstand  its  ravages,  and  he 
succumbs  with  almost  mathematical  certainty. 
An  habitual  alcoholic  should  have  whiskey 
along  with  the  treatment  to  avoid  the  shock  of 
rapid  withdrawal. 

\'enesection  w'as  quite  popular  years  ago 
but  1 do  not  think  its  popularity  will  ever 
return.  However,  the  use  of  glucose  intra- 
venuously  is  of  value.  It  supplies  instantly 
large  amount  of  food  material  which  does  not 
have  to  undergo  digestive  processes  thus  re- 
lieving the  overworked  heart.  The  patient 
given  the  glucose  improves  at  once,  looks 
better,  breathes  better  and  the  pulse  is  slower 
and  stronger.  The  dosage  is  one  gram  per 
kilogram  body  weight.  The  average  adult  is 
50  to  75  kilogram  or  (110  to  165  pounds). 
Therefore  the  average  dose  would  be  from  50 
to  75  jirams.  The  initial  dose  should  be  75 
grams  and  the  subsequent  doses  50  gram. 
This  is  made  in  a 2S%  solution.  This  comes 
commercially  in  ampules  as  a 50%  solution 
(25  grams  of  glucose  to  50  cc  water).  To 
make  a 25%  solution,  this  is  diluted  with 
equal  parts  sterile  distilled  water.  To  give  75 
grams,  three  ampules  and  150  cc  of  distilled 
water  would  be  needed,  thus  making  300  cc 
of  solution.  This  should  be  given  with  a 
salvarsan  tube  coiled  in  w^ater  to  keep  the  tem- 
perature at  100°  to  110°  F and  given  at  the 
rate  of  4 cc  per  minute. 

Serum  Therapy. — A serum  has  been  pro- 
duced for  Type  I infection  which  according 
to  some  has  produced  good  results  in  the 
treatment  of  Type  I pneumonia.  Personally 
1 have  never  used  it. 

Complications. — When  a frank  pneumonia 
lasts  more  than  twelve  days  there  usually  is 
something  complicating.  A bronchopneu- 
monia and  a lobar  pneumonia  are  perfectly 
compatible  in  the  same  patient.  A beginning 
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bronchopneumonia,  and  the  very  first  of  a 
lobar  pneumonia  cannot  be  told  apart,  but  the 
localization  of  the  lobar  pneumonia  is  mani- 
fest in  a very  few  hours. 

The  treatment  for  bronchopneumonia  is 
somewhat  different  from  the  lobar,  although 
the  lobar  demands  more  vigorous  action  from 
a drug  standpoint,  and  local  applications  are 
limited  to  the  affected  area.  It  is  quite  pop- 
ular with  some  physicians  to  report  that  the 
child  has  a double  pneumonia.  I have  not 
been  able  to  tell  a double  pneumonia  from  a 
single  pneumonia  without  finding  solidified 
areas  in  lobes  of  each  lung.  If  there  are 
solidified  lobes  in  both  lungs  the  outlook  is 
extremely  critical.  It  is  my  belief  that  most 
of  the  “double  pneumonias”  are  merely  bron- 
chopneumonias. Of  course,  a bronchopneu- 
monia may  be  of  many  degrees  of  malignancy, 
and  may  be  of  graver  import  than  a lobar 
pneumonia.  It  is  not  a self-limited  disease, 
but  may  hang  on  for  many  weeks.  One  gets 
suspicious  of  tuberculosis  if  it  keeps  up  an  in- 
definite time. 

Pleurisy. — This  is  the  result  when  the  in- 
flammation reaches  the  surface  of  the  lung. 
You  are  all  familiar  with  the  characteristic 
symptoms.  This  may  subside  with  a simple 
dry  pleurisy  or  may  go  on  and  form  an  effu- 
sion which  may  be  serious  or  purulent.  If 
purulent  we  have  empyema.  The  physical 
findings  may  sometimes  be  confused  with 
those  of  a thickened  pleura.  Exploratory  as- 
piration will  clinch  the  diagnosis.  The  treat- 
ment for  the  serous  is  aspiration  and  for  the 
empyema  rib  resection. 

Pericardilis  is  a very  serious  complication 
which  is  often  terminal  and  overlooked.  It 
most  often  follows  infection  of  the  right  lung. 
If  a large  amount  of  fluid  is  present  it  may 
be  aspirated. 

Endocardilis. — The  valves  in  the  left  heart 
are  most  often  involved.  A person  with  a 
valvular  disease  is  more  apt  to  develop  this. 
No  symptoms  are  present  even  in  severe  cases. 
It  may  lie  suspected  if  the  fever  is  drawn  out 
and  irregular,  when  there  are  signs  of  sepsis 
and  when  signs  of  embolism  appear. 

M eningitis  is  the  most  serious  complication. 


It  is  easily  diagnosed,  very  little  can  be  done 
in  way  of  treatment  and  it  is  almost  one 
hundred  percent  fatal. 

hung  A bscess  may  occur  though  it  is  not  so 
common.  Septic  symptoms  with  a purulent, 
productive  cough  together  with  x-ray  helps 
with  the  diagnosis.  As  a rule  it  ruptures  into 
a bronchus  and  the  patient  coughs  it  up,  al- 
though surgery  may  be  necessary. 

Tuberculosis  may  follow  sometime  later 
due  to  the  lowered  resistance  of  the  lung  and 
the  patient. 

In  conclusion  allow  me  to  remind  you  that 
pneumonia  requires  active  treatment  to  help 
nature  fight  one  of  our  most  fatal  diseases. 
We  have  only  a comparatively  short  time  in 
which  to  act  if  we  are  to  be  successful  in  our 
fight  against  death. 
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AGENCIES  CURB  QUACKS 

The  chief  agencies  that  give  the  public  any  pro- 
tection against  the  quack  in  this  country  are  national 
and  include  the  Post  Office  Department,  the  De- 
partment of  Agricidture  and  the  federal  I rade 
Commission. 

The  theory  is  that  in  the  purchase  of  medical 
preparations  the  public  is  supposed  to  be  protected 
through  the  Food  and  Drug  acts  of  the  various 
states.  In  practice  the  facts  arc  that  of  the  forty- 
eiiiht  states  in  the  Union  those  which  make  an\ 
attempt  to  protect  their  citizens  against  fraudulent  or 
worthless  medicines  can  be  counted  on  the  fingers  of 
one  hand. 

In  “Let  the  Seller  lieware,”  an  article  appearing 
in  the  April  issue  of  I/vgruij  the  Health  MagaAne, 
Dr.  Arthur  J.  Cramp,  director  of  the  bureau  of  in- 
\’esti<;ation  of  the  American  Medical  .Association, 
describes  how  the  Federal  'Fradc  Commission  pro- 
tects tlie  public. 

Congress  has  given  this  commission  power  to  in- 
vestigate and  t.ike  action  in  cases  that  involve  or  that 
seem  to  involve  what  are  hro.ully  spoken  of  as  unfair 
trade  practices.  When  such  investigations  prove  that 
unfair  practices  have  been  indulged  in,  the  commis- 
sion orders  the  objectionable  methods  he  ahandoneil. 
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SURC.ICAL  DISKASKS  OF  THE  THYROID* 


Ry  Robert  Lee  Oliver,  M.  1). 
Richwood,  R . Va. 


Jn  this  short  paper  no  attempt  will  be  made 
to  make  an  exhausti\’e  report  of  the  his- 
torical aspect  of  goiter.  May  it  suffice  to 
mention  just  a few  names  connected  with  the 
early  recognition  of  the  thyroid  glanci  and  its 
peculiarities.  So  far  as  it  is  known,  Galen 
was  the  first  to  write  of  the  two  glands  in  the 
side  of  the  neck  which  have  no  ciucts. 
Columbus  in  1562  mentioned  that  the  gland 
was  relatively  larger  in  women  than  in  men, 
while  Casserius,  forty  years  later,  described  it 
as  a simple  organ  and  concludeci  that  it  had 
no  duct.  Aquapendente  in  1619  localized, 
for  the  first  time  this  gland  as  the  seat  of 
goiter.  Morgagni,  about  a hundred  years 
later  concluded  that  the  thyroid  was  a secre- 
tory organ  and  that  the  secretion  was  carried 
away  by  lymphatics. 

The  embryology  of  the  thyroid  and  the 
appearance  of  the  fetal  gland  is  of  interest 
here  because  of  the  origin  of  the  so-called 
fetal  adenomata  and  the  v'estigial  remnants 
Cl  embryonic  origin. 

According  to  Kingsbury,  colloid  first 
appears  in  the  four  centimeter  embryo. 
Briefly,  the  thyroid  arises  from  the  medial 
region  between  the  first  two  pharyngeal 
pouches  by  the  ev^agination  of  the  epithelium 
in  the  v^entral  wall  of  the  pharynx,  imme- 
diately behind  the  tuberculum  impar  and  in 
front  of  the  copula.  The  anterior  portion  of 
the  tongue  is  formed  from  the  region  between 
the  first  and  second  branchial  arches  and  the 
root  of  the  tongue  from  the  copula  and  the 
tuberculum  impar.  The  junction  of  the  body 
of  the  tongue  and  the  root  marks  the  point  of 
ev'aginatlon.  The  evaglnated  portion  in- 
creases with  the  length  of  the  fetus  and 
gradually  becomes  bi-lobed.  The  lumen 
becomes  obliterated — the  opening  on  the 

*Read  before  the  Central  West  Virginia  Medical  Society  at  Rich- 
wood  on  April  2 6.  1 933. 


tongue  being  known  as  the  foramen  caecum. 
The  obliterated  stalk  is  the  thyro-glossal  duct 
and  is  the  seat  of  origin  of  cysts  of  the  midline 
of  the  neck.  1 he  thyroid  is  an  unpaired  gland 
situated  opposite  the  second,  third  and  fourth 
tracheal  cartilages.  It  consists  of  two  lateral 
portions  or  lobes  which  are  united  by  a thin 
strip  called  the  isthmus.  Sometimes  there  is 
an  irregular  pyramidal  lobe  extending  upward 
toward  the  thyroid  cartilage.  The  external 
connective  tissue  capsule  continues  into  the 
surrounding  cervical  fascia.  It  is  connected 
by  loose  irregularly  arranged  connective  tissue 
with  another  layer  of  dense  connective  tissue, 
— the  middle  cervical  fascia  which  adheres 
intimately  to  the  gland.  The  fascial  attach- 
ments account  for  the  mov^ement  of  the  gland 
during  the  act  of  swallowing.  Immediately 
ov’er  the  fascia  are  the  sterno-thyroid  muscles. 
The  sterno-hyoid  muscles  overlie  the  sterno- 
thyroids  and  both  are  encircled  by  the  middle 
cerv'ical  fascia.  The  sterno-cleido-mastoid 
muscles  cover  the  lateral  lobes.  Superficially, 
one  finds  the  superficial  fascia,  platysma  and 
skin. 

The  thyroid  has  an  unusually  rich  blood 
supply  and  drainage.  The  superior  thyroid 
artery  from  the  external  carotid  and  the  in- 
ferior thyroid  artery  from  the  thyro-cervical 
trunk  ramify  and  anastomose  frequently  into 
small  capillaries  which  form  a network  over 
each  follicle.  The  venous  blood  is  collected 
in  the  superior  and  middle  thyroid  veins, 
emptying  into  the  internal  jugular  and  the 
inferior  thyroid  vein — ^emptying  into  the  left 
innominate.  The  thyroidea  ima  artery  is 
sometimes  present. 

The  lymphatics  accompany  the  blood 
vessels  and  are  abundant.  They  drain  into 
tlie  low  cervical  lymph  nodes. 

The  nerve  supply  consists  of  post-gang- 
lionic fibers  from  the  superior  and  middle 
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cervical  ganglia.  These  enter  with  the  blood 
vessels.  Some  fibers  are  also  received  from 
the  superior  and  recurrent  laryngeal  nerves. 

The  gland  itself  consists  of  anastomosing 
plates  as  described  by  RienholT  in  1929,  who 
working  with  wax  plate  reconstructions  dis- 
sected them  out.  These  plates  contain  the 
follicles  with  are  characteristic  and  the  unit  of 
the  gland  and  are  separated  by  irregular 
masses  of  connective  tissue. 

It  was  formerly  thought  that  the  thyroid 
gland  consisted  of  lobulations  comparable  to 
those  of  other  glands  but  now  as  a result  of 
the  recent  dissections  and  reconstructions,  it 
has  been  shown  that  the  plates  pursue  tor- 
tuous courses  throughout  the  gland  and  are 
never  completely  surrounded  by  dense  con- 
nective tissue.  The  follicles  are  separated 
from  each  other  by  reticular  connective  tissue 
in  which  courses  the  nerve,  blood  and  lymph 
supply  and  drainage.  It  has  been  shown  that 
the  follicles  are  roughly  spherical  although 
the  epithelial  lining  may  be  exceedingly  ir- 
regular in  certain  pathological  conditions. 
The  lumen  of  the  follicles  is  filled  with 
colloid  containing  iodine.  The  follicles  are 
frequently  described  as  giving  rise  to  new 
follicles  by  budding.  One  author  recently 
claims  that  this  budding  does  not  occur, — that 
new  follicles  are  not  formed  after  puberty. 
This  new  idea  has  yet  to  be  confirmed.  Some 
authors  still  maintain  that  the  follicles  are 
united  in  a somewhat  tree-shaped  pattern — 
others  that  they  are  separate  entities.  The 
follicles  of  the  normal  thyroid  are  lined  by 
low  or  flattened  epithelium.  There  is  no 
basement  membrane  and  the  cells  rest  on  the 
inter-follicular,  reticular  connective  tissue  and 
thus  are  in  intimate  proximity  to  the  network 
of  blood  and  lymphatic  capillaries.  The 
epithelium  shows  great  variation  in  the  size 
of  the  individual  cells  and  their  arrangement, 
which  depends  on  the  age,  sex,  season  of  the 
year  and  diet,  as  well  as  the  various  physio- 
logical and  pathological  processes  involving 
the  gland.  In  general,  the  epithelium  when 
inactive  is  low  and  flattened  out,  and  tall, 
columnar  and  folded  when  functional  activity 
is  increased.  The  mitochondria  are  short. 


thin  and  rod-shaped.  Most  of  them  are  in 
the  distal  end  of  the  cell.  Colloid  is  con- 
sidered by  some  to  be  a reserve  secretion,  by 
others  a waste  product.  The  general  con- 
sensus of  opinion  is  that  the  former  view  is 
the  more  plausible.  Large  and  small  groups 
of  inter-follicular  epithelial  cells  without 
lumina  are  frequently  seen.  These  are  stated 
by  some  to  be  fetal  cell  rests.  Reinhoff  con- 
siders them  non-existent,  the  picture  being 
due  he  thinks  to  the  plane  in  which  the  sec- 
tion is  cut — the  wall  or  dome  of  the  follicle 
presenting  the  picture  of  solid  nests.  The 
iodine  content  of  colloid  is  quite  high  and  was 
first  mentioned  by  Bowman  in  1896.  Thy- 
roxin was  isolated  by  KendalP®  in  1914,  but 
the  formula  was  not  accurately  described  until 
1926  by  Harrington.^'  Now,  synthetic  thy- 
roxin can  be  procured — it  is  a derivative  of 
tyrosine.  The  most  striking  effect  of  the 
thyroid  secretion  is  the  regulation  of  the 
metabolic  rate. 

Simple  or  endemic  goiter  is  prevalent  in 
certain  regions  j i.e.,  Switzerland  and  in 
plains,  especially  those  around  the  Great 
Lakes  of  this  country.  Intimate  relationship 
exists  between  endemic  goiter  and  iodine  de- 
ficiency. Endemic  goiter  is  not  found  along 
the  sea-coast.  Deficiency  in  iodine  results  in 
compensatory  hypertrophy  and  hyperplasia. 
Marine''*  holds  iodine  all  important  while 
McCarrison^®  believes  that  goiter  is  caused  by 
toxins  produced  by  bacteria  in  the  intestines 
by  their  introduction  chiefly  through  impure 
drinking  water.  There  are  infections,  how- 
ever, in  which  the  demand  for  thyroxin  is 
greater  and  even  the  average  amount  of 
iodine  here  may  be  a deficiency  for  the  new 
pathological  state.  Whether  goiter  is  a pri- 
mary functional  state  of  the  thyroid  or  a local 
manifestation  of  a systemic  disease  is  yet  to  be 
determined.  I lereditary  factors  certainly 
have  to  be  considered.  Marine’s'^  work  in 
the  public  schools  of  Akron,  (9hio,  demon- 
strates conclusively  that  endemic  goiter  is  pre- 
ventable by  the  administration  of  sodium 
iodide  periodically  (30  grams  twice  a year 
over  a period  of  two  weeks).  Large  amounts 
of  iodine  introduced  into  the  body  may  pro- 
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duce  an  iodine  thyroiditis.  Marine'"*  in  1911 
stated  that  all  goiters  are  a process  of  gland- 
ular hyperplasia  anci  regression.  1 le  suggested 
systemic  disease  as  a cause  for  goiter.  Cysts 
are  due  to  hyperplasia,  alternating  with  more 
or  less  complete  return  to  the  colloid  state, — 
each  period  of  hyperplasia  enlarges  more  the 
already  enlarged  follicles.  Simple  goiter 
commonly  appears  at  puberty  and  is  the  result 
of  a physiological  effort  at  compensatory 
hypertrophy  to  meet  new  demands.  Plum- 
mer^® emphasizes  the  differences  between  the 
so-called  toxic  adenoma  and  exophthalmic 
goiter  in  their  response  to  iodine.  It  is  doubt- 
ful if  these  lines  of  differentiation  can  be 
drawn.  All  forms  of  goiter  are  simply  dif- 
ferent stages  in  hypertrophy  and  hyperplasia 
and  must  be  regarded  as  such  to  understand 
correctly  their  etiology. 

The  terms  hypertrophy,  hyperplasia  and 
involution  must  now  be  considered.  Sir  \Jctor 
Horsley,^®  in  1886,  recorded  first  the  micro- 
scopical changes  of  hyperplasia  following 
surgical  reduction,  although  Wagner  had 
mentioned  previously  that  hyperplasia  oc- 
curred in  the  periphery  of  the  gland.  Hal- 
sted'®  in  1896  reported  that  the  growth  takes 
place  after  the  forty-third  post-operative  day. 
It  is  known  now  that  regeneration  is  more 
rapid  if  iodine  is  withheld.  Partial  removal 
of  the  gland  results  in  hyperplasia  until  the 
gland  reaches  approximately  its  original  size. 
The  epithelium  lining  the  follicles  becomes 
tall  and  columnar,  the  numerous  mitotic 
figures  indicating  increased  cellular  activity. 
The  cytoplasm  stains  faintly  and  the  nucleus 
occupies  the  center  of  the  cell.  Suitably 
stained  sections  show  great  increases  in  the 
mitochondria  in  the  hyperplastic  cells 
( Goetsch^").  The  follicle  becomes  enlarged 
while  an  increasing  number  of  cells  and  epi- 
thelial spurs  project  into  the  follicle  pre- 
senting at  times  an  almost  solid  appearance. 
The  colloid  stains  only  faintly  as  compared 
with  that  of  simple  goiter.  The  iodine  con- 
tent varies  inversely  with  the  hyperplasia. 
Lymphocytes  frequently  appear  in  the  stroma 
in  increased  numbers.  This  whole  process  is 


compensatory  in  nature,  taking  place  in  an 
effort  to  provide  the  body  with  thyroxin. 

Involution — the  opposite  of  hypertrophy 
and  hyperplasia  may  be  induced  artificially  by 
the  administration  of  iodine,  or  it  may  occur 
spontaneously  in  different  physiological  reac- 
tions. The  picture  of  folded  epithelium 
fades  away  leaving  only  a few  spurs  of  pro- 
jecting buds.  Many  of  the  follicles  remain 
distended  but  the  lining  epithelium  becomes 
cuboidal  or  flattened,  thus  permitting  the 
accumulation  of  colloid  within  the  follicles. 
The  stroma  is  increased  and  becomes  more 
fibrous.  During  life  this  process  of  hyper- 
plasia and  involution  takes  place  as  the  result 
of  chemical,  bacterial  or  nervous  stimuli. 
When  hyperplasia  ceases,  involution  sets  in. 
Reinhoff'  points  out  that  there  are  remissions 
and  exacerbations  in  all  cases  of  toxic  thyroid 
except  in  acute  Graves’  Disease.  He  re- 
moved a portion  of  a gland  before  the  admin- 
istration of  iodine  and  the  histological  picture 
was  that  of  hypertrophy  and  hyperplasia. 
After  iodine  was  given,  the  operation  was 
performed  and  the  picture  was  reduced  to 
that  of  involution  to  almost  the  normal  state. 
In  certain  areas  there  W'as  hyperinvolution 
and  in  others  hypoinvolution.  He  points  out 
that  these  areas  of  hyperinvolution  correspond 
to  the  so-called  adenomata — cystic,  fetal 
mixed,  colloid  and  colloid  cysts.  The  areas 
of  hypoinvolution  are  encapsulated  areas  of 
persistent  hypertrophy  and  hyperplasia — the 
so-called  miliary  adenomata  as  described  by 
Ewing^^.  These  areas  explain  why  symp- 
toms of  hyperthyroidism  may  still  persist 
after  a remission.  In  92%  of  cases  of 
adenomata  there  were  found  typical  areas  of 
hypertrophy  and  hyperplasia,  thus  showing 
fairly  conclusively  that  most  adenomata  are 
a part  of  the  hyperplasia-involution  cycle. 

Goiter  then  is  an  enlargement  of  the  thy- 
roid caused  in  the  first  place  by  hyperplasia 
which  may  be  followed  by  involution.  If  the 
hyperplasia  is  not  too  great,  the  gland  may  be 
returned  to  practically  its  normal  size — it 
may,  however,  hyperinvolute  into  the  colloid 
state.  Hyperplasia  may  be  compensatory 
with  iodine  deficiency,  or  as  McCarrison^® 
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found  that  although  iodine  is  given,  hyper- 
plasia could  be  produced  by  a diet  consisting 
of  an  excess  of  fat.  Hyperplasia  at  preg- 
nancy, lactation,  adolescence  or  at  times  of 
special  stress  are  of  physiological  character. 
The  real  problem  is  to  determine  why  in  some 
cases  the  hyperplasia  is  pathological  rather 
than  physiological.  Colloid  goiter  is  the  end 
result  of  involution  after  hyperplasia.  Many 
adenomata  are  the  result  of  the  hyperplasia- 
involution  cycle  and  in  less  than  20%  of  cases 
are  of  neoplastic  origin. 

Beneficial  results  on  goiter  of  substances 
now  known  to  contain  iodine  are  said  to  have 
been  obtained  by  the  Chinese  about  1500  B. 
C.  Sponge  ash  was  used  extensively  in  the 
time  of  Hippocrates.  Dioscorides  mentions 
specifically  the  use  of  sponge  ash  in  the  treat- 
ment of  goiter.  Rogers  of  the  University  of 
Salerno  advocated  ashes  of  seaweeds  for  goiter 
in  1170  A.  D. 

Iodine  as  an  element  was  isolated  by 
Courtois  in  1811  and  used  medically  by  Coin- 
det  in  1820.  Marine  and  Lenhart'''  in  1909 
found  that  iodine  given  in  any  form  is  taken 
up  by  the  thyroid.  This  occurs  whether  the 
gland  is  normal,  colloid  or  hyperplastic.  In 
1914,  KendalP°  isolated  thyroxin  which  con- 
tained about  65^/o  iodine.  Plummer^^  states 
that  the  thyroid  functioning  with  iodine  de- 
ficiency fails  to  maintain  the  normal  amount 
of  thyroxin  in  the  body.  This  mechanism 
brings  about  stimulation  of  the  thyroid  and 
active  hyperplasia.  Plummer^®  further  be- 
lieves that  the  hyperthyroidism  of  adenoma- 
tous goiter  is  due  to  an  excess  of  normal  thy- 
roxin. Subsequent  reports  do  not  confirm 
this  belief.  The  response  to  iodine  is  the 
same  in  all  hyperplasias.  McCarrison^®  be- 
lieves that  iodine  is  an  intestinal  antiseptic. 
I'hat  the  activity  of  iodine  is  due  to  its  direct 
chemical  action  on  the  thyroid  is  the  most 
reasonable  hypothesis. 

In  March  1922,  Plummer®®  began  l.ugol’s 
solution  in  hyperthyroidism  in  the  belief  that 
the  stimulation  of  the  secretion  of  the  thyroid 
was  low,  and  a compensatory  hypoplasia  re- 
sulted. With  iodine  then  in  adequate 
amounts,  he  stated  that  the  thyroid  should 


not  elaborate  much  or  any  of  the  abnormal 
thyroxin.  The  microscopical  picture  of  hyper- 
plasia with  involution  after  the  administration 
is  ably  described  by  Reinhoff.® 

Dijf'use  Goiter  With  Involution. — This 
heading  includes  simple  goiter  of  adolescence, 
and  the  great  group  colloid  goiter.  The 
usual  age  period  of  this  group  is  from  15  to 
25  years.  This  group  as  a rule  responds 
admirably  to  iodine.  There  is  hyperplasia, 
compensatory  in  character,  because  of  the 
seemingly  increased  demand  for  thyroid  se- 
cretion with  a deficiency  of  iodine.  Colloid 
goiter  may  develop  any  time  in  life  as  the 
result  of  hyperplasia  being  followed  by  in- 
volution. The  thyroid  of  exophthalmic 
goiter  during  a remission  may  present  the 
microscopical  picture  of  colloid  goiter.  This 
same  change  may  be  produced  in  part  in  any 
hyperplastic  goiter.  These  goiters  are  smooth, 
elastic,  and  free  from  lobulations.  The  lobes 
may  or  may  not  be  symmetrical.  The  goiters 
of  long  duration  are  less  apt  to  become  toxic 
than  the  more  recent  ones.  Some  goiters  are 
so  large  that  they  are  best  regarded  as  surgical 
for  this  reason  alone.  Loss  of  weight  and 
tachycardia  may  be  misleading  but  the  whole 
m^ay  be  due  to  the  social  handicap  of  the  in- 
dividual. If  any  irregularity  appears  in  the 
gland  whether  there  is  nervousness  or  not,  it 
has  passed  the  stage  of  simple  colloid  goiter. 

Goiters  become  firmer  as  the  patient  grows 
older.  A very  common  type  in  young  per- 
sons is  the  interstitial  goiter  as  described  by 
Hertzler®  and  Goetsch.'°  It  is  commonly  a 
small  firm  gland  associated  with  menstrual 
disorders.  The  girls  often  complain  of 
choking.  Many  of -these  patients  show  mild 
toxicity.  Fhey  appear  to  be  due  to  endocrine 
imbalance,  d'he  fact  that  when  the  accom- 
panying dysmenorrhea  is  relieved,  the  thyroid 
enlargement  subsides  makes  the  association 
almost  certain,  'fhe  basal  metabolic  reading 
in  this  entire  group  is  of  little  importance. 
As  I lertzler®  so  ably  describes  a patient  of  the 
interstitial  tyiie  the  following  is  reported  to 
clarify  the  picture:  “They  are  thin,  spindly, 

timid  of  voice  and  action,  their  skirts  hang 
listlessly  below  their  knees  as  though  the 
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droop  of  doom  proclaims  their  hopeless  state. 
They  menstruate  late  and  cast  forth  their 
scanty  exudate  in  trials  and  tribulations. 
Their  small  rubbery  goiters  hang  on  their 
long  thin  tracheas  as  though  they  had  no  other 
purpose  than  to  di\'ide  this  long  tube  into  seg- 
ments, so  devoid  of  thyroid  tissue  do  they 
seem.  For  these  there  is  no  help.  Why  Ciod 
did  not  amuse  the  de\il  by  creating  for  Job 
such  children  is  one  of  the  mysteries  of  bibli- 
cal history.  It  would  seem  that  nothing — 
even  death  itself  would  exact  such  anguish  of 
soul  in  a parent  as  to  watch  through  a lifetime 
the  suffering  of  such  a child.  The  only  ten- 
able explanation  is  that  endocrine  disturbances 
had  not  yet  been  invented.  A little  bromide 
or  luminal  may  gi\e  relief.  When  fate  ex- 
hausts his  means  of  torture  for  these  patients, 
the  operator  begins  to  dilate,  curette,  remove 
appendices,  overies,  and  finally  operate  for 
adhesions.  Dante  and  Milton  were  dumb  of 
intelligence  and  dull  of  imagination.  When 
the  surgeon  has  added  his  touch  no  image  of 
Hell  can  conjure  up  its  equal.”  Operation  for 
this  type  is  useless.  For  diffuse  goiter,  salts 
of  iodine  are  given  by  mouth  to  children  in 
localities  where  there  is  iodine  deficiency.  The 
course  is  slow,  however,  and  the  piatient  may 
return  with  a nodular  goiter.  In  the  adoles- 
cent stage  where  the  nodular  type  has  already 
been  reached,  Hertzler^  thinks  no  interval 
treatment  is  of  value  but  operation  is  indi- 
cated. The  gross  pathology  is  that  of  an  uni- 
formly, diffusely  enlarged  thyroid,  soft  in 
consistency.  The  cut  surface  is  uniform  in 
character  and  presents  a honey-comb  appear- 
ance. The  microscopical  picture  shows  evi- 
dences of  involution  with  former  hyperplasia. 
Plummer  in  1926  stated  that  the  enlargement 
was  partly  due  to  the  formation  of  new  acini. 
Many  follicles  are  greatly  dilated  with  the 
epithelial  lining  flattened  and  the  follicle 
filled  with  colloid.  Other  follicles  are  smaller 
than  normal.  The  traces  of  former  hyper- 
plasia can  be  seen  in  the  form  of  projections 
of  epithelium  into  the  lumlna  of  the  follicles. 
Islands  of  active  hyperplasia  may  be  found. 
Great  variation  may  be  seen  in  different  sec- 
tions so  that  if  one  field  or  two  be  taken  for 


the  typical  picture  the  diagnosis  may  be 
exophthalmic  goiter.  Some  tendency  to- 
ward lobulations  may  be  seen. 

A 0(1  III ar  Goiter  With  and  Without  Hyper- 
plasia.— 1 he  presence  of  nodules  in  the  thy- 
roid is  common.  They  are  frequently  called 
adenomata  and  regarded  as  true  neoplasms 
but  the  trend  at  present  is  to  regard  the 
majority  of  these  adenomata  as  localized  en- 
largements resulting  from  hyperinvolutions. 
The  age  limits  are  usually  from  15  to  20 
years  and  the  process  appears  in  a gland  which 
is  already  enlarged.  The  diffuse  enlargement 
frequenth'  obscures  the  presence  of  the  nodule 
but  involution  allows  its  prominence  being 
noted.  Pressure  symptoms  are  more  fre- 
quently noted  in  this  form  of  goitre.  There 
may  or  may  not  be  hyperthyroidism.  For 
this  reason  the  names  toxic  and  non-toxic 
adenomata  have  sometimes  been  applied. 
Toxic  adenoma  according  to  Graham^®  is  not 
due  to  the  adenoma  at  all  but  to  the  presence 
of  h\’perplasia  in  the  surrounding  gland.  This 
is  doubtful  and  rarely  if  ever  true.  The  gen- 
eral consensus  of  opinion  is  that  the  adeno- 
mata with  hyperplasia  and  exophthalmic 
goiter  should  be  included  under  the  heading 
of  Graves’  Disease.  Boyd^  believes,  how- 
ever, that  there  is  no  reason  to  believe  that 
the  adenomata  are  in  the  slightest  degree  re- 
sponsible for  thryotoxicosis,  it  being  a mere 
incident  in  the  course  of  the  pathological  pro- 
cess, the  hyperinvolution  of  a previously 
h\perplastic  nodule.  The  only  treatment 
here  is  symptomatic  until  operation  is  under- 
taken. Medical  cure  is  out  of  the  question. 
The  fetal  type  of  adenoma  may  be  mentioned. 
It  is  frequent  in  small  children  and  may  grow 
mildly  toxic.  The  microscopical  picture  is 
that  of  the  thyroid  of  a four  months’  fetus. 

Grossly,  the  adenomata  are  localized  en- 
capsulated nodules  varying  greatly  in  size. 
They  may  be  single  but  are  usually  multip)le. 
The  encapsulation  is  mainly  responsible  fen* 
the  belief  that  this  is  a true  innocent  tumor. 
It  is  customary  to  regard  two  varieties  of 
adenomata,  colloid  and  fetal.  There  are 
many  variations  microscopically  between  these 
two  types,  however.  There  may  be  a true 
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adenoma  originating  possibly  in  fetal  cell 
rests.  Nodular  goiters  are  more  apt  to  show 
degenerative  changes  than  others.  Hemorr- 
hage is  common  and  may  be  followed  by  cyst 
formation. 

Microscopically,  in  the  colloid  form  involu- 
tional bodies  similar  to  those  which  result 
from  the  administration  of  LugoPs  solution 
are  found.  The  nodules  surrounded  by  a 
capsule  are  made  up  of  enlarged  acini  filled 
with  colloid.  The  large  acini  are  lined  by 
flattened  epithelium.  A spurlike  projection 
of  epithelium  may  protrude  into  the  lumen 
and  is  indicative  of  a preexisting  hyperplasia. 
Moreover,  there  may  be  areas  of  active 
hyperplasia.  The  follicles  in  the  gland  sur- 
rounding the  nodule  are  greatly  compressed. 
The  remainder  of  the  gland  may  or  may  not 
show  active  hyperplasia.  In  the  fetal  type  of 
adenoma  the  follicles  are  small  and  are  sup- 
posed to  be  derived  from  fetal  cell  rests  in 
the  inter-acinar  parenchyma.  There  is  no 
convincing  evidence  of  this,  however.  The 
lining  cells  are  of  the  cuboldal  type  and  some 
contain  colloid  but  this  is  by  no  means  uni- 
form. A great  many  are  only  solid  rests  of 
cells.  In  many  adenomata  no  sharp  line  of 
demarcation  can  be  drawn  between  the  fetal 
and  colloid  type  as  they  often  merge  one  into 
the  other.  Inter-acinar  hemorrhage  is  fre- 
quent in  both  types.  A rarefied  light-staining 
stroma  is  seen  in  some  cases.  There  are  many 
groups  of  cells  adjoining  some  of  the  follicles 
which  may  be  an  attempt  to  form  new  follicles 
but  rather  than  this,  we  may  look  upon  the 
thyroid  as  a gland  functioning  in  part  nor- 
mally with  some  follicles  quiescent  or  nearly 
so.  This  seems  the  more  probable  source  of 
so-called  new  follicles  rather  than  the  cell 
rests  of  Wblfler,  especially  since  Rienhoff® 
has  shown  by  wax  plate  reconstruction  that  no 
cell  rests  exist  in  the  inter-acinar  stroma.  In 
general  this  group  must  be  considered  as  a 
functional  disorder  rather  than  a true  neo- 
plastic disease  although  true  adenomata  may 
be  found. 

Diffuse  Goiter  With  Hyperplasia. — Gaird- 
ner  described  the  symptoms  of  Graves’  Dis- 
ease in  1822,  Parry  in  1825,  Graves  in  1835 


and  Basedow  in  1 840.  It  was  not  until  1 859 
that  Charcot  described  the  disease  under  the 
name  of  exophthalmic  goiter.  The  disease  is 
much  more  common  in  women  and  occurs  in 
the  sensitive  emotional  type,  this  constitu- 
tional factor  being  a predisposing  cause.  The 
onset  is  sudden  or  even  slow.  The  symptoms 
are  those  of  excitation  of  the  sympathetic  ner- 
vous system.  The  four  cardinal  symptoms 
are:  exophthalmos,  tumor,  tachycardia  and 

tremor.  Exophthalmos  when  present  is  bilat- 
eral in  80%  of  cases.  It  is  the  last  sign  to 
disappear  if  it  does  at  all  after  operation.  A 
protrusion  of  31  mm.  has  been  recorded. 
Blindness  occasionally  results  from  ulceration. 
The  exophthalmos  is  due  to  a combination  of 
three  factors:  (1)  The  restraining  influence 

of  the  lids;  (2)  The  stasis  of  venous  circula- 
tion with  edema  of  the  orbital  structures;  (3) 
Vasomotor  Influence  of  the  sympathetics. 
Other  eye  signs  may  be  mentioned  here. 
Grafe — Lid  lag;  Stellwag — the  winking  re- 
flex which  is  normally  about  3 to  5 per  minute, 
may  be  reduced  to  one  per  minute  in  Graves’ 
Disease;  Dalrymple — widened  palpebral  fis- 
sure; Moibus — disturbances  in  convergence. 
Tremor  is  the  more  constant  symptom.  The 
skin  is  moist,  the  patient  is  excitable  and  there 
is  marked  loss  of  weight.  The  most  import- 
ant change  is  in  the  basal  metabolic  rate. 
There  is  frequent  thymic  enlargement  vary- 
ing according  to  different  authors  in  from  50 
to  90%  of  cases.  The  course  of  the  disease 
varies — it  may  be  acute  with  cardiac  dilata- 
tion as  described  by  Graves  with  wasting  or 
exhaustion — other  cases  may  have  exacerba- 
tions and  remissions  as  marked  by  the  histol- 
ogical picture  of  hyperplasia  and  involution. 
Adenomatous  nodules  may  develop  in  the 
course  of  the  disease.  These  have  been  called 
toxic  adenomata  by  Plummer^’  and  others. 
Closer  investigation  shows  that  these  cases  do 
not  differ  from  exophthalmic  goiter  in  their 
histological  picture  and  in  their  response  to 
iodine.  The  heart  is  frequently  damaged  in 
the  course  of  the  disease.  In  Graves’  Disease 
there  is  general  lymphoid  hyperplasia  with  a 
lymphycytosis  usually  of  25-60%.  Plum- 
mer®® states  that  twenty  percent  of  the  cases  of 
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exophthalmic  goiter  are  superimposed  upon 
adenomatous  thyroids.  He  believes  that 
I adenomata  and  exophthalmic  goiters  are  dis- 
I tinct  entities — that  in  exophthalmic  goiter  the 
, whole  gland  is  involved  and  in  adenomata 
! there  is  a localized  reaction  and  they  are  only 
an  incident  in  the  course  of  endemic  goiter. 
In  exophthalmic  goiter  and  in  nodular  goiter 
with  hyperplasia,  operation  is  imperative. 
Iodine  in  the  form  of  I.ugol’s  solution  is  given 
pre-operatively  until  the  basal  metabolic  rate 
is  down.  The  dosage  is  about  thirty  to  forty 
minims  a day  over  a period  of  about  two 
weeks. 

Grossly,  the  gland  is  generally  enlarged 
though  not  always.  The  untreated  gland  is 
firm  and  dense  and  of  a beefy  appearance. 
After  the  administration  of  Lugol’s  solution, 
however,  many  involutional  bodies  appear 
with  marked  transition  tow’ard  the  colloid 
state.  Areas  of  hyperplasia  which  hav’e  re- 
sisted iodine  may  be  present.  Warthin  states 
that  the  lymphoid  hyperplasia  emphasizes  the 
constitutional  factors.  Means  maintains  that 
iodine  seldom  abolishes  more  than  a part  of 
the  thyrotoxic  symptoms  unless  there  is  a sub- 
total thyroidectomy. 

Microscopically,  there  is  diffuse  hyper- 
plasia and  glandular  activity.  The  epithel- 
ium is  tall  and  columnar.  Many  cells  have 
irregular  nuclei  and  present  evidences  of  rapid 
multiplication.  Papillary  infoldings  into  the 
follicles  are  present.  When  involution  takes 
place  the  retraction  of  the  epithelium  shows 
enlarged  follicles.  Other  types  are  seen  with 
small  follicles.  Little  or  no  colloid  is  pres- 
ent. Seldom  is  there  uniform  hyperplasia. 
The  stroma  often  shows  collections  of  lymph- 
ocytes— definite  follicles  being  found  at  times. 
They  are  more  evident  since  the  institution  of 
iodine  therapy — and  are  considered  by  some 
to  be  evidences  of  the  Involutionary  process. 
Marine''*  In  1926  stated  that  post-operative 
hyperplasia  is  prevented  by  iodine. 

Thyroiditis. — Marine''*  in  1911  stated  that 
thyroiditis  was  very  rare  and  when  present 
was  never  primary.  It  is  now  well  known 
that  it  occurs  In  many  infections;  I.e.,  tonsil- 
litis, rheumatic  fever,  lues,  tuberculosis,  etc. 


.Abscesses  may  form  at  times  and  discharge 
into  the  mediastinum,  larynx,  trachea  or 
esophagus.  Woody  thyroiditis  or  Riedel’s 
struma  described  by  Riedel  in  1 896  is  a 
chronic  iron-hard  tumor.  In  the  early  stage, 
there  are  many  lymph  follicles  but  later  the 
gland  is  dense  and  sclerotic.  It  is  frequently 
confused  with  carcinoma.  There  is  rapid  en- 
largement of  the  thyroid  with  pain,  tender- 
ness and  dyspnea.  Pain  is  pathognomonic  in 
acute  cases  associated  with  hoarseness.  The 
temperature  maybe  100-104°.  History  of 
infection  is  usually  present  with  marked  leu- 
cocytosis.  Areas  of  redness  and  fluctuation 
make  the  diagnosis  of  suppuration.  There  is 
little  or  no  disturbance  in  the  basal  metabolic 
rate.  The  disease  usually  occurs  in  individ- 
uals under  forty.  There  is.  a difference  of 
opinion  as  to  whether  It  is  more  common  in 
goitrous  thyroids  or  not.  It  seems,  since  it  is 
usually  secondary,  that  this  would  not  be  a 
factor  in  the  development.  Primary  tuber- 
culosis of  the  thyroid  is  rare  but  in  generalized 
tuberculosis  the  presence  of  tubercles  is 
common.  Reinhoff®  states  that  3 to  10%  of 
these  cases  are  tuberculous.  These  tumors 
are  hard  to  differentiate  from  malignant 
tumors.  In  lues,  swelling  of  the  thyroid  is 
common  in  the  secondary  stage.  Gummata 
are  rare.  These,  too,  are  frequently  confused 
with  malignancy. 

The  treatment  is  operation,  drainage  if 
acute  and  as  for  malignancy  in  the  chronic 
stage. 

Malignant  Lesions:  Almost  always  arise 

only  in  thyroids  already  the  seat  of  goiter. 
Plummer^^  in  1929  reported  a series  from  the 
Mayo  Clinic  In  which  2.7%  of  thyroid  tumors 
were  malignant.  They  began  in  benign 
goiters  in  87%  of  cases,  thus  illustrating  that 
nodular  goiter  is  a surgical  condition.  In 
Simpson’s  cases  100%  were  goitrous  thyroids 
previously.  Carcinoma  In  this  series  was  ten 
times  more  frequent  than  sarcoma.  Many  of 
the  cases,  however,  of  carcinoma  are  recog- 
nized only  when  the  microscopical  study  Is 
made.  Carcinoma  often  orginates  In  an 
adenoma  associated  with  symptoms  of  hyper- 
thyroidism. In  Simpson’s^'  55  cases  this  was 
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true  in  about  fifty  percent.  Carcinoma  of  the 
thyroid  occurs  during  the  usual  cancer  age. 
A rapid,  firm  hard  growth  in  a previous  goiter 
is  the  usual  picture.  Fixations  of  the  vocal 
cord  are  rare  except  in  carcinoma  but  should 
be  a part  of  every  examination.  The  hyper- 
thyroidism accompanying  carcinoma  is  mild  if 
any.  There  appears  to  be  no  relation  between 
Graves’  Disease  and  carcinoma  although  there 
is  wild  hyperplasia  in  the  former.  Fixation  of 
the  gland  is  an  important  feature. 

The  pathologist’s  report  may  be  the  first 
indication  that  carcinoma  is  present  so  varied 
is  the  picture.  There  is  usually  invasion  of 
the  capsule.  As  a rule,  the  carcinomata  are 
hard  but  necrosis  occurs  frequently.  Micro- 
scopically there  are  many  types,  among  them, 
medullary,  adeno-,  scirrhous  and  squamous 
cell.  The  first  two  are  common  but  the  others 
are  rare,  and  frequently  the  same  tumor  may 
present  pictures  resembling  almost  all  of  the 
types.  Graham^®  states  that  there  is  a marked 
tendency  toward  invasion  of  the  veins  by  the 
tumor  cells.  Metastases  are  most  common  in 
the  lungs  and  then  in  bone.  Simpson^®  has 
shown  that  there  is  no  such  thing  as  a benign 
metastasizing  goiter.  Although  metastases 
may  appear  as  normal  thyroid,  the  followup 
has  shown  that  carcinoma  was  invariably  in 
the  thyroid  or  appears  shortly  after  the  met- 
astatic lesion  was  noted.  Kolodny,  in  a re- 
view of  the  literature  was  able  to  find  only  one 
case  of  metastatic  hypernephroma  to  the  thy- 
roid. Simpson,^^  however,  has  reported  cases 
where  there  are  areas  in  the  medullary  type 
of  carcinoma  which  simulate  the  picture  of 
hypernephroma.  The  papillomatous  type  of 
adeno-carcinoma  is  more  favorable  in  prog- 
nosis than  the  other  types.  Wblfer  reports 
a case  well  1 8 years  after  operation  and 
Smoler’s  case  has  remaineci  well  27  years  post- 
operatively.  Roeder,^°  from  the  literature, 
reports  only  ten  cases  of  the  equamous  type, 
all  of  them  regarded  as  being  of  thyro-glossal 
duct  origin.  The  average  duration  of  life  is 
about  two  years.  The  mortality  varies  ac- 
cording to  authors  from  50%  to  85*/f> 
Kocher  claims  cures  in  eight  out  of  ten  cases 


which  are  well  from  3 to  20  years  without  re- 
currence. The  scirrhous  type  is  rare. 

Little  need  be  said  of  the  sarcomata  except 
to  note  that  they  are  of  very  rapid  growth. 
They  may  be  of  mixed,  spindle  or  round-cell 
varieties.  Of  these  the  round  cell  type  is  the 
more  malignant. 

The  radical  operation  is  advised  in  cases 
where  there  is  possibility  of  complete  re- 
moval. Graver  advocates  radium  and  x-ray. 
He  reports  a number  of  cases  of  which  30^^ 
were  improved  and  apparently  well  after  3 
to  7 years.  Hertzler®  condemns  x-ray  in 
goiter  as  a rule  because  it  is  useless  in  nodular 
goiter.  Applied  to  Graves’  Disease,  its  action 
being  on  connective  tissue  and  not  epithelium 
he  considers  that  the  help  due  to  this  treat- 
ment is  from  rest  and  hope  engendered  by  the 
roentgenologist  in  spite  of  his  treatment. 
Clement  in  his  report  of  60  cases  of  toxic  thy- 
roid notes  85%  cures.  He  emphasizes  that 
there  is  no  pain  or  scar,  that  there  is  little  loss 
of  time  and  that  the  results  are  good. 

BIBLIOGRAPHY 

1 . Rienhoff ; Lewis'  System  of  Surgery. 

2.  Boyd:  Surgical  Pathology:  2nd  Ed.,  1929. 

3.  Hertzler:  Diseases  of  Thyroid  Gland.  2nd  Ed.. 

1 929. 

4.  ReinhofT,  W.  F.  Jr.:  Histological  Changes 

Brought  About  in  Cases  of  Exoph.  Goitre  by  Administra- 
tion of  Iodine.  Bull.  J.  H.  H.,  Vol  XXXVll.  pp.  285- 
306:  1925. 

5.  Rienhoff.  W,  F.  Jr.:  Involutional  or  Regressive 

Changes  in  the  I hyrotd  Gland  in  Cases  of  Exophthalmic 
Goitre:  Arch.  Surg.,  Vol.  13,  pp.  391  -495,  1926. 

6.  Rienhoff.  W.  F.  Jr.:  Hyperthyroidism  and  Its 

Relation  to  Benign  Tumors  of  the  Thyroid  Gland: 
Southern  Med.  Jour.,  Vol.  XX.  pp.  901-907;  1927. 

7.  Rienhoff.  W,  F.  Jr.:  Hyperthyroidism:  Interna- 
tional Surg.  Digest;  Vol.  Ill  pp.  1 31  -140.  1 927. 

8.  Rienhoff.  W.  F.  Jr.,  and  Lewis,  Dean:  Relation 

of  Hyperthyroidism  to  Benign  Tumors  of  the  I hyrotd 
Gland:  Arch,  of  Surg.  Vol.  16.  Part  1.  pp.  79-116, 
1 928, 

9.  Rienhoff.  W.  F.  Jr.:  Gross  and  Microscopic 

Structure  of  Thyroid  Gland  in  Man:  Arch,  of  Surg.  Vol. 
19,  Part  1.  986-1036;  1929. 

10.  Goetsch.  Emil:  Newer  Methods  in  Diagnosis  of 

Ihyroid  Disorders  Path,  and  Clin..  N.  Y.  State  Med. 
Jour.  Vol.  XVlIl.  No.  7.  1918. 

1 1.  Wallace.  C.  W.:  Surgical  Treatment  of  Goiture: 

N.  Y.  State  Med.  Jour.,  Vol.  XVMII.  No.  7,  1918. 


July,  1933 


The  AVest  Virginia  Medical  Journal 


313 


12.  Crile,  Geo.  W. : Observations  on  Surgery  of 

Thyroid  Gland  with  Special  Reference  to  Psychic  Factor  in 
Graves  Disease;  Jour.  Ind.  State  Med.  Assn..  1909. 

11.  Haggard.  W.  D.:  Exophthalmic  Goitre;  Surg. 

Clinics  of  N.  A.,  Oct.,  1922. 

14.  Marine.  D.  and  Lenhart,  C.  H.:  Path.  Anatomy 

of  Human  Thyroid  Gland.,  Arch.  Int.  Med.,  April.  1911, 
Vol.  7.  pp.  506-515. 

15.  Halsted.  \V.  S.:  An  Experimental  Study  of 

Thyroid  Gland  of  Dogs  with  Especial  Consideration  of 
Hyperthophy  of  this  Gland.  J.  H.  H.  Report,  Vol.  1. 

16.  Else,  J.  E.:  Surg.  Goitre:  Northwest  Med., 

1918. 

17.  Else.  J.  E.;  Adenomatoses,  or  Diffuse  Adeno- 
matous Goitre:  Jour.  A.  M.  A..  Vol.  85,  pp.  1878- 

1882. 

18.  Terry.  W.  I.:  Radium  Emanation  in  Exoph- 

thalmic Goitre.  Jour.  A.  M.  A..  Vol.  79,  pp.  1-3;  1922 

19.  Atkins.  W.  H.  B.;  Exoph.  Goitre  with  Special 
Reference  to  Etioloay  and  Treatment  with  Radium.  Rad., 
Vol,  VII.  No.  5.  1916. 

20.  Roeder.  C.  A.:  Squamous  Cell  Epithelioma  of 

Thyroid;  Annals  of  Surgery.  1921,  Vol.  LXXIII.  pp. 
21-29. 

21.  Simpson,  Wm.:  Chn.  and  Path.  Study  of  Fifty- 

Five  Malignant  Neoplasms  of  Thyroid  Gland;  Annals  of 
Clin.  Med..  Vol.  IV,  No.  8.  1926. 

22.  Simpson.  Wm.:  Primary  Thyroid  Carcinoma 

Simulating  Hypernephroma;  Annals  of  Clin.  Med.,  Vol. 
IV,  No.  1 1 926. 

21.  Simpson.  Wm.;  Three  Cases  of  Thy.  Metastases 
to  Bone;  Surg.  Gyn.  and  Obs.,  pp.  489-507;  1926. 

24.  Goetsch,  Emil:  Functional  Significance  of  Mito- 
chondria in  Toxic  Thyroid  Adenomata:  J.  H H.  Bull 

Vol.  XXVII.  1916. 

25.  Horsley.  \'.:  Pathology  of  Thyroid  Gland; 

Lancet,  Vol.  2.  pp,  1 161-1  164.  1886. 

26.  Wilson.  L.  B. : Pathology  of  Thyroid  Gland  in 

Exoph.  Goitre.  Am.  Jour.  Med.  Sci.,  Vol.  46,  pp  781- 
790:  1913. 

27.  Plummer.  H.  S.  and  Boothby.  W.  N. : Value  of 

Iodine  in  Exoph.  Goitre,  J.  Iowa  State  Med.  Soc.,  Vol. 
XIV,  pp.  66-73,  1924. 

28.  McCarrison,  R.:  Etiology  and  Prevention  of 

Simple  Goitre;  Medicine.  Vol.  3.  p.  45  3,  1924. 

29.  Graham.  A.:  Malignant  Epithelial  Tumors  of 

Thyroid  with  Especial  Reference  to  Invasion  of  Blood 
Vessels;  S.  G.  and  O.,  Vol.  39,  p.  781,  1924. 

30.  Kendall,  E.  C.:  Isolation  in  Crystalline  Form  of 

Comp.  Containing  Iodine  which  occurs  in  the  Thy.;  Its 
Chem.  Nature  and  Physiol.  Activ.,  J.  A M A Vol  64 
p.  2042.  1915. 

31.  Harrington.  C.  R. : Chemistry  of  Thyroxine. 

Brochen.  J.,  London.  Vol.  20,  p.  293-299,  1926. 

32.  Ewing,  James;  Neoplastic  Disease,  2nd  Ed., 
1922. 

33.  Kocher,  T.:  Pathology  of  Thyroid  Gland.  Brit. 

Med.  Jour..  Vol.  1,  pp.  1261-1266;  1906. 

34.  Bloodgood.  J.  C. : Adenoma  of  Thyroid  Gland, 

Chn.  and  Path.  Study;  S.  G.  and  O.,  Vol.  2,  p 121-144 
1906. 

Plummer,  H.  S.;  Results  of  Administering  Io- 
dine to  Patients  having  Exoph.  Goitre,  J.  A M A Vol 
80,  p.  1955,  1923. 


SALARIED  POSITIONS 

In  case  you  are  wondering  what  the  editor  means 
■vvhen  he  crusades  continuously  against  “Tendencies 


in  Medical  Practice,”  here  arc  a few  of  them,  if 
not  in  a nutshell  at  least  in  a table.  The  survey 
covered  sixty-nine  medical  colleges.  .Approximately 
35  per  cent,  of  those  graduating  from  medical 
schools  in  1925  limited  their  practice  to  a specialty 
within  six  years  after  graduation.  .An  additional  35 
per  cent,  of  graduates  look  forward  to  the  same 
kind  of  a career.  These  percentages  were  on  the 
increase  up  to  1920. 

That  there  is  an  increasing  tendency  for  men 
to  enter  the  practice  at  older  age  than  previously, 
can  be  attributed  only  partially  to  the  increased  re- 
quirements. 

^I'hat  more  graduates  are  practicing  in  the  larger 
communities  than  seems  justifiable  according  to 
population  distribution. 

That  approximately  one  in  every  six  graduates 
is  destined  to  hold  a full-time  salaried  position. 

That  99  per  cent,  of  the  1925  graduates  located 
in  the  United  States  and  that  39  per  cent,  of 
Canadian  graduates  also  located  here. 

Now  48  per  cent,  of  the  population  is  in  com- 
munities of  less  than  5000  and  only  19  per  cent,  of 
the  1925  graduates  were  to  be  found  there.  Modern 
transportation  methods  prevent  serious  consequences 
arising  from  this  situation,  but  it  is  improbable  that 
this  is  the  cause  of  it.  The  drift  of  graduates  to  the 
cities  in  this  day  would  have  occurred  regardless  of 
transportation  methods  and  the  means  of  reaching 
the  farms.  It  is  not  confined  to  the  practice  of 
medicine. 

It  is  possible  that  as  the  old  practitioner’s  death 
leaves  an  open  space  in  the  village  there  will  be  a 
greater  tendency  on  the  part  of  the  young  man  to  fix 
himself  in  it  than  there  was  when  it  looked  as  if  all 
the  money  were  in  the  city.  Times  are  changing  in 
more  ways  than  one. 

Six  years  after  graduation,  1 7 per  cent,  of  the 
graduates  of  1920  and  1925  were  occupying  full- 
time salaried  positions. 

If  those  positions  were  in  large  measure  with 
private  institutions  and  corporations,  there  is  much 
that  is  alarming  about  it.  If  they  are  public  payroll 
positions,  the  tendency  in  that  direction  well  may 
be  the  subject  of  examination. 

There  is  no  question  of  the  rapid  encroachment  of 
that  kind  of  practice  of  medicine.  We  are  not  sure 
W’here  the  promotion  of  this  kind  of  practice  lies, 
whether  with  the  medical  colleges  or  elsewhere.  In 
the  matter  of  getting  on  the  public  payroll  more  and 
more  graduates  of  engineering  and  agricultural 
schools,  the  schools  are  under  suspicion. 

— Illinois  Medical  Journal. 
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TUBERCULOSIS  ABSTRACTS 

Famished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Does  a primary  tuberculous  infection  afford 
adequate  protection  against  consumption? 
That  is  the  challenging  question  asked  by 
Chester  A.  Stewart  in  a recent  article.  He 
answers  in  the  negative,  thereby  disagreeing 
with  those  who  hold  that  “a  little  tuberculosis 
is  a good  thing.”  His  conclusions  are  based 
largely  on  observations  on  84  children,  who 
developed  consumption,  in  a series  of  more 
than  1 0,000  cases  examined  and  followed  up 
at  Lymanhurst  School  in  Minneapolis. 

TUBERCULOUS  INFECTION 

Initial  infections  with  tubercle  bacilli  are  so 
common  that  most  persons  remain  ignorant  of 
the  fact  that  they  have  primary  tuberculosis 
until  its  presence  is  revealed  by  a positive  tu- 
berculin reaction.  Nonallergic  individuals  ap- 
parently possess  a remarkable  ability  to  repair 
extensive  as  well  as  slight  damage  wrought 
by  a first  invasion  of  tubercle  bacilli.  Tuber- 
culosis of  first  infection  may  be  regarded  as  a 
benign  disease  whose  prognosis  is  good  and 
which  rarely  causes  death. 

Regardless  of  how  one  may  interpret  the 
process  whereby  the  body  “resists”  the  first 
infection  by  tubercle  bacilli,  it  is  important  to 
determine  whether  this  first  infection  en- 
hances or  impairs  the  normal  mechanism  of 
resistance  with  which  man  is  endowed  to  com- 
bat the  disease. 

Of  the  slightly  more  than  10,000  children 
examined  at  Lymanhurst  School  for  tuber- 
culous children  during  the  past  decade,  84 
were  found  to  have  consumption  (reinfection 
pulmonary  tuberculosis),  classified  as  follows: 

Group  / — h'our  children  (5  per  cent) 
whose  initial  examinations  were  negative  but 
who  had  reinfection  pulmonary  tuberculosis 
(adult  type)  on  reexamination. 

Group  II — Nineteen  children  (23  per 
cent)  with  reinfection  pulmonary  tuberculosis 


when  first  examined  but  no  evidence  of  pri- 
mary tuberculosis  (childhood  type). 

Group  III — Twenty-five  children  (29  per 
cent)  with  primary  and  reinfection  pulmon- 
ary tuberculosis  coexisting  when  first  exam- 
ined. 

Group  IV — Thirty-six  children  (43  per 
cent)  with  primary  tuberculosis  exclusively  on 
first  examination  in  whom  reinfection  pul- 
monary tuberculosis  later  developed. 

ANALYSIS  OF  GROUPS 

No  significant  conclusions  seem  warranted  on  the 
basis  of  data  available  in  Group  1 . The  observa- 
tions made  on  Group  II  failed  to  reveal  the  sequence 
of  events  which  led  to  the  condition  and  therefore 
failed  to  contribute  evidence  for  or  against  the  no- 
tion that  primary  tuberculous  infection  affords  pro-  | 
tection  against  consumption.  j 

Group  III,  however,  in  which  primary  tuber-  | 

culosis  was  found  coexisting  with  reinfection  tu-  > 

berculosis  provides  circumstantial  evidence  that  pri- 
mary infections  frequently  fail  to  prevent  the  devel- 
opment of  phthisis.  This  evidence  is  supported  by  )( 

the  observations  of  Group  IV,  whose  records  arc  | 

known  with  sufficient  detail  to  prove  that  primary  fl 

tuberculous  infections  do  not  prevent  phthisis  from  ■ 

developing,  and  to  indicate  that  first  infection  by  I 

tubercle  bacillus  alters  the  normal  state  of  resistance  f 

possessed  by  the  uninfected  body  in  such  a manner  ji 

that,  instead  of  again  being  able  to  experience  the  g 

benign  form  of  the  disease,  the  patient  is  doomed  B 

thereafter  to  have  some  reinfection  type  of  tuber-  I 
culosis  (consumption  and  the  like)  develop,  if  suc- 
cessfully reinfected. 

These  thirty-six  children,  when  first  seen,  gave 
positive  tuberculin  reactions,  and  on  riientgen  exam- 
ination their  films  were  normal  in  nine  instances, 
revealed  calcified  hilus  lymph  nodes  in  fourteen 
cases,  and  Ghon  tubercles  associated  with  calcified 
hilus  lymph  nodes  in  the  remaining  thirteen  cases. 

In  no  instance  was  evidence  of  reinfection  types  of 
tuberculosis  found  in  this  scries  of  thirty-six  children 
coexisting  with  the  primary  disease  present  at  the 
time  they  were  first  examined.  At  that  time, 
therefore,  each  child  in  the  group  had  tuberculosis 
of  first  infection  exclusivelv,  visualized  by  riientgen 
examination  in  twenty-seven  cases  and  not  revealed 
in  the  remaining  nine  instances.  Subsequently,  these 
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thirty-six  cases  (Group  IV)  were  followed  and  re- 
peated examinations  were  made,  and  after  varying 
periods  of  observation  a reinfection  type  of  tuber- 
culosis (consumption)  developed  in  each  child  in 
this  group. 

A typical  case  selected  from  the  general  group 
illustrates  the  development  of  consumption  post- 
dating and  superimposed  on  a preexisting  primary 
tuberculosis.  .A  girl  with  a positive  tuberculin  re- 
action and  four  calcified  Ghon  tubercles  demon- 
strable by  rilentgen  examination  made  in  1926  re- 
mained in  good  health  for  four  years,  but  in  1930 
a new  subapical  infiltration  appeared  on  the  right. 
Later  this  lesion  progressed  and  now,  after  two 
years  of  sanatorium  care,  hers  is  classed  as  a mod- 
erately advanced  case  of  consumption.  Her  multi- 
ple protective  foci  have  failed  to  protect  her  ade- 
quately. 

Obviously,  the  Group  IV  cases,  (43  per  cent) 
provide  proof  that  their  primary  tuberculous  infec- 
tion jailed  to  prevent  consumption.  This  proportion 
of  failures  rises  to  72  per  cent  if  Group  III  is  in- 
cluded. Lack  of  detailed  information  available  in 
Groups  I and  II  explains,  the  author  suspects,  why 
this  failure  to  protect  cannot  be  measured  at  100 
per  cent.  Opie,  by  autopsy  found  lesions  of  pri- 
mary tuberculosis  in  all  cases  presenting  a reinfec- 
tion type  of  tuberculosis. 

ReinfectioTi,  the  Essential  Factor. — At  Lyman- 
hurst  to  date,  no  case  proved  to  be  consumptive  as  a 
direct  result  of  a first  infection,  has  been  found,  and 
no  case  of  a second  crop  of  primary  lesions  has  yet 
developed  in  an  allergic  child.  This  evidence,  to- 
gether with  the  observations  of  Opie,  reveals  exactly 
what  is  needed  to  become  a consumptive,  namely, 
reinfection  on  tissues  previously  sensitized  by  a pri- 
mary infection.  If  that  is  true,  artificial  immuniza- 
tion with  an  attenuated  organism  ( BCG)  alters  the 
normal  status  of  the  uninfected  consumptive  patients 
may  be  harvested  when  the  vaccinated  children 
reach  puberty,  and  later.  Certainly  several  years  of 
observation  will  be  required  before  the  value  of  arti- 
ficial immunization  can  be  definitely  settled. 

The  term  “childhood  type  of  tuberculosis” 
adopted  some  years  ago  by  the  National  Tubercu- 
losis Association  is  not  entirely  satisfactory.  Would 
it  not  be  better  to  designate  this  type  as  “primary 
pulmonary  tuberculosis”?  Furthermore,  the  im- 
plication of  the  term  “adult  type  of  tuberculosis” 
is  contradicted  by  the  observation  that  this  form 


of  the  disease  develops  in  children  with  appreciable 
frequency.  The  term  “reinfection  type  of  tuber- 
culosis” is  preferable. 

'Fhe  conception  of  tuberculosis  held  by  the  author 
justifies  the  advocacy  of  special  protection  from  re- 
infection for  all  children  (and  adults  also)  who  are 
allergic  to  tuberculin,  regardless  of  whether  symp- 
toms and  primary  lesions  demonstrable  by  x-ray  are 
present  or  absent.  A positive  tuberculin  reaction 
“does  not  necessarily  indicate  disease.”  Ghon’s  care- 
ful postmortem  studies  revealed  primary  tuberculosis 
lesions  in  from  90  to  95  per  cent  of  infected  chil- 
dren. The  usual  examination  method  by  roentgen- 
ography is  not  sufficiently  sensitive  to  discover  the 
primary  lesion  in  all  cases,  but  if  the  tuberculin  re- 
action is  positive  such  a lesion  must  be,  or  have  been, 
there.  I'he  roentgen  study  should  not,  therefore, 
be  accorded  too  much  authority  in  determining  that 
the  individual  has  or  has  not  primary  tuberculosis  for 
that  question  is  settled  by  the  tuberculin  reaction. 
The  roentgen  examination  of  positive  reactors,  he 
believes,  should  be  made  only  for  the  special  purpose 
of  determining  whether  reinfection  types  of  tuber- 
culosis are  present  or  absent. 

How  should  cases  of  primary  tuberculosis  be 
treated?  Manifest  disease,  of  course,  may  require 
sanatorium  care  or  its  equivalent,  but  for  first  in- 
fection types  generally,  observation  and  good 
hygienic  care  are  all  that  is  needed.  The  summer 
camp  provides  a pleasant  outing  for  infected  chil- 
dren, but  nothing  of  added  basic  curative  value. 
Admission  to  a preventorium  unfortunately  separates 
a child  from  home  environment,  and  probably  fur- 
nishes nothing  that  could  not  be  obtainable  outside 
a preventorium.  Experience  at  Lymanhurst,  which 
is  a day  school  planned  for  tuberculous  children,  dis- 
charges its  obligation  fully  without  the  aid  of  a sana- 
torium. Certified  homes  seem  superior  to  resorting 
to  institutional  care.  What  is  needed,  in  short,  is 
good  medical  observation,  intelligent  home  care,  and 
school  cooperation. 

Foes  a Primary  Tuberculous  Injection  A fford 
Adequate  Protection  Against  Consumption? — 
Chester  A.  Stewart,  Jour.  A.  M.  A.,  Apr.  8,  ’33, 
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PRESIDENT’S  PAGE 

The  first  time  I attended  an  annual  convention  of  the  West  Virginia  State  Medical 
Association — nearly  twenty  years  ago — I heard  considerable  talk  about  the  Old  Guard. 
I was  told  that  a certain  group  of  doctors,  who  possessed  more  than  the  average  amount 
of  political  acumen,  practically  ran  the  society.  They  were  not  only  credited  with 
dictating  the  activities  of  the  association  but  it  was  also  said  that  they  chose  the  officers 
who  were  elected  each  year.  It  was  intimated  that  there  was  something  sinister — 
perhaps  some  ulterior  motive — behind  the  successful  machinations  of  the  Old  Guard. 
Certain  rebellious  spirits  expressed  their  intention  of  forming  a Young  Turk  Society  to 
overthrow  this  bureaucratic  organization. 

As  the  years  passed  by  I had  an  opportunity  to  observe  that  the  members  of  the  Old 
Guard  came  back  regularly  to  each  annual  convention  and  took  an  active  part  in  the 
business  and  professional  work  of  the  association.  Furthermore,  I discovered  that  in 
the  intervals  between  the  annual  conventions  they  devoted  considerable  time  to  for- 
mulating plans  and  ironing  out  difficulties  for  the  benefit  of  our  society.  Some  of  the 
other  men  who  were  most  critical  of  the  political  regime  returned  fairly  regularly  to 
subsequent  conventions  but  for  the  most  part  their  attendance  was  desultory  and  their 
interest  in  the  affairs  of  the  association  was  not  maintained  consistently. 

During  the  last  two  decades  the  West  Virginia  State  Medical  Association  has  made 
notable  progress.  The  quality  of  our  scientific  programs  has  kept  pace  with  the  best 
efforts  of  the  medical  world.  Our  West  Virginia  Medical  Journal  compares  very 
favorably  with  the  journals  published  by  other  larger  states.  Our  financial  standing 
is  excellent.  The  component  County  Societies  work  together  in  harmonious  coopera- 
tion. The  central  office,  under  the  management  of  our  efficient  Executive  Secretary, 
has  extended  the  activities  of  the  Association  to  such  an  extent  that  it  is  now  one  of  the 
most  influential  organizations  in  the  State. 

These  things  have  come  to  pass  under  the  guidance  of  the  Old  Guard.  They  have 
done  well.  '^I'he  personnel  changes  very  gradually  through  the  years.  Any  one  of 
us,  who  has  the  best  interests  of  organized  medicine  in  his  heart,  who  values  our  asso- 
ciation so  highly  that  he  is  willing  to  spend  time,  thought,  and  energy  in  its  service,  and 
who  continues  steadfast  in  his  devotion  year  after  year,  is  eligible  to  membership  in  the 
Old  Guard.  Selfishness,  personal  prejudice  and  jealousy  are  not  the  proper  qualifica- 
tions. For  my  part,  I hope  we  shall  always  have  an  Old  Guard  to  guide  our  destiny. 
I take  pleasure  in  dedicating  this  page  to  that  group  of  thoughtful,  steadfast  workers 
who  have  contributed  so  much  to  the  advancement  of  organized  medicine  in  \Vest 
Virginia. 

My  compliments  to  the  Old  Guard! 


President. 
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TIME  FOR  A SHOWDOWN 

The  time  is  rapidly  approaching  for  a 
showdown  on  the  question  of  medical  practice 
by  corporations  in  the  state  of  West  Virginia. 
Perhaps  within  the  next  30  days  we  shall 
know  whether  or  not  an  unlicensed  and  un- 
qualified lay  corporation  can  continue  to 
traffic  in  medical  service  and  exploit  the 
medical  profession  for  private  gain. 

In  the  last  two  issues  of  this  Journal  we 
have  called  attention  to  the  suit  of  Dr.  J.  T. 
Nolen  against  the  \Alley  Camp  Coal  Com- 
pany to  restrain  and  enjoin  the  company  from 
practicing  medicine  without  a state  license. 
We  are  pleased  to  announce  that  within  the 
past  month  two  other  well-known  physicians, 
Dr.  G.  G.  Irwin  and  Dr.  W.  P.  Black  of 
Charleston,  have  joined  with  Dr.  Nolen  as 
plaintiffs  in  the  above-styled  case.  Deposi- 
tions in  the  case  are  now  being  taken  and  it 
will  probably  be  presented  before  the  Kan- 
awha County  Circuit  Court  within  the  next 
two  weeks. 

Again  we  wish  to  call  the  attention  of  the 
medical  profession  to  this  pernicious  trend  in 
West  \’irginia  tow^ard  the  corporate  practice 
of  medicine.  The  Valley  Camp  Coal  Com- 
pany is  only  one  of  many  companies  that 
employs  a doctor  at  a fixed  salary  and  then 
sells  the  services  of  the  doctor  to  its  employees 
at  a handsome  profit.  The  service  is  paid  for 
by  the  employees  through  payroll  deduction. 
These  deductions,  in  many  instances,  amount 
to  as  much  as  $ 1 ,000  per  month.  The  doctor 


is  usually  paid  about  $250  per  month.  The 
company  pockets  the  difference. 

There  are  several  hundred  “company 
doctors”  in  West  \firginia  affected  by  the 
system  outlined  above.  They  are  more  or 
less  powerless  to  help  themselves.  It  is 
natural  to  assume  that  if  they  complain,  they 
will  immediately  be  let  out  and  a more  com- 
plaisant physician  employed. 

Of  all  the  abortive  trends  in  medical 
practice  in  this  state,  we  feel  that  this  recent 
development  in  the  mining  area  is  undoubt- 
edly the  worst.  If  industry  can  profiteer  at 
the  expense  of  the  medical  profession  and  at 
the  expense  of  their  own  employees,  there  is 
no  reason  why  any  other  lay  group  could  not 
incorporate  for  the  sole  purpose  of  bartering 
medical  service  to  the  public.  However,  if 
a license  to  practice  medicine  in  West  Virginia 
carries  any  privilege  whatever,  we  feel  that 
the  courts  of  this  state  will  not  allow  that 
privilege  to  be  violated. 

Somehow  we  can’t  understand  how  our 
industrial  leaders  ever  got  mixed  up  in  this 
form  of  medical  racketeering  in  the  first 
place.  They  must  know  that  they  are  not 
rendering  any  medical  service  to  their 
employees.  They  must  know  that  the  medi- 
cal serv’ice  is  being  rendered  by  licensed 
physicians.  They  must  know  that  their 
employees  are  paying  for  that  service.  And 
knowing  this,  it  seems  preposterous  that  they 
should  figure  themselves  entitled  to  a “rake- 
off.” 

Perhaps  our  industrial  leaders  have  decided 
that  a “check-off”  of  from  $800  to  $1000 
per  month  is  too  much  for  a company  doctor 
to  receive  for  his  services.  That,  however, 
is  a matter  that  should  be  decided  by  the 
employees  who  pay  the  bill;  not  by  the  com- 
pany which  administers  the  fund.  If  the 
monthly  “check-off”  is  too  high,  then  the 
deduction  from  the  payroll  of  each  employee 
should  be  reduced.  The  cost  of  sickness  is 
high  enough  already  without  industry 
exacting  a “middleman’s  profit.” 
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THE  NEW  TAX  LAW 

So  much  has  appeared  in  the  newspapers 
relative  to  the  revenue  bill  passed  by  the 
recent  extraordinary  session  of  the  legislature 
that  we  assume  most  doctors  and  hospital 
executives  are  familiar  with  the  general  pro- 
visions of  this  measure. 

The  gross  income  feature  of  the  revenue 
bill  provides  for  a tax  equal  to  one  percent  of 
the  gross  income  of  both  hospitals  and 
physicians.  There  are  no  exemptions  in  the 
case  of  hospitals.  Physicians,  like  all  other 
persons  affected  by  the  bill,  are  entitled  to  an 
exemption  of  $600  if  single,  $1,000  if 
married,  and  an  additional  exemption  of  $200 
for  each  dependent  provided  the  total  exemp- 
tion shall  not  be  more  than  $2,400. 

Prior  to  the  passage  of  the  revenue  bill, 
hospitals  in  West  Virginia  were  taxed  three- 
tenths  of  one  percent  under  the  old  gross  sales 
tax,  with  an  exemption  of  $10,000.  The 
present  revenue  bill,  therefore,  materially 
increases  the  taxes  that  each  hospital  shall 
pay.  However,  this  increase  is  offset  to  a 
considerable  extent  by  the  tax  limitation 
amendment  which  lowered  the  property  tax 
on  hospitals  from  $2.60  to  $1.00  on  each 
hundred  dollars  valuation.  Hospitals  that 
own  their  own  buildings  will  have  little  in  the 
way  of  extra  taxes  to  pay,  but  hospitals  that 
occupy  rented  quarters  (unless  able  to  secure 
a reduction  in  rent)  will  be  rather  hard  hit. 

All  returns  are  for  the  calendar  year  ending 
December  31,  but  if  a Doctor  or  hospital 
keeps  books  on  a basis  other  than  the  calendar 
year  they  may,  with  the  assent  of  the  tax 
commissioner,  pay  taxes  for  the  year  covered 
in  the  accounting  period. 

b'orms  to  be  filled  out  in  connection  with 
the  payment  of  taxes  will  be  furnished  by  the 
tax  commissioner  and  all  such  taxes  are  pay- 
able on  April  first  of  each  year.  However, 
quarterly  tax  payments  may  be  made  upon 
re(]uest  to  the  commissioner. 

To  illustrate  the  method  of  computing  and 
paying  the  new  tax  under  the  revenue  bill, 
we  will  assume  that  a Doctor  has  a gross  in- 


come of  $5,400  per  year.  He  is  married  and 
has  two  dependent  children.  His  total  exemp- 
tion, therefore,  is  $1,400.  This  amount,  de- 
ducted from  $5,400,  leaves  $4,000  of  taxable 
income  at  one  percent,  or  $40  per  year.  This 
can  either  be  paid  in  a lump  sum  or  spread  out 
into  four  quarterly  installments  of  $10  each. 

In  levying  the  gross  income  tax  upon 
hospitals,  and  upon  all  other  businesses,  it 
was  assumed  by  the  legislature  that  the  tax 
would  be  passed  on  to  the  consumer.  This 
will  be  a difficult  task  for  the  hospitals  to  per- 
form^ especially  with  the  public  already  de- 
crying the  alleged  high  cost  of  hospital  care. 
It  will  be  further  complicated  by  the  fact  that 
approximately  35  percent  of  hospital  bills  are 
never  paid.  However,  it  should  be  possible 
in  most  instances  for  the  hospitals  to  pass  at 
least  a good  portion  of  the  gross  income  tax  on 
to  the  consumer,  just  as  other  business  houses 
and  institutions  will  do. 

There  has  been  a question  in  the  minds  of 
some  doctors  as  to  the  exact  meaning  of  the 
term  “gross  income.”  It  has  been  reported 
in  some  quarters  that  the  tax  of  one  percent 
would  apply  to  all  accounts  whether  collected 
or  not.  This  is  not  the  case  at  all.  Gross 
income  means  the  actual  income  collected 
during  the  calendar  year.  If  a Doctor  does 
$6,000  worth  of  work  and  collects  only 
$4,000  of  that  amount,  his  tax  is  based  upon 
the  amount  collected,  or  $4,000. 


COUNTY  SOCIE'J'Y  NEWS 

Due  to  the  crowded  condition  of  this  issue  of  the 
Journal,  the  county  society  news  items  .nre  pub- 
lished in  the  back  section.  'J'his  was  necessitated  by 
the  puhlication  in  this  issue  of  the  various  convention 
minutes,  committee  reports  and  the  annual  audit  of 
the  Association  finances.  W\‘  hope  that  every 
member,  and  especiallv  those  who  were  not  in 
attendance  at  Cliarleston,  will  read  the  report  of 
the  convention  transactions  ami  familiarize  them- 
selves with  the  work  and  the  status  of  the  .Associa- 
tion. 
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CONVENTION  TRANSAC'I'IONS 


Sixty-Sixth  Annual  Meeting,  West  Virginia  State 
Medical  A ssociation 


COUNCIL  MKE'l'ING 

The  council  of  the  ^^’est  Virginia  State  Medical 
Association  met  in  the  Daniel  Hoone  Hotel  on  the 
morning  of  May  22  with  fifteen  members  and  nine 
visitors  present.  Eollowing  approval  of  the  minutes 
of  the  previous  meeting  the  reports  of  the  Executive 
Secretarv,  and  the  Publication  Committee  were  re- 
ceived. Reports  of  the  district  councillors  were  also 
received  and  filed.  The  various  committee  reports 
were  referred  to  the  House  of  Delegates. 

Honorary  memberships  were  conferred  upon  Dr. 
H.  A.  \N'allcup,  .Mt.  Hope;  Dr.  ().  J.  Henderson, 
.Montgomery  and  Dr.  A.  ().  Flowers,  Clarksburg. 

On  motion  of  Dr.  M.  T.  .Vlorrison  the  Council 
elected  the  present  Publication  Committee  of  the 
Journal  to  succeed  itself  during  1934. 

A resolution  was  introduced  by  Dr.  G.  A.  Smith 
memoralizing  the  .American  Medical  .Association  to 
take  steps  toward  a reduction  in  the  number  of 
doctors  graduating  each  year  from  the  various  medi- 
cal colleges  in  the  United  States.  This  resolution 
was  seconded  by  Dr.  Gocke  and  was  unanimouslv 
carried. 

Dr.  Gocke  moved  that  the  Council  approve 
the  appointment  of  a committee  to  confer  with  the 
governor  regarding  the  needs  of  hospitalization  in 
this  state.  This  motion  was  seconded  by  Dr.  Mor- 
rison and  carried.  Drs.  Gocke  and  Smith  w’ere 
appointed  on  this  committee  with  Dr.  Oates  as 
chairman. 

Dr.  J.  T.  Nolan  was  then  introduced  and  ex- 
plained his  suit  against  the  Valley  Camp  Coal  Com- 
pany in  an  effort  to  stop  the  coal  company  from 
practicing  medicine  without  a license.  The  case  was 
discussed  at  some  length  and  then  Dr.  Gocke  moved 
that  the  council  approve  the  action  of  Dr.  Nolan  in 
the  suit  and  that  a sum  not  to  exceed  $250  be 
appropriated  to  assist  Dr.  Nolan,  if  necessary,  in 
bringing  his  case  to  a successful  termination.  This 
motion  w’as  seconded  and  carried. 

There  being  no  further  business  the  council  ad- 
journed. 


special  council  meeting 
-A  special  meeting  of  the  Council  of  the  West 
\'^irginia  State  Medical  .Association  was  held  in  the 


Daniel  lloone  Hotel,  Charleston,  on  the  afternoon 
of  .May  23  with  thirteen  members  and  five  visitors 
present.  The  special  meeting  was  called  in  order  to 
consitler  the  action  of  the  House  of  Delegates  on  the 
evening  of  May  22  giving  the  council  power  to  act 
in  the  matter  of  acquiring  a permanent  home  for  the 
West  Virginia  State  .Medical  .Association.  This  ac- 
tion simply  placed  the  matter  in  the  hands  of  the 
council,  said  council  to  either  accept  or  reject  the 
idea. 

.Mr.  Savage  discussed  briefly  the  financial  status 
of  the  .Association,  pointing  out  that  while  the  liquid 
assets  of  the  .Association  were  more  than  $22,000, 
part  of  this  was  tied  up  in  the  Nicholson  insurance 
policy,  part  with  the  F idelity  Investment  .Association 
and  one  or  two  other  investments  that  could  not  be 
touched  without  a loss  to  the  Association.  .Mr. 
Savage  also  pointed  out  that  the  .Association  was 
morally  responsible  for  the  debt  on  the  Nicholson 
home. 

Dr.  Bloss  made  a plea  for  the  acquiring  of  a per- 
manent home  for  the  .Association,  pointing  out  the 
advantages  and  calling  attention  to  many  of  the 
unusual  bargains  in  real  estate  in  Charleston  at  the 
present  time. 

Dr.  Rutherford  advised  the  council  that  his  county 
society  in  .McDowell  several  years  ago  had  set  aside 
of  its  annual  surplus  into  a special  fund  to  be 
turned  over  to  the  State  .Association  at  such  time  as 
the  .Association  might  acquire  a permanent  home. 

Dr.  Goff  stressed  the  fact  that  the  Association 
could  not  afford  to  consider  any  permanent  home 
project  that  would  jeopardize  the  financial  standing 
of  the  .Association. 

Present  real  estate  values  in  Charleston  were  dis- 
cussed by  Dr.  Black  who  pointed  out  that  suitable 
property  for  the  permanent  home  could  be  acquired 
now  at  a low  figure. 

Dr.  Hoge  cautioned  the  council  not  to  attempt 
to  take  any  definite  action  until  all  the  facts  and 
figures  relating  to  the  purchase,  erection  and  opera- 
tion of  a permanent  home  were  available.  He  sug- 
gested that  the  permanent  home  committee  be  auth- 
orized to  secure  such  data  and  present  it  to  the 
council  at  its  next  meeting. 

It  w’as  then  moved  by  Dr.  Smith  that  the  per- 
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manent  home  committee  of  the  Association  be  auth- 
orized to  take  options  on  Charleston  property  and  to 
report  back  to  the  council  at  a special  meeting  to  be 
held  when  and  if  the  options  were  taken.  This 
motion  was  seconded  by  Dr.  Goff  and  carried. 

On  motion  of  Dr.  M.  T.  Morrison,  seconded  by 
Dr.  G.  R.  Maxwell,  Mr.  Savage  was  authorized  to 
pay  the  annual  premium  of  $1301  on  the  Nicholson 
insurance  policy.  There  being  no  further  business 
to  come  before  the  council,  the  meeting  adjourned. 

Joe  W.  Savage, 

Executive  Secretary. 

■ ')  1 . 

HOUSE  OF  DELEGATES 

May  22,  1933 

The  House  of  Delegates  of  the  West  Virginia 
State  Medical  Association  convened  in  the  Daniel 
Boone  Hotel,  Charleston,  at  8:00  o’clock  on  the 
evening  of  May  22,  1933,  with  Dr.  D.  A.  Mac- 
Gregor, President,  presiding.  Minutes  of  the  prev- 
ious meeting  were  dispensed  with  and  approved  as 
published  in  the  West  Virginia  Medical  Jour- 
nal. 

The  following  reports  were  received  and  filed: 

Committee  on  Necrology,  presented  by  Dr.  C. 
O.  Henry. 

Committee  on  Public  Policy  and  Legislation,  read 
by  Dr.  R.  A.  Ireland. 

Committee  on  Medical  Economics,  read  by  Dr.  J. 
Ross  Hunter. 

Committee  on  Publication,  presented  by  Dr. 
James  R.  BIoss. 

Report  of  the  Committee  on  Audit  of  Association 
Finances,  read  by  Dr.  C.  G.  Morgan. 

Report  of  the  Executive  Secretary. 

Special  Committee  reports: 

Report  of  the  Cancer  Committee,  presented  by 
Dr.  Russell  Bailey. 

Dr.  W.  P.  Black  presented  an  informal  report  of 
the  Committee  on  the  Permanent  Home,  pointing 
out  the  excellent  real  estate  values  and  suggesting 
that  some  action  be  taken  in  purchasing  a suitable 
site.  Dr.  Butt  moved  that  the  Council  be  given 
autliority  to  take  such  action  as  they  saw  fit  in  this 
matter.  'J'lns  motion  was  seconded  liy  Dr.  BIoss 
and  after  consideralile  discussion  was  carried. 

pr.  W.  'P.  Gocke  submitted  a resolution  con- 
demning any  member  for  tlie  use  of  bis  past  or 
|)resent  official  status  in  the  Association  in  such  a 
way  as  to  give  rise  to  the  belief  tliat  tlie  .Association 
had  taken  any  action  for  or  against  any  controversy 


outside  its  jurisdiction.  This  motion  was  seconded 
by  Dr.  Irwin  and  carried. 

Dr.  Vest  presented  a resolution  in  regard  to 
specialty  examining  boards,  remarking  that  the 
matter  would  come  up  at  the  House  of  Delegates’ 
meeting  of  the  American  Medical  Association  and 
moving  that  the  resolution  be  adopted.  The  motion 
was  seconded  by  Dr.  C.  G.  Morgan  and  carried. 

Dr.  Vest  presented  a second  resolution  relative 
to  the  report  of  the  Committee  on  the  Cost 
of  Medical  Care,  moving  for  its  adoption.  The  mo- 
tion was  seconded  by  Dr.  Morgan  and  carried. 

There  being  no  further  new  business,  the  meeting 
adjourned. 


May  23,  1933 

The  House  of  Delegates  of  the  West  Virginia 
State  Medical  Association  convened  in  the  Club 
Room  of  the  Daniel  Boone  Hotel,  Charleston,  at  9 
o’clock  on  the  evening  of  May  23  with  Dr.  I).  A. 
MacGregor,  President,  presiding.  Following  the 
President’s  Address  delivered  by  Dr.  MacGregor, 
nominations  for  President  were  in  order.  Dr.  O.  D. 
Barker  placed  in  nomination  the  name  of  Dr.  Roy 
Ben  Miller,  Parkersburg.  This  nomination  was 
seconded  by  Dr.  V.  T.  Churchman  and  Dr.  \V.  T. 
Gocke.  There  being  no  further  nominations.  Dr. 
Miller  was  declared  President  by  a unanimous  ballot 
cast  by  the  Secretary. 

The  remaining  officers  and  committee  members 
were  elected  as  follows: 

First  Vice-President,  Dr.  A.  G.  Rutherford, 
Welch. 

Second  Vice-President,  Dr.  G.  H.  Barksdale, 
Charleston. 

'I'rcasurer,  Dr.  1'.  M.  Barber,  Charleston. 

First  District  Councillor,  Dr.  R.  U.  Drinkard, 
Wheeling. 

Second  District  Councillor,  Dr.  G.  R.  .Maxwell, 
.Morgantown. 

U'hird  District  Councillor,  Dr.  IVI.  I . Alorrison, 
Sutton. 

Fourth  District  Councillor,  Dr.  Ray  M.  Bobbitt, 
Huntington. 

Fifth  District  Councillor,  Dr.  B.  ^\^  Steele, 
.Mullens. 

Fifth  District  Councillor,  (to  succeed  Dr.  .A.  G. 
Rutlierford)  Dr.  B.  S.  Clements,  Matoaka. 

Sixth  District  Councillor,  Dr.  G.  .A.  Smith, 
Montgomei')’. 

Chairm.in,  Scientific  Committee,  Dr.  R.  J.  \N  il- 
kinson,  Huntington. 
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Members,  Scientific  Committee,  Dr.  E.  H.  Hen- 
son, Charleston  and  Dr.  C.  J.  Reynolds,  Hlueficld. 

Committee  on  Professional  Relations,  Dr.  R.  K. 
Buford,  Charleston. 

Committee  on  .Medical  Education,  Dr.  H.  1 . 
Phillips,  W'heeling;  Dr.  S.  L.  Cherry,  Clarksburg 
and  Dr.  C.  B.  ^^'ylie,  .Morgantown. 

Delegate  to  .A.  .M.  A.,  Dr.  R.  H.  \\’alker. 
Charleston. 

Alternate  Delegate,  Dr.  H.  1'.  Phillips,  W'heel- 
ing. 

Place  of  meeting  for  1934,  Huntington. 

Dr,  R.  U.  Drinkard,  Chairman,  then  presented 
the  report  of  the  Committee  on  the  President’s 
Address,  heartily  praising  the  contents  and  urging 
the  .Association  to  go  on  record  as  endorsing  his 
recommendations.  (9n  motion  of  Dr.  ,A.  H.  Hoge, 
the  report  was  accepted  and  carried. 

Under  the  head  of  unfinished  business.  Dr.  \'est 
read  the  report  of  the  Reeves  Memorial  Committee 
which  was  received  and  filed. 

Dr.  H oge  offered  an  amendment  to  the  Reeves 
report,  deleting  Section  2 from  the  resolution  which 
stated  that  the  1935  session  be  held  in  Fairmont  at 
which  time  the  monument  would  be  dedicated.  The 
amendment  w.as  recorded  to  the  effect  that  the  year 
1935  not  be  stated  but  some  vear  in  the  near  future. 
This  amendment  as  reworded  was  seconded  and 
carried. 

Dr.  Henry  moved  that  thanks  be  e.xtended  to  the 
press  and  all  those  who  helped  entertain  the  .Asso- 
ciation in  any  way  during  its  annual  meeting.  The 
motion  was  seconded  and  carried. 

Dr.  R.  G.  Leland  then  delivered  a message  to 
the  House  of  Delegates  from  the  .American  Medi- 
cal .Association,  and  there  being  no  further  business 
the  meeting  adjourned. 

Joe  W.  Savage, 

Executive  Secretarv. 


report  of  the  executive  secret.ary 

This  report  will  be  rather  short  because  many 
of  the  activities  of  mv  office  have  been  covered  in 
the  various  committee  reports  which  vou  have  heard 
tonight. 

This  report  will  deal  chieflv  with  membership  and 
finance.  First,  however,  I would  like  to  make  one 
or  two  observations  that  I think  worth  while. 

For  the  past  five  years  I have  urged  the  various 
councillor  districts  within  our  Association  to  hold 
District  meetings  at  least  once  each  year  for  the 
purpose  of  bringing  our  members  in  closer  touch 


with  each  other  and  moulding  a stronger  state 
organization.  The  purpose  for  which  such  confer- 
ences are  held  is  accomplished  in  the  northern  part 
of  the  state  by  the  Monongalia,  Marion  and  Harri- 
son county  societies,  who  regularly  hold  such  joint 
meetings.  During  the  past  year  the  Fourth  Coun- 
cillor district  fell  in  line  and  held  a splendid  district 
meeting  at  Huntington.  I hope  this  will  develop 
into  an  annual  custom  of  the  Fourth  district  and 
.again  I urge  that  the  other  councillor  districts  follow 
this  plan.  I think  one  district  meeting  each  year  by 
each  councillor  district  will  be  a great  aid  in  building 
our  state  association  into  a stronger  organization.  If 
and  when  such  meetings  are  held  I hope  they  will 
be  social  as  well  as  scientific. 

.My  next  observation  is  in  regard  to  the  legislative 
activities  of  our  State  .Association.  I have  had  the 
opportunitv  of  watching  many  organizations  and 
interests  in  action  at  the  legislature.  'I'hose  that  are 
successful  are  those  that  have  but  one  definite  objec- 
tive in  mind.  As  a matter  of  fact,  by  far  the  larger 
majority  of  lobbyists  have  no  measures  at  all  to  push 
but  give  their  entire  time  to  quashing  legislation  un- 
favorable to  the  interests  which  they  represent.  Our 
-Association  went  into  the  recent  session  with  three 
special  me.asures  to  put  through,  and  a fourth  to 
work  on  in  spare  time.  This,  in  addition  to  killing 
off  half  a dozen  or  more  measures  hostile  to  the 
Profession. 

I am  mentioning  this,  not  to  complain  and  not  to 
make  any  excuses,  but  in  the  hope  that  in  the  future 
our  .Association  will  not  attempt  such  an  ambitious 
legislative  program.  There  is  no  question  in  the 
world  but  what  we  could  have  put  through  our  bill 
to  give  the  public  health  council  medical  supervision 
over  the  state  institutions  if  that  bill  had  been  the 
only  one  we  were  responsible  for.  This  bill  was 
held  up  until  the  last,  while  we  worked  on  the  first 
two  projects.  When  it  did  come  up  it  passed  the 
Senate  and  received  a two-to-one  vote  in  the  house, 
but  a four-fifths  majority  was  needed  in  the  house 
to  suspend  the  rules  and  put  the  bill  through,  and  so 
it  died  on  the  last  d.ay  of  the  session.  Had  the  bill 
been  introduced  earlier,  it  would  then  have  come 
up  in  its  regular  order  requiring  only  a majority 
vote,  and  it  would  now  be  a law  of  this  state. 

I mention  this  medical  supervision  bill  because  it 
so  ably  demonstrates  the  point  I want  to  put  across. 
There  is  no  use  to  discuss  this  further  at  this  time, 
because  we  won’t  have  another  legislative  session 
until  1935.  At  least  I hope  we  won’t.  But  when 
1935  rolls  around  I hope  the  Association  will  settle 


322 


The  West  Virginia  Medical  Journal 


July,  1933 


definitely  on  one  legislative  project  and  one  only. 
In  my  opinion  your  legislative  .committee  did  fine 
work  in  successfully  killing  off  all  hostile  legislation 
measures  and  I am  sure  they  would  have  accom- 
plished much  more  if  they  had  not  had  such  a heavy 
load  to  carry  through  the  session. 

I feel  that  one  of  the  most  important  develop- 
ments in  the  entire  history  of  this  Association  was 
the  recent  decision  of  the  state  supreme  court  in  the 
Sloan  vs  Mitchell  case  in  Cabell  County.  Assuming 
that  all  of  you  read  your  State  Journal,  you  are  no 
doubt  familiar  with  this  decision.  To  review  briefly: 
Mitchell  was  an  advertising  quack,  unlicensed  and 
untrained,  in  Huntington.  His  advertising  matter 
was  so  preposterous  that  the  Cabell  County  Medical 
Society,  in  an  effort  to  protect  the  public,  finally 
brought  Mitchell  to  trial  for  practicing  medicine 
without  a state  license.  The  jury  failed  to  convict 
Mitchell  and  there  followed  a series  of  taunting, 
swaggering  advertisements  that  charged  the  medical 
profession  with  everything  from  persecution  on. 

The  Cabell  County  society  then  decided  to  go 
into  the  matter  in  a big  way.  Their  attorneys  ad- 
vanced the  theory  that  Mitchell  might  be  stopped 
through  injunction  proceedings  in  a civil  court. 
Acting  on  this  theory,  an  injunction  suit  was  brought 
in  the  Cabell  county  circuit  court.  The  lower  court 
ruled  against  the  Cabell  society  and  this  ruling  was 
carried  to  the  supreme  court  of  West  Virginia.  On 
March  31,  1933,  the  supreme  court  held  “The 
right  of  a licensed  physician  and  surgeon  to  practice 
his  profession  is  a valuable  franchise  in  the  nature  of 
a property  right  to  protect  which  he  may  sue  in 
equity  in  the  interest  of  himself  and  other  physicians 
similarly  situated  to  enjoin  a person  from  encroach- 
ing upon  said  right  by  engaging  in  the  practice  of 
medicine  and  surgery  without  a state  license.” 

This  supreme  court  decision  sets  up  another  pro- 
tective barrier  for  the  medical  profession  in  this 
state;  a barrier  which  few  quacks  will  dare  to  cross. 
With  this  decision  the  Sloan- Mitchell  case  went  back 
to  the  Cabell  county  circuit  court  and  a few  days 
ago,  at  long  last,  an  injunction  order,  forever  re- 
straining Mitchell  from  practicing  in  West  Virginia, 
was  issued.  While  the  Association  was  vitally  in- 
terested in  the  Sloan-Mitchell  case,  both  financially 
and  otherwise,  credit  for  this  important  work  must 
go  to  tlie  doctors  in  Huntington  and  vicinity  who 
carried  the  case  through  to  a successfid  termination. 

A second  legal  case  in  whicli  the  Association  is 
greatly  concerned  is  that  of  Dr.  J.  d'.  Nolan  versus 
the  Valley  Camp  Coal  Company  in  the  circuit  court 


of  Kanawha  county.  Dr.  Nolan,  together  with 
Dr.  G.  G.  Irwin  and  Dr.  W.  P.  Black,  has  entered 
an  injunction  suit  to  restrain  the  defendant  coal 
company  from  practicing  medicine  without  a state 
license.  Dr.  Nolan  is  suing  on  behalf  of  himself 
and  his  medical  confreres  on  the  theory  that  his  own 
license  is  a property  right  that  is  being  infringed  upon 
by  the  defendant  company.  The  Nolan  case,  there- 
fore, was  made  possible  by  the  ruling  in  the  Sloan- 
Mitchell  decision.  It  is  claimed  by  Dr.  Nolan  that 
the  Valley  Camp  Coal  Company  is  collecting  a 
check-off  from  its  employees  for  medical  service, 
that  it  employs  two  physicians  to  render  this  service, 
and  that  it  pays  the  physicians  much  less  than  is 
collected  for  the  service.  The  company,  therefore, 
according  to  the  complaint,  is  exploiting  the  services 
of  the  two  physicians  for  profit.  This  case  is  still 
pending  in  the  Kanawha  county  circuit  court.  A 
favorable  decision  for  the  plaintiff  will  mean  a great 
deal  both  for  the  Association  and  for  several  hundred 
contract  and  mine  doctors  in  this  state. 

In  spite  of  predictions  to  the  contrary,  our  mem- 
bership status  this  year  compares  very  favorably  with 
past  records.  True,  our  delinquent  list  is  larger  by 
44  members  than  it  was  at  convention  time  last 
year,  but  last  year’s  convention  was  held  one  month 
later  than  the  present  meeting.  Hence,  in  1932, 
we  had  an  additional  month  to  get  in  our  delinquent 
members.  I feel  practically  certain  that  by  June  20, 
the  date  of  our  1932  meeting,  this  year’s  delinquent 
list  will  be  smaller  than  the  delinquent  list  presented 
to  vou  at  last  year’s  convention. 

On  June  20,  1932,  we  had  916  members  paid 
up  and  in  good  standing.  Today,  one  month  earlier 
in  the  year,  we  have  848  members  paid  up  and  in 
good  standing.  Last  year  we  had  192  delinquents. 
This  year  we  have  236.  Our  total  membership 
this  year,  therefore,  is  but  24  members  short  of  last. 
Last  year  we  had  1 108  members;  this  year  we  have 
1084’. 

It  might  be  interesting  to  point  out  that  at  con- 
vention time  in  1931,  which  was  two  years  ago,  the 
delinquent  list  was  220  or  approximately  what  it  is 
today.  'J'herefore  we  are  undoubtedly  holding  our 
own  in  membership,  which  should  be  considered  as 
a rather  favorable  sign  in  this  era  of  hard  times. 

W’e  anticipate,  of  course,  that  approximately  75 
percent  of  the  present  delinquent  members  will  pay 
up  before  the  close  of  tlie  year.  \W‘  base  this  as- 
sumption on  past  experience.  Last  year,  for  example, 
when  we  had  192  delinc]uents  at  convention  time, 
we  had  less  than  50  at  the  close  of  the  year.  \\  ith 
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economic  conditions  undoubtedly  growing  better,  I 
feel  sure  that  we  will  have  no  diffiadty  in  reducing 
this  year’s  delinquent  list  to  less  than  50  members  by 
the  close  of  the  present  year. 

J'he  W'est  Virginia  Medical  Journal  has  been 
through  its  most  trying  year  in  history.  On  every 
hand,  publications  of  all  kinds  have  lost  money  and 
many  of  them  have  suspended  publication  because 
of  the  tremenduous  falling  off  of  national  adver- 
tising. \\'e  have  felt  this  slump  to  some  extent  hut 
somehow  we  have  been  able  to  retrench ; to  sign  up 
new  advertisers  when  our  old  friends  were  forced  to 
withdraw.  As  a result  the  Journal  finished  up  the 
year  with  a cash  profit  of  $1,150.86.  'I'his  is  the 
third  largest  profit  the  Journal  has  ever  made,  and 
it  was  made  exclusively  on  advertising.  The  Journal 
has  no  outstanding  obligations  and  its  total  assets  are 
now  $7,867.55. 

I might  say,  simply  as  a matter  of  interest,  that 
the  May  issue  of  the  Journal,  which  is  not  included 
in  this  report,  carried  the  largest  volume  of  adver- 
tising we  have  ever  had. 

I'he  annual  audit  of  the  Association  finances, 
made  by  Mr.  B.  H.  Puckett  on  .May  1,  1933,  will 
show  that  the  assets  of  the  .Association  decreased 
$1,493.07  during  the  past  12  months.  By  way  of 
explanation,  I would  like  to  say  that  the  .Association 
made  a number  of  non-recurrent  expenditures 
during  that  period  which  more  than  offset  this  sum. 
The  Newquist  survey,  for  example,  was  $1500. 
In  addition  the  council  authorized  an  expenditure  of 
$500  in  the  Sloan-Mitchell  case  in  Cabell  county. 
Also  the  premium  was  paid  on  the  Nicholson  insur- 
ance policy,  amounting  to  $1301.  The  cash  sur- 
render value  of  this  policy,  which  is  not  taken  into 
consideration,  is  now  $4,325.00.  I would  also  like 
to  point  out  that  even  with  these  expenditures  this 
loss  of  $1,493.07  has  since  been  reduced  to  less  than 
$400.  When  the  delinquent  list  is  further  reduced, 
this  loss  will  be  wiped  out  entirely. 

The  total  cash  assets  of  the  Association,  including 
the  cash  surrender  value  of  the  Nicholson  policy, 
now  amount  to  $22,824.74.  Six  years  ago  the 
.Association  was  broke. 

In  closing  I want  to  take  this  opportunity  to  ex- 
press my  keen  appreciation  to  Dr.  MacGregor,  Dr. 
Hoge  and  every  member  of  this  association  for  the 
fine  cooperation  and  the  whole-hearted  support  given 
to  the  Association  and  to  my  office  work  during  the 
past  year.  This  has  been  an  eventful  year, 
crowded  with  some  meritorious  achievements  and 
some  disappointments.  Considering  the  strife  and 


conflict  in  every  form  of  endeavor  during  the  past 
12  months,  I feel  that  our  year  has  been  quite  suc- 
cessful. .My  greatest  hope  is  that  I have  served  you 
and  will  continue  to  serve  you,  to  the  best  of  my 
ability  and  to  your  satisfaction. 

Respectfully  submitted, 

Joe  W.  Savage, 
Lxecutive  Secretary. 

CO.M.MIT'l'EE  REPORTS 

REPORT  OF  THE  COMMITTEE  ON 
MEDICAL  ECONOMICS 

One  matter  was  referred  to  us  during  the  year, 
— namely,  the  report  of  Dr.  .M.  N.  Newquist,  a 
representative  of  the  .American  College  of  Surgeons, 
who  had  previously  been  employed  by  the  Council 
to  make  a survey  of  industrial  surgery  in  West  Vir- 
ginia. 

'Ehis  report  was  studied  in  detail  by  us,  and  our 
report  submitted  to  the  Council  on  December  30th. 
T hat  report  covered  four  points:  1.  .Miners  Hos- 

pitals. 2.  Hospitals  for  the  treatment  of  insane, 
for  the  treatment  of  tuberculosis,  and  the  School  for 
the  Deaf  and  Blind  at  Romney.  3.  Contract 
Work.  4.  workmen’s  Compensation.  On  the 
first  three  items  your  committee  was  in  accord;  on 
the  fourth  item  majority  and  minority  reports  were 
submitted.  Copy  of  our  report  to  the  Council  is 
attached  hereto. 

Your  Committee  has  made  careful  study  of  Dr. 
Newquist’s  report  submitted  to  us  by  you,  December 
1 3th,  and  beg  to  make  the  following  recommenda- 
tions: 

1 : Miners  Hospitals. 

We  believe  that  the  so-called  Miners  Hospitals, 
Nos.  1,  2,  and  3,  located  at  Fairmont,  at  Welch 
and  at  .McKendree,  are  at  present  serving  no  useful 
purpose  and  ought  to  be  closed.  We  do  not  believe 
it  is  desirable  that  any  one  of  these  hospitals  be  con- 
verted for  the  care  of  crippled  children,  or  for  other 
special  hospitalization.  We  believe  that  these  special 
problems  can  be  better  cared  for  in  the  regular  hos- 
pitals in  various  sections  of  the  state. 

2:  Hospitals  for  the  treatment  of  insane,  for  the 

treatment  of  tuberculosis,  and  the  School  for  the 
Deaf  and  Blind  at  Romney. 

We  believe  that  all  these  hospitals  and  this  school 
should  be  operated  under  direct  control  of  the  State 
Health  Department.  W’^e  believe  that  the  hospitals 
for  the  treatment  of  insane  should  be  re-organized, 
so  that  one  of  these  four  hospitals  shall  be  designated 
and  used  as  a receiving  hospital.  W'^e  believe  that 
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this  hospital  should  be  equipped  and  staffed  for  pur- 
poses of  diagnosis  and  classification,  and  that  the  re- 
maining three  hospitals,  or  such  of  them  as  are 
needed,  be  used  either  for  special  treatment  or  for 
custody  of  incurably  insane  persons.  We  recommend 
that  the  Department  of  Crippled  Children  be  trans- 
ferred to  the  State  Health  Ji)epartment. 

3:  Contract  Work. 

Your  Committee  believes  under  certain  local  con- 
ditions list  hospitals,  working  under  payroll  deduc- 
tion plan,  are  permissible.  We  believe  also  that  owing 
to  certain  abuses  of  this  practice,  the  State  Health 
Department  should  be  given  authority  to  inspect  and 
to  classify  all  hospitals  as  to  equipment,  personnel  and 
general  efficiency.  Your  Committee  calls  attention 
to  and  is  in  accord  with  the  statement  from  Dr. 
Newquist’s  report,  which  is  as  follows;  “The  em- 
ployees and  the  medical  profession  have  no  basis  for 
protest  over  the  fact  that  the  doctor  is  placed  upon  a 
salary  basis,  but  they  are  justified  in  their  demand 
that  the  money  collected  for  medical  purposes  be  so 
expended.”  Your  Committee  is  also  advised  that  one 
employer  in  the  state  makes  payroll  deductions  from 
employees  to  cover  only  industrial  accidents.  This 
practice  we  believe  is  objectionable  and  ought  to  be 
discontinued. 

4:  Conifensation  Commission. 

On  this  subject,  your  Committee  is  divided  in 
opinion.  Majority  and  minority  reports  will  be 
submitted. 

Respectfully  submitted, 

R.  H.  Walker, 

W.  S.  Fulton, 

J.  Ross  Hunter, 

C.  R.  Ogden, 

W.  H.  Sr.  Clair. 

Minorit'f  Report 

We  do  not  believe  that  the  West  Virginia  Medical 
Society  should  advocate  the  payment  of  all  bills  for 
industrial  injuries  through  the  Compensation  Com- 
missioner. We  have  a right  to  dcmatul  that  we  be 
adequately  compensated  for  this  work,  and  that  sur- 
geons and  hospitals  doing  this  work,  be  competent 
and  properly  c(|uipped.  In  making  these  demands 
wc  arc  entirely  within  our  field  of  interest,  and  our 
advice  is  likely  to  be  accepted.  'I'hc  manner  in 
which  these  bills  are  paid  is,  we  believe,  not  a ques- 
tion of  medicine  but  of  economics,  and  one  in  which 
the  industries  have  a right  to  be  heard. 

Respectfully  submitted, 

W.  H.  Sr.  Clair, 

J.  Ross  Huni'er. 


Majority  Report 

We  believe  that  all  industrial  injuries  should  be 
paid  for  through  the  Compensation  Department, 
and  should  be  separate  and  distinct  from  payroll  de- 
ductions. 

Respectfully  submitted, 

R.  H.  Walker, 

^V,  S.  Fulton, 

C.  R.  Ogden. 


COMMITTEE  ON  PUBLICATION 

As  Chairman  of  your  Publication  Committee,  it 
again  becomes  my  duty  to  report  to  you  the  activities 
of  your  Committee  during  the  past  year. 

There  is  little  out  of  the  usual  to  report  to  you. 
During  the  year  we  have  endeavored  to  improve  the 
physical  makeup  of  your  Journal,  and  render  it  a 
somewhat  more  attractive  publication.  W e trust 
that  such  changes  as  have  been  made  meet  with 
your  approval. 

It  has  been  the  effort  of  your  Committee,  during 
the  year,  to  maintain  the  same  high  standard  of 
material  in  the  reading  pages  of  the  Journal,  as  in 
the  past.  Your  Committee  feels  that  in  this  respect 
the  Journal  of  our  Association  has  no  reason  to 
feel  embarrassed  in  comparison  to  the  Journals  of 
other  Associations.  Your  Committee  has,  during 
the  year,  received  a number  of  commendatory  letters 
regarding  the  contents,  physical  makeup,  and  so  on 
of  your  publication. 

The  Committee  feels  highly  gratified  to  be  able 
to  report  to  you  that  even  during  this  period  of  de- 
pression the  Journal  shows  a profit  up  to  May  1, 
1933,  since  the  last  annual  report,  of  $1,150.86. 
We  feel  that  this  is  particularly  gratifying  in  view  of 
the  economic  situation  and  the  condition  in  the  ad- 
vertising field,  which  has  existed. 

d'he  actual  cash  balance  as  of  May  1,  1933,  is 
$6,367.55,  as  against  a balance  of  M.ay  1,  1932,  o' 
$6,716.69.  At  first  glance  this  is  a loss  of  sonu 
$350.00,  approximately.'  "V'our  Committee  woulc 
call  your  attention,  however,  to  the  fact  that  at  th( 
meeting  of  the  Council  to  discuss  the  question  of 
having  a survey  of  the  profession  of  the  Mate  made, 
your  Publication  Committee  proffered  a loan  o' 
$1500  to  the  general  association  from  the  Journal 
funds  to  defray  the  expense  of  the  Newquist  surve\ 

If  this  $1500  is  considered  as  it  should  be,  a por- 
tion of  the  Journal’s  separate  fund,  you  will  note 
that  the  balance  at  this  time,  that  is  May  1,  1933, 
would  be  $7,867.55.  A gratifying  thing  to  your 
Committee. 
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During  the  year  the  I’ublication  Committee  has 
worked  in  complete  harmony,  and  3’oiir  Chairman 
wishes  to  express  to  the  other  members  of  the  Com- 
mittee his  appreciation  of  the  assistance  given  to  him 
in  a number  of  instances  where  a t|uestion  of  policy 
came  up. 

'I'he  entire  Committee  wishes  to  take  this  oppor- 
tunity to  express  to  you  their  appreciation  of  the  con- 
tinued efforts,  of  the  Business  .Manager  of  the 
Journal,  Mr.  Joe  Savage,  in  securing  new 
advertising,  holding  old  advertising,  and  for  the 
satisfactory  manner  in  which  he  has  carried  out  the 
business  management  of  the  publication. 

If  it  is  the  pleasure  of  the  Council  to  continue  the 
present  Publication  Committee,  the  chairman  wishes 
to  assure  the  Council  and  House  of  Delegates  that 
it  will  be  their  continued  effort  to  give  the  very  best 
we  have  in  us  to  continue  improvement  in  your  pub- 
lication. 

Respectfully  submitted, 

Jas.  R.  Bloss,  Chairman. 

THE  public  policy  AND  LEGISLATIVE 
COMMITTEE 

The  Public  Policy  and  Legislative  Committee 
begs  to  submit  the  following  report: 

Our  feelings  have  been  aroused  by  the  very  gen- 
eral discussion  of  medical  service  in  all  its  phases, 
and  the  costs  of  this  service. 

It  has  seemed  to  be  the  attitude  of  various  people 
that  the  public  has  a proprietary  right  to  the  labor  of 
the  doctor,  and  they  have  been  seeking  ways  and 
means  to  control  our  profession  both  as  regards  as- 
signment of  work,  and  the  compensation  for  same. 

An  increasing  number  of  companies  doing  busi- 
ness in  \Vest  Virginia  deduct  from  the  payrolls  of 
their  employees  to  the  extent  of  several  hundred 
dollars  per  month  and  hire  young  physicians  to  do 
their  medical  service  for  fifty  percent  more  or  less 
of  the  check-off.  Just  now'  there  is  a test  case  in 
court  brought  there  to  determine  whether  corpora- 
tions may  practice  medicine  and  retain  profits  over 
and  above  the  cost  of  the  service  rendered. 

Stock  companies  have  sprung  up  almost  every- 
where proposing  to  render  medical  and  hospital  ser- 
vice for  two  or  three  dollars  per  month  paj'able  like 
industrial  insurance  premiums.  The  control  of  these 
companies  in  many  cases  is  entirely  outside  our  pro- 
fession. If  they  are  allowed  to  prosper  there  may 
come  a time  when  most  doctors  will  be  working  for 
these  lay  organizations  in  the  same  way  the  contract 
doctors  are  now  on  salary  under  orders  from  cor- 
porations. 


In  Charleston  we  have  Hospital  Service,  Inc.  en- 
tirely under  the  control  of  our  profession  which 
seems  able  to  combat  the  inroads  of  commercial 
stock  companies.  .All  hospitals  of  this  area  ceioperate 
in  this  service,  and  it  will  be  a success  if  our  leader- 
ship is  strong  enough. 

At  the  .Association  council  meetimi  in  December, 
1932,  it  was  agreed  to  sponsor  three  different  legis- 
lative measures.  'Lhcy  were  as  follows: 

1 . .A  bill  to  abolish  the  three  miners’  hospitals. 

2.  .A  bill  to  amend  the  compensation  law  so  that 
employees  injured  in  industrial  accidents  would  not 
have  to  pay  their  medical  and  hospital  bills  through 
“list”  practice. 

3.  .A  bill  to  give  the  West  Virginia  public  health 
council  medical  supervision  of  the  state  institutions 
caring  for  the  sick. 

The  first  efforts  of  the  .Association  were  directed 
toward  the  abolition  of  the  miner’s  hospitals.  Several 
weeks  were  devoted  to  ground  w’ork  and  the  plan  to 
sponsor  the  “abolishcr”  bill  was  abandoned  when  it 
appeared  that  such  a measure  w'ould  have  practically 
no  chance  of  passing.  A canvass  of  practically  the 
entire  house  showed  the  sentiment  largely  against 
this  measure  because  of  the  economic  depression.  It 
w’as  pointed  out  time  and  time  again  that  the  miner’s 
hospitals  were  really  serving  a useful  purpose  at  the 
present  time  by  rendering  care  and  hospitalization  to 
indigent  persons  who  could  not  otherwise  be  taken 
care  of.  If  these  hospitals  are  not  eliminated  in  the 
coming  budget  bill,  w'e  feel  that  our  work  this  year 
will  aid  materially  in  favorable  consideration  of  a 
similar  measure  in  1935. 

While  we  were  working  on  the  miner’s  hospital 
bill,  a measure  was  introduced  in  the  legislature 
which  provided  for  the  elimination  of  a number  of 
abuses  in  the  compensation  department.  .Among 
other  things,  this  bill  contained  the  provision  in  which 
we  were  so  vitally  interested.  The  bill  went  to  the 
Judiciart'  committee.  Early  in  February  we  secured 
a hearing  at  which  time  the  bill  was  supported  by 
Dr.  AlacGregor,  Dr.  .Albert  H.  Hoge,  and  Dr.  R. 
H.  ^Valker  who  appeared  for  the  Committee.  No 
action  was  taken  by  the  Judiciary  committee  until 
late  in  the  session,  when  the  bill  was  finally  reported 
favorably  to  the  House  and  placed  on  the  calendar. 
Here  it  remained  until  the  session  ended. 

The  Medical  Supervision  Bill  (House  Bill  179) 
was  introduced  first  in  the  senate  where  it  met  with 
strenuous  opposition  from  the  state  board  of  control. 
This  opposition  succeeded  in  holding  the  bill  up  for 
about  five  days,  before  we  finally  put  ft  through  the 
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senate.  It  then  went  to  the  house  just  three  days 
before  the  session  ended.  This  bill  was  placed  im- 
mediately upon  the  special  house  calendar  by  the 
legislative  leaders  but  there  was  not  sufficient  time 
to  bring  it  before  the  house  for  passage  in  its  regular 
order.  On  the  last  day  of  the  session  we  succeeded 
in  bringing  the  bill  up  out  of  its  regular  order  and 
moved  to  suspend  the  rules  in  an  effort  to  get  it 
through.  A four-fifths  majority  was  needed  for 
this  maneuver  to  be  successful.  The  vote  was  two 
to  one  in  favor  of  the  bill,  but  the  four-fifths  major- 
ity was  lacking  so  the  bill  died  with  the  house  ad- 
journment that  night.  Had  this  bill  been  intro- 
duced earlier  in  the  session  it  would  have  had  no 
trouble  in  getting  through.  It  was  not  introduced 
for  two  reasons.  First,  we  knew  that  Governor 
Conley  would  veto  it  and  so  we  waited  until  almost 
the  beginning  of  Governor  Kump’s  term.  Second, 
we  had  to  take  up  the  Association’s  legislative  pro- 
gram one  thing  at  a time  and  we  did  not  get  around 
to  the  supervision  bill  until  about  the  middle  of 
February. 

Among  the  unfavorable  bills  introduced  in  the 
legislature  and  opposed  by  the  Association  were  the 
following: 

The  P'aith  Healing  bill,  upon  which  we  had  our 
hardest  fight  of  all.  This  was  the  usual  bill  spon- 
sored at  each  session  by  the  Christian  Science  church 
to  exempt  all  who  treat  the  sick  by  prayer  from  the 
provisions  of  the  medical  practice  act.  This  bill  has 
already  been  enacted  into  law  by  more  than  40 
states  and  it  had  a considerable  following  in  both 
branches  of  our  legislature.  The  sponsors  of  the 
bill  had  one  lobbyist  who  remained  on  the  job 
throughout  the  session  and,  at  various  times,  other 
members  of  the  Christian  Science  church  were  at 
work.  'Fhe  bill  was  held  in  committee  as  long  as 
possible,  until  a hearing  was  finally  demanded.  A 
number  of  local  doctors  appeared  with  the  com- 
mittee to  oppose  the  measure  and  at  the  conclusion 
of  the  hearing,  further  consideration  of  the  bill  was 
indefinitely  postponed.  A last  minute  attempt  on 
the  floor  of  the  house  to  recall  the  bill  from  com- 
mittee failed.  W e are  pleased  to  report  that  our 
fellow  member.  Dr.  K.  E.  Watson  of  Preston 
County,  won  five  dollars  from  one  of  the  sponsors 
of  the  hill  when  it  failed  to  get  through. 

House  Hill  99,  introduced  on  January  19.  A 
bill  to  set  a limit  of  $15  on  doctors’  fees  in  maternity 
cases.  Indefinitely  postponed  in  committee. 

House  Hill  451,  introduced  February  28.  ,\ 

bill  to  require  physicians  to  furnish  patients  with 


x-ray  copies  at  $2  per  plate.  Held  in  committee. 

House  Bill  536,  introduced  March  1.  A bill  to 
license  midwives  without  examination  upon  the 
recommendation  of  two  reputable  citizens.  Held  in 
committee. 

House  Bill  128,  to  create  a board  of  barber  and 
beautician  examiners  and  to  regulate  practice  of 
barbering  and  beauty  culture.  Killed  in  senate. 

Other  bills  considered  by  the  committees  on  medi- 
cine and  sanitation  included  the  following: 

Senate  Bill  18,  to  amend  the  chiropody  practice 
act  by  raising  the  academic  requirements  to  four 
years  of  high  school  work.  Passed  the  senate  but 
failed  in  the  house. 

House  Bill  158,  proposing  that  every  child  enter- 
ing a public  or  private  school  for  the  first  time  be 
examined  by  a licensed  physician.  Passed  the  house 
but  failed  to  reach  a vote  in  the  senate. 

House  Bill  248,  requiring  that  a health  certifi- 
cate be  obtained  before  marriage.  Passed  the  house 
but  failed  to  reach  a vote  in  the  senate. 

House  Bill  403,  providing  for  compensation  for 
disability  or  death  resulting  from  silicosis.  Failed  to 
pass  the  house. 

All  of  the  last  named  bills  were  watched  with 
considerable  interest  but  no  action  was  taken  either 
to  assist  or  retard  their  passage. 

All  doctors  engaged  in  public  health  work  will 
be  interested  to  hear  of  the  passage  of  House  Bill 
458,  providing  for  the  appointment  of  a dentist  to 
serve  on  the  public  health  council  in  an  advisory 
capacity.  This  bill  was  presented  to  the  .Association 
before  it  was  introduced  and  was  sponsored  by  the 
state  dental  society  when  the  Association  offered  no 
objection  to  the  bill.  The  dental  advisor  will  have 
no  connection  with  the  examining  board,  but  will  sit 
in  on  public  health  questions  pertaining  to  oral 
hygiene. 

Our  State  Secretary  is  responsible  for  most  of  this 
report,  and  he  was  very  faithful  in  attendance  at  the 
legislature.  We  must  always  have  some  one  in  at- 
tendance at  the  legislative  sessions,  because  it  is  more 
and  more  apparent  that  eternal  vigilance  is  the  price 
of  professional  independence. 

AUDEFOR’S  REPORT 
To  the  Counctly 

West  Virginid  State  Medical  A ssodattotiy 
CharlestoNy  IE  est  Virginia. 

GeN  I I.EMEN  : 

Pursuant  to  my  engagement,  I have  audited  the 
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receipts  and  disbursements  of  the  several  accounts 
of  the  WTst  Virginia  State  Medical  Association 
covering  the  fiscal  year  ended  May  1,  1933. 
Beginning  with  the  balances  as  set  forth  in  my 
audit  for  the  preceeding  year,  I have  made  test  vari- 
fications  of  all  receipts,  examined  cancelled  vouchers 
covering  all  disbursements,  reconciled  balances  in 
banks  with  statements  from  the  depositories  and  in- 
spected the  securities  held  in  the  Indigent  and 
Medical  Journal  accounts. 

.About  January  1,  1933,  Dr.  Barber,  Treasurer, 
transferred  the  account  books,  records  and  funds 
then  in  his  custody  to  Mr.  Savage.  These  transfers 
were  ascertained  to  have  been  made  properly  and  all 
books  and  records  for  the  period  under  review  were 
in  the  usually  good  order. 

By  reference  to  the  next  following  page,  it  will 
be  noted  there  was  a total  income  from  all  sources 
in  the  amount  of  $14,575.79,  total  disbursements  in 
the  amount  of  $16,068.86  and  a balance  in  cash  and 
securities  at  the  end  of  the  period  of  $18,499.74. 
The  balance  was  decreased  $1,493.07  during  the 
fiscal  year  but  this  decrease  takes  into  account  a loan 
made  to  .American  College  of  Surgeons  for  the 
Newquist  Survey  in  the  amount  of  $1,500.00  and 
payment  of  the  premium  on  Dr.  Nicholson’s  life 
insurance  in  the  amount  of  $1,301.00.  The  cash 
surrender  value  of  this  insurance  is  now  $4,325.00. 

Mr.  Savage’s  surety  bond  has  been  $10,000 
heretofore.  Since  the  funds  formerly  in  the  custody 
of  Dr.  Barber  have  been  transferred  to  Mr.  Savage, 
the  bond  should  now  be  approximately  equivalent  to 
the  funds  under  his  control.  I would  suggest  that 
this  bond  be  increased  to  $20,000. 


Combined  Statement  of  Receipts  and  Disburse- 
ments AFTER  Eliminating  Inter- 
Account  Transfers 

FISCAL  YEAR  ENDED  .MAY  1.  1913 

Balances  brought  forward 
May  1,  1932; 

General  Fund — $ 5,562.46 

Medical  Journal  Account 6,716.69 

Indigent  Fund 6.020.85 

Medical  Defense  Fund 1.429.86 

Convention  Fund 262.95  19.992.81 


Disbursements 

General  Funds  Account $ 7,700.52 

Medical  Journal  Account  . . 5.304.34 

Indigent  Funds  Account.. 1.601.06 

Medical  Defense  Funds  Account..  700.02 
Convention  Funds  Account 762.92  16.068.86 


Balances  May  i . 1 933: 

General  Fund $ 4,738.41 

Medical  Journal  Account 6,367.55 

Indigent  Fund 4.964.09 

Medical  Defense  Fund  2,069.66 

Convention  Fund... 360  03  $18,499.74 


General  Fund 
Balance  brought  forward 

May  1.  1 932 $ 5,562.46 

Receipts 

Dues  $ 8.463.50 

Interest  on  Savings  Account 3.47 

Old  Water  Cooler  Sold 5.00 


$ 8,471.97 

Loan  from  Medical  Defense  Fund  1,500.00  9,971.97 


$15,534.43 

Disbursements 

Salary  of  Executive  Secretary... .$  4,200.00 


Office  Salaries 1,158.25 

Office  and  Library  Rent 480.00 

Office  Supplies  and  Expense 249.37 

Library  Expense 92.18 

Telephone  and  Telegraph 195.04 

Postage  305.00 

Traveling  Expense 285.09 

Convention  Expense 200.56 

Surety  Bonds 100.00 

Treasurer's  Salary 50.00 

Legal  Expense 100.00 

Miscellaneous  Unclassified 285.03 


$ 7,700,52 

Transfers: 

Indigent  Fund  . .$  315.25 

Medical  Defense 

Fund  280.25 

Loan  Repaid — 

Medical  De- 
fense Fund,.  2.500.00  3,096.50  10,796.02 


Balance  May  1,  1933 ; 

Charleston  National  Bank: 

Secretary's  Account $ 385.53 

General  Account 4,352.88  $ 4,738.41 


Receipts 


Dues  $ 8.463.50 

Advertising  4.955.20 

Interest  on  Savings  Accounts  97.09 

Interest  on  Bonds  195.00 

Commercial  Exhibits 860.00 

Miscellaneous 5.00 


14.575.79 


West  'Virginia  Medical  Journal  Account 

Balance  May  i.  1932 $ 6.716.69 

Receipts 

Advertising  $ 5,667.55 

Less  - Discounts 712.35  4,955.20 


$34,568.60 


$11,671.89 
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Disbursements 

Printing  $ 3,500.00 

Less  - Discounts  . 69.90 


Engraving  122.12 

■ Less  - Discounts..  12.14 


Postage  

American  College  of  Surgeons — 

Newquist  Survey 

Traveling  Expense 

Auto  Emblems 

Miscellaneous  Unclassified 


Balances  May  i,  1933: 

Charleston  National  Bank $ 973.24 

United  States 
Treasury 

Bonds  $ 5,711.50 

Less  Sale 1,03  1 .79 


Balance  ($4,700  par  value)  4,679.71 
Annuity  Contract 
with  Fidelity 
Investment  As- 


sociation   358.20 

Payments  this 

period  356.40  714.60  $ 6,367.55 


3,430.10 


109.98 

134.00 

1,500.00 

62.50 

45.70 

22.06  5,304.34 


INDIGENT  Fund 
Balance  brought  forward 

May  1,  1932 $ 6,020.85 

Receipts 

Bond  Interest $ 195.00 

Interest  on  Savings  Account  34.05 


$ 229.05 

Transferred  from  General  Funds..  315.25  544.30 

$ 6,565.15 

Disbursements 

Annual  Premium  for  Insurance 
on  Life  of  Dr.  Hugh  G.  Nich- 
olson   $ 1,301.00* 

Mrs.  S.  A.  Daniel 300.00 

Federal  Check  Tax .06  1,601.06 


Balance  May  i,  1 933: 

Charleston  National  Bank — 

Saving  Account  No.  46,433..$  848.76 

Federal  Land  Bank  Bonds — 

($4,500  par  value) 4,115.33  $ 4,964.09 


•Cash  surrender  value  of  life  insurance  $4,325.00 


Medical  Defense  Fund 

Balance  brought  forward 

May  1,  1932  - $ 1,429.86 

Receipts 

Interest  on  Savings  Account $ 59.57 

Transferred  from  General  Fund  280.25 

Loan  to  General  Fund  Repaid  2,500.00  2,839.82 

S 4,269.68 

Disbursements 

Cabell  County  Medical  Society — 

Allowance  in  the  case  of  Sloan 

vs.  Mitchell  $ 500.00 

Dr.  J.  S.  Skaggs  . 100. 00 


Dr.  Edward  M.  Phillips 100.00 

Federal  Check  Tax .02 


$ 700.02 

Loan  to  General  Fund — Novem- 
ber 9,  1932  1,500.00  2,200.02 


Balance  May  i.  1933: 

Charleston  National  Bank — 

Savings  Account  No.  40.000..  $ 2.069.66 


Convention  Fund 


Balance  brought  forward 
May  1.  1 932-- 

Receipts  — 


Receipts 


S 262.95 
860.00 
$ 1,122.95 


Disbursements 


Joe  W.  Savage.  Travel  Ex- 
pense Parkersburg- $ 5.00 

Joe  W.  Savage.  Travel  Ex- 
pense New  Orleans 62.50 

Chancellor  Hotel,  Conference 

Luncheons  9.10 

J.  M.  Gates  Sons  Company,  Sign 

Cloth  1.25 

Dr.  Mark  Fisher,  Golf  Trophies  30.00 

Joe  W.  Savage.  Travel  Ex- 
pense Parkersburg 5.00 

Joe  W.  Savage,  Petty  Cash 25.00 

Parkersburg  Mill  Company, 

Booth  Lumber 16.87 

Chancellor  Hotel,  Account 172.49 

Dr.  V.  W.  Fishback,  Travel  Ex- 
pense Cincinnati 15.00 

Mrs.  M.  K.  Tingley,  Convention 

Registration  15.00 

Dr.  Ai  C.  Mitchell,  Travel  Ex- 
pense Cincinnati 31.12 

Dr.  S.  G.  Gant,  Travel  Expense 

New  York- 58.02 

A.  M.  Moore,  Hostess,  Dance, 

etc.  21.40 

Woodyard  Commercial  Printers, 

Tickets,  Cards,  etc 79.87 

Charleston  Theatre  Supply  Co., 

Rent  Stereoptican 3.00 

Dr.  Henry  H,  Kessler,  Travel  Ex- 
pense Newark-- 58.25 

Dr.  Dean  Lewis,  Travel  txpensc 

Baltimore  . 17.93 

Dr.  B.  H.  Nichols,  Travel  Ex- 
pense Cleveland  25.74 

Dr.  Mont  Reid,  Travel  Expense 

Cincinnati  20.00 

J.  W.  Dudley  Sons  Co.,  Banquet 

Roses  - 20.00 

Parkersburg  Country  Club,  Ball 

Room  ...  . 60.00 

Margaret  Davis,  Stenographic  5.00 

Joe  W.  Savage,  Travel  Ex- 
pense Parkersburg  5.00 

Federal  Check  Tax  .38  762.92 


Balance  May  i . 1 933: 
Capital  City  Bank  


S 360.03 
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PREVENTIVE  MEDICINE  FROM  THE  FAMILY  PHYSICIAN* 


By  Henry  F.  Vaughan,  D.Ph. 
Commissioner  of  Health 
Detroit,  Michigan 


'^HE  Program  in  Detroit: — Six  years  ago 
there  was  initiated  in  Detroit  a program 
to  secure  the  active  participation  of  the  prac- 
ticing physician  in  providing  preventive  med- 
ical services  to  the  public.  The  ultimate 
objective  is  to  have  the  family  physician  take 
care  of  his  clientele  in  health  as  well  as  in 
time  of  illness.  We  believe  that  in  case  of 
illness  the  physician  is  better  able  to  serv'e  his 
patient  if  he  has  complete  understanding  of 
the  patient’s  mental  and  physical  character- 
istics. Another  objective  of  the  plan  is  to  re- 
educate the  public  to  look  to  the  physician  in 
private  practice  for  such  preventive  services 
as  diphtheria  protection,  smallpox  vaccina- 
tion and  periodic  health  examinations  rather 
than  to  depend  upon  public  agencies  and  free 
clinics.  We  firmly  believe  in  the  principles  of 
Individualism.  We  oppose  the  paternalistic 
tendency  of  government  to  assume  the  burden 
which  the  individual  should  accept  as  his  own. 
People  must  be  taught  that  preventive  med- 
ical services  constitute  a purchasable  commod- 
ity, an  investment  which  yields  generous  re- 
turns. The  willingness  with  which  the 


*Rcad  before  the  West  Virginia  State  Medical  Association  at 
Charleston.  May  24,  1933. 


public  accepts  such  services  will  determine  the 
individual’s  future  health  status. 

There  are  many  public  health  adminis- 
trators who  feel  that  certain  medical  services 
which  in  the  past  have  been  provided  by 
health  organizations,  both  official  and  non- 
official, should  be  gradually  transferred  to  the 
physician  in  his  own  office.  They  believe 
that  such  a program  will  broaden  the  influence 
of  the  health  organization,  will  multiply  the 
opportunities  for  health  education  and  will 
result  in  the  conservation  of  both  life  and 
money.  The  office  of  every  prepared  physi- 
cian should  in  fact  become  a health  center 
from  which  will  be  dispensed  not  only  know- 
ledge regarding  the  prevention  of  disease  but 
service  which  under  any  circumstances  is 
available  only  at  the  hands  of  the  qualified 
physician.  A community  has  but  one  health 
officer.  There  may  be  thousands  of  practic- 
ing physicians,  each  one  of  whom  should  be- 
come an  agent  or  deputy  of  the  health  de- 
partment. 

It  is  common  to  most  communities  to  find 
a certain  degree  of  suspicion  and  antagonism 
which  has  developed  between  the  county 
medical  society  and  the  health  department. 
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The  former  frowns  upon  the  real  or  mythical 
inroad  of  socialized  and  state  medicine  and 
yet  fails  to  provide  a suitable  substitute.  Plans 
and  suggestions  may  be  proposed  but  rarely 
are  these  executed.  The  medical  society  has 
neither  the  funds  nor  the  personnel  equipped 
to  carry  on  a community  health  service.  On 
the  other  hand  the  health  department  has  too 
frequently  overlooked  the  viewpoint  of  the 
practicing  physician,  has  allowed  his  organiza- 
tion to  develop  so  as  to  interfere  with  the  pri- 
vate prerogatives  of  the  physician  and  in 
some  instances  has  enticed  into  free  clinics 
individuals  who  can  well  afford  to  pay  the 
family  physician  for  his  service.  There  is 
need  of  a more  common  understanding  be- 
tween the  organized  medical  profession  and 
the  local  health  agency,  both  of  which  have  a 
similar  purpose,  the  preservation  and  conser- 
vation of  human  life.  In  Detroit,  during  the 
past  six  years,  the  County  Medical  Society  and 
the  Health  Department  have  pooled  their  re- 
sources and  have  teamed  up  to  solve  the 
problem  which  is  of  mutual  concern. 

While  it  is  true  that  the  work  which  has 
been  carried  on  m Detroit  has  become  known 
in  connection  with  the  campaigns  to  prevent 
diphtheria,  we  wish  to  emphasize  that  this  is 
not  the  principal  objective  of  the  program. 
The  real  purpose  is  to  secure  the  active  par- 
ticipation of  every  qualified  and  prepared 
physician  in  the  practice  of  preventive  medi- 
cine. When  the  plan  was  established  some 
six  years  ago  by  a committee  of  the  East  Side 
Medical  Society  and  later  became  a project  of 
the  Wayne  County  Medical  Society,  it  was 
wisely  determined  that  instead  of  endeavoring 
to  transfer  overnight  all  preventive  medical 
services  to  the  family  or  cooperating  physician 
we  would  begin  with  diphtheria  protection  as 
our  immediate  objective.  Such  a program  can 
readily  be  isolated  from  other  preventive  ser- 
vicesj  it  is  an  entity  within  itself. 

One  should  understand  from  the  outset 
that  no  one  interested  in  this  plan  has  at  any 
time  contemplated  demolishing  the  public 
health  department  or  in  any  manner  weak- 
ening such  organization,  d hose  who  assume 
that  the  practice  of  preventive  services  in  the 


physician’s  office  warrants  the  curtailment  of  I 
funds  to  the  Health  Department,  are  bound  j| 
to  be  disappointed.  Likewise,  if  the  Health  I 
Department  withdraws  either  voluntarily  or  * 
forcibly,  from  the  cooperative  plan,  disaster 
will  result.  The  two  groups,  the  medical  pro- 
fession and  the  health  agency  must  work 
together  and  recognize  that  they  have  a 
common  interest  in  the  promotion  of  positive 
health,  the  prevention  of  disease  and  in  ser- 
vice to  the  public,  and  more  especially  the 
growing  child. 

Few,  if  any,  medical  societies  are  admin- 
istratively organized  or  sufficiently  well 
financed  to  carry  on  the  mechanics  of  this 
program  without  the  wholehearted  and  con- 
tinuous assistance  of  the  Health  Department. 

The  latter  must  be  aggressive  and  serve  as  a 
stimulative  influence,  but  every  step  in  the 
program  should  receive  the  approval  of  the 
appropriate  committees  and  the  Council  of  * 
the  Medical  Society.  Such  society  must 
actually  participate  in  the  plan  and  assume  its 
share  in  the  direction  of  the  program.  We  i 

will  assume  therefore  that  we  have  in  the  I 

community  not  only  an  alert  and  health-  I 
conscious  Medical  Society,  but  a well-  ^ 

organized  public  health  service  with  full-  \ 

time,  well-trained  personnel,  with  reasonable 
financial  support,  and  a willingness  on  the 
part  of  each  of  these  agencies  to  work  to-  , 
gether.  | 

The  recent  report  of  the  Committee  on  the 
Costs  of  Medical  Care  affords,  to  a certain 
extent,  an  opportunity  to  compare  the  so- 
called  Detroit  Plan  with  the  recommenda- 
tions of  this  Committee,  although  the  Detroit 
enterprise  was  actually  initiated  a year  before 
the  Committee  on  the  Costs  of  Medical  Care 
was  appointed. 

The  Detroit  I’lan  is  a group  plan—the 
group  in  this  instance  being  the  organized 
medical  society  (or  the  organized  dental  pro- 
fession). 

Contrary  to  the  experience  of  socialized 
medicine  in  European  countries,  the  medical 
profession  becomes  the  organizer  and  leader 
in  the  program.  The  group  consists  of  all 
physicians  in  the  community  who  are  willing 
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to  lend  their  support  to  the  program  as  out- 
lined by  the  County  Medical  Society.  The 
group  need  not  consist  of  all  members  of  the 
medical  society,  nor  need  it  be  restricted  to 
those  who  are  members.  It  must,  however, 
include  all  who  have  prepared  themselves  to 
participate  in  the  general  program  and  who 
are  willing  to  subordinate  their  personal 
views  to  that  of  group  judgment.  Instead  of 
being  built  about  a unit  or  community  health 
ser\’ice  constructed  around  a clinic  or  hospital 
center  where  a small  group  of  ph\'sicians  haw 
joined  their  common  interests  and  purposes, 
this  plan  is  supervised  by  a large  group  of 
cooperating  physicians.  The  foundation  of  the 
program  rests  upon  the  shoulders  of  the 
family  physician  who  becomes  the  unit  on 
which  medical  practice  is  constructed. 

The  plan  does  not  iiu'olve  any  insurance 
scheme,  but  does  prox’ide  for  a reasonable 
honorarium  to  physicians  who  ser\’e  in  their 
own  offices  such  individuals  who  because  of 
financial  conditions  are  unable  to  pay  the 
physician  direct.  Funds  for  this  purpose  are 
taken  from  taxes,  and  a regular  item  for  the 
payment  of  physicians  appears  in  the  budget 
of  the  Health  Department. 

The  Committee  cn  the  Costs  of  Medical 
Care  has  recommended  the  expansion  of  pre- 
ventive medical  services  and  the  support  of 
health  departments.  The  Detroit  plan  is 
based  primarily  upon  a program  of  preven- 
tive medicine.  It  is  felt  that  this  offers  the 
unique  opportunity  of  expanding  the  effective 
service  of  the  family  physician  in  the  held  of 
health  education,  protection  against  certain 
diseases,  the  discovery  and  removal  of  physi- 
cal and  mental  handicaps  and,  ultimately,  a 
new  viewpoint  on  the  part  of  the  citizen 
toward  the  value  of  these  services.  Individ- 
uals should  be  taught  to  turn  to  the  family 
medical  counsellor  for  advice  for  conserving 
health  and  preventing  the  inroad  of  unneces- 
cary  and  debilitating  sickness.  The  plan 
should  stimulate  parental  responsibility  for 
the  welfare  of  the  family,  teach  the  individual 
that  health  is  a purchasable  commodity,  and 
that  within  reasonable  limitations  the  respon- 
sible head  of  the  family  can  determine  the 


future  health  of  the  members  of  his  own 
household. 

Preparation  of  the  Adedical  Profession: 
— Before  a group  project  is  initiated,  as  for 
example  the  effort  to  secure  the  protection  of 
young  children  and  infants  against  diphtheria, 
it  is  essential  that  the  medical  profession 
should  be  thoroughly  prepared.  We  are  re- 
minded of  a conversation  which  occurred  with 
a Detroit  physician  four  or  five  years  ago.  He 
stated  that  he  did  not  believe  in  the  treatment 
of  diphtheria  with  antitoxin.  He  used  his  own 
chemical  formula.  The  services  of  a labora- 
ory  were  offered  to  demonstrate  the  efficacy  of 
antitoxin.  The  selection  of  three  groups  of 
guinea  pigs,  one  to  be  used  as  a control  and 
the  other  two  groups  to  be  inoculated  with 
the  Klebs-Loeffler  bacillus.  One  group  with 
diphtheria  would  be  treated  with  the  chemical 
formula,  the  other  with  antitoxin  and  the 
results  observed.  F.ven  this  generous  offer  was 
not  accepted  and  the  physician  still  insisted 
that  he  knew  whereof  he  spoke.  In  despair 
we  inquired  as  to  when  he  graduated  in  medi- 
cine and  the  reply  was  that  he  finished  his 
medical  course  in  1 890.  He  had  graduated 
about  three  years  before  Roux  had  announced 
the  discovery  of  antitoxin  and  this  physician 
had  unfortunately  not  progressed  since  the 
days  of  his  medical  school.  He  still  practiced 
the  medicine  of  the  vintage  of  1890,  and 
apparently  had  made  no  effort  to  reconstruct 
his  habits  in  terms  of  1933  knowledge.  This 
physician,  fortunately,  does  not  constitute  the 
rule  but  rather  the  exception  j but  it  is  the 
exception  to  any  rule  which  so  frequently 
causes  disaster.  The  public  is  not  able  in  every 
case  to  intelligently  differentiate  between  the 
antiquated  and  the  modern  practitioner  of 
medicine.  If  the  health  department  were  to 
broadcast  a program  urging  parents  to  take 
their  children  to  the  family  physician  for  such 
a service  as  immunization  against  diphtheria, 
and  the  physicians  at  large  had  not  been  pre- 
pared, only  disaster  would  result.  We  admit 
that  at  the  beginning  of  our  study  there  were 
a few  physicians  who  did  not  know  the  differ- 
ence between  antitoxin  and  toxin-antitoxin. 
There  were  many  who  were  not  familiar  with 
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the  technic  of  the  Schick  test.  Our  first  effort 
was  therefore  directed  toward  the  prepara- 
tion of  the  physician. 

There  is  no  particular  difficulty  in  securing 
the  cooperation  in  a group  program  of  these 
physicians  who  attend  with  regularity  the 
meetings  of  the  County  Medical  Society  or 
the  meetings  of  the  smaller  district  societies 
or  those  who  are  attached  to  the  various  hos- 
pital staffs.  There  are  others  who  are  wont 
never  to  attend  professional  meetings  of  any 
character. 

At  the  very  beginning  there  were  instituted 
post-graduate  conferences  in  communicable 
disease  control.  These  meetings  were  held 
each  year  during  the  winter  months  on  Wed- 
nesday mornings,  from  ten  to  eleven,  in  the 
auditorium  of  the  Herman  Kiefer  Hospital, 
the  institution  in  which  we  house  our  com- 
municable diseases.  These  conferences  have 
been  built  around  the  physicians’  interest  in 
clinical  medicine,  the  differential  diagnoses, 
the  portrayal  of  interesting  clinical  cases — but 
every  opportunity  is  seized  to  expand  the  in- 
terest in  the  program  of  preventive  medicine. 
The  Schick  test  was  demonstrated  time  and 
time  again,  not  only  in  these  conferences,  but 
in  the  meetings  of  the  district  societies  and  in 
small  neighborhood  groups  arranged  for  cer- 
tain physicians.  The  attendance  at  these  post- 
graduate conferences  has  run  from  100  to 
300  doctors  each  week,  and  in  a single  series 
one-fourth  of  the  membership  of  the  Medical 
Society  participated. 

As  the  participation  program  expanded 
from  diphtheria  protection  to  periodic  health 
examination,  tuberculosis  case  finding,  and  the 
control  and  treatment  of  venereal  diseases, 
each  one  of  these  subjects  was  carefully  re- 
viewed in  the  post-graduate  conferences.  It 
would  be  a mistake  to  proceed  with  public 
education  without  first  preparing  the  physi- 
cian in  each  field  of  endeavor.  This  is  essen- 
tial for  two  reasons:  first,  to  bring  up  to  date 
the  physician  who  has  not  kept  up  with  the 
times,  and,  secondly,  to  prepare  all  physicians 
so  that  they  may  fit  themselves  into  the  group 
plan. 

So  far  as  possible  one  physician  has  been 


chosen  to  present  a complete  series  of  post- 
graduate lectures.  Those  on  communicable 
diseases  have  been  given  by  Dr.  John  E. 
Gordon  and  his  associates.  Those  on  tuber- 
culosis by  Dr.  H.  S.  Willis,  Dr.  Henry  D. 
Chadwick  and  their  associates.  This  assures 
a certain  degree  of  continuity  in  the  lectures 
and  avoids  repetition.  An  effort  has  been 
made  also  to  make  the  subject  matter  of 
timely  interest.  When  poliomyelitis  was  pre- 
valent two  or  three  lectures  were  built  around 
this  subject.  Scarlet  fever  and  diphtheria 
were  discussed  at  a time  just  preceding  their 
high  incidence.  The  author  has  in  each  case 
prepared  his  text  in  advance,  although  at  the 
time  he  delivers  his  lecture  he  does  not  read 
the  text.  After  the  lecure  each  physician  is 
provided  with  a mimeographed  copy  and  thus 
at  the  end  of  the  year  he  has  the  complete 
text.  Many  have  been  bound  for  permanent 
reference.  A list  of  the  physicians  attending 
the  lectures  has  been  kept,  so  that  we  have 
full  knowledge  regarding  the  interest  of  the 
cooperating  physician. 

It  has  not  been  an  uncommon  practice  in 
recent  years  for  health  agencies  to  introduce 
new  projects  into  a community,  the  success  of 
which  depends  upon  services  which  must  be 
rendered  by  physicians  and  dentists,  without 
first  presenting  the  entire  program  in  all  its 
aspects  to  the  profession  itself.  The  apparent 
lethargy  or  lack  of  cooperation  on  the  part  of 
physicians  may  be  due  to  no  small  extent  to 
the  fact  that  no  effort  has  been  made  to  stim- 
ulate their  Interest  or  gain  their  confidence. 
An  occasional  address  before  the  fractional 
part  of  the  pirofession  which  attends  a medical 
society  meeting  will  not  suffice.  There  must 
be  energetically  pursued  a program  to  reach 
the  majority  of  physicians  in  that  area. 

For  the  Detroit  diphtheria  prevention  pro- 
gram there  has  been  built  up  a group  of  1100 
coopierating  pihysicians.  Eliminating  the  ob- 
streticians,  surgeons  and  other  specialists  who 
would  not  be  Interested  in  such  a project,  we 
believe  that  fully  80  pier  cent  and  possibly  90 
per  cent  of  the  physicians  have  joined  the 
group  plan  and  are  actually  participating  in 
the  program.  Through  the  organized  County 


August,  1933 


'I’he  West  Virginia  Medical  Journal 


333 


Medical  Society  anci  the  post-graduate  confer- 
ences, vve  secured  the  cooperation  of  700  of 
I these  physicians.  A letter  was  sent  to  every 
physician  in  the  cit)',  together  with  a Form  of 
Agreement.  This  methoci  of  approach  ulti- 
mately resulted  in  the  agreement  with  the  700 
physicians. 

It  was  fully  recognized  that  this  would  not 
suffice  and  that  it  would  be  essential  to  secure 
the  cooperation  of  such  physicians  as  did  not 
attend  the  medical  meetings,  many  of  whom 
probably  never  read  the  letter  which  was 
sent  out  under  the  joint  auspices  of  the  med- 
ical society  and  the  Department  of  Health. 
We,  therefore,  employed  a physician  whom 
we  termed  our  Medical  Coordinator,  a part- 
time  man  who  each  morning  visited  several 
of  the  physicians  from  whom  no  reply  had 
been  received,  but  who  were  in  general  prac- 
tice. In  this  way  we  reached  the  physicians 
who  had  probably  not  kept  pace  with  modern 
trends  in  medicine,  and  those  who  might 
have  been  personally  antagonistic  to  any  en- 
deavor on  the  part  of  either  the  County  Med- 
ical Society  or  the  Department  of  Health. 
The  Medical  Cbordinator  spent  half  an  hour 
with  the  newly  contacted  physician,  first  dis- 
cussing his  experiences  with  the  Health  De- 
partment, the  possible  inroad  of  state  medi- 
cine into  his  practice,  and  in  general  endeav- 
ored to  win  the  good  will  and  interest  of  his 
new  contact.  Then  the  Coordinator  would 
carefully  explain  that  the  one  effective  sub- 
stitute for  socialized  medicine  is  for  every 
physician  to  prepare  himself  and  to  undertake 
the  services  which  otherwise  would  be  ren- 
dered by  the  State.  Before  he  left  the  physi- 
cian’s office  the  Form  of  Agreement  had  been 
signed  and  in  this  way  400  additional  names 
were  added  to  the  list  of  cooperating  physi- 
cians. 

The  Medical  Coordinator  in  addition  to 
explaining  the  administrative  details  of  the 
plan  arranged  small  neighborhood  group 
meetings  for  physicians.  Here  the  adminis- 
tration of  toxin-antitoxin  was  demonstrated 
and  the  reading  of  the  Schick  test  was  shown 
on  groups  of  children  prepared  for  this  pur- 
pose. 


In  addition  to  this  approach  to  the  medical 
graduate,  the  story  of  medical  participation 
has  annually  been  carried  to  the  medical  stu- 
daits  in  their  senior  year.  They  have  had 
their  usual  hospital  and  communicable  disease 
training,  but  in  addition  to  this  there  has  been 
presented  the  entire  program  of  medical 
participation  much  as  it  is  outlineci  in  these 
pages.  Thus,  when  these  students  graduate 
they  at  once  become  a part  of  the  group  pro- 
gram. 

Preparation  of  the  Public: — After  the 
physicians  had  been  prepared  collectively  and 
individually,  the  problem  resolved  itself  into 
a program  of  health  education,  to  teach  the 
parent  the  need  for  protecting  his  child  against 
diphtheria.  Lhider  the  conditions  of  the  pro- 
gram which  provided  for  no  free  immuniza- 
tion clinics,  but  did  provide  that  all  the  work 
should  be  done  in  the  physician’s  office,  the 
problem  was  to  create  a responsibility  in  the 
parent’s  mind  in  order  that  he  would  take  or 
send  the  child  to  the  physician’s  office  for  the 
prophylactic  treatment. 

The  educational  program  has  been  attacked 
In  two  ways:  first,  through  popular  health  in- 
struction j and,  secondly,  through  individual 
health  instruction.  The  method  is  well  illus- 
trated in  the  chart  which  will  be  found  at  the 
end  of  this  outline.  This  chart  also  illustrates 
the  various  essentials  and  advantages  of  the 
program  which  we  are  discussing. 

Popular  health  instruction  involves  the 
various  procedures  generally  employed  by 
health  departments.  The  radio  has  been  used 
to  great  advantage.  The  Health  Department 
has  for  several  years  been  assigned  a fifteen- 
minute  period  each  week  on  two  of  the  leading 
broadcasting  stations.  The  newspapers  have 
been  generous  in  their  support  with  news 
articles,  feature  stories,  and  editorials.  During 
the  first  two  years  of  the  program  the  Health 
Department  purchased  advertising  space 
which  it  can  do  without  criticism.  Consider- 
able suspicion  might  be  aroused  in  the  public 
mind  if  the  physicians  advertised  their  own 
services.  The  printed  and  spoken  word  have 
been  used  in  every  possible  manner.  There 
have  been  billboard  advertisements,  street  car 


334 


The  West  Virginia  Medical  Journal 


August,  1933 


and  motorbus  placards.  Thousands  of  pieces 
of  literature  have  been  distributed  through 
the  schools  and  through  the  divisions  of  the 
Department  of  Health.  The  church  organ- 
izations have  cooperated,  especially  in  the 
Negro  and  Polish  districts.  Notices  have  been 
read  from  the  pulpit  and  special  addresses 
delivered  at  religious  and  social  gatherings. 
Through  the  cooperation  of  the  milk  dealers 
and  the  Dairy  and  Food  Council,  special  leaf- 
lets have  been  distributed  to  the  homes  of  the 
city  by  the  milkman.  Business  organizations, 
Parent-Teacher  Associations,  and  clubs  of 
every  character  have  been  addressed. 

Under  the  conditions  of  the  program  with 
the  work  being  done  in  the  physician’s  office, 
we  met  with  only  20  per  cent  results.  In 
other  words,  one  mother  in  five  was  interested 
to  the  extent  that  she  took  her  child,  at  seven 
or  eight  months  of  age,  to  the  family  physi- 
cian or  to  one  of  the  cooperating  physicians, 
and  had  the  child  protected  against  diph- 
theria. Twenty  per  cent  protection  will  not 
suffice.  Our  goal  is  to  have  not  less  than  60 
per  cent  of  the  pre-school  children  protected 
and,  better  yet,  50  per  cent  of  infants  pro- 
tected by  the  time  they  are  one  year  old. 

To  better  the  results  we  employed  a pro- 
gram of  individual  health  instruction,  one 
which  is  common  to  most  modern  health  de- 
partments but  possibly  has  not  been  pursued 
quite  as  energetically  elsewhere.  The  public 
health  nurse  has  been  made  the  contacting 
agent  between  the  mother  and  the  cooprating 
physician.  She  has  been  especially  trained  as 
a conversationalist.  She  has  been  taught  to 
sell  the  story  of  diphtheria  protection.  She 
has  made  it  a project  In  every  school  room. 
She  has  made  it  a program  for  the  Parent- 
Teacher  Associations.  What  is  more  import- 
ant, she  has  directed  her  efforts  primarily 
toward  the  mother  when  the  infant  attains 
the  age  of  six  months.  The  efficiency  rating 
for  each  individual  nurse  in  the  Detroit  De- 
partment of  Health,  which  has  an  important 
bearing  on  future  advancement  in  position 
and  salary,  is  based  to  some  extent  upon  the 
results  which  the  nurse  is  able  to  obtain  In 


her  diphtheria  educational  work.  She  receives 
a mark  of  merit  for  her  accomplishment. 

Individual  health  instruction  wherein  the 
nurse  contacts  the  mother,  for  the  most  part 
in  the  latter’s  home,  has  increased  the  returns 
so  that  from  60  to  80  per  cent  of  the  children 
are  receiving  their  protective  treatments.  The 
results  seem  to  depend  largely  upon  the  in- 
tellectual background  of  the  groups  contacted. 
Special  house-to-house  canvassing  is  carried 
on  in  areas  in  which  the  percentage  of  chil- 
dren protected  is  low.  The  degree  of  protec- 
tion has  been  determined  in  all  sanitary  areas 
of  the  city.  A city-wide  survey  made  during 
the  summer  of  1932  involving  250,000 
families,  indicated  that  77  per  cent  of  the 
school  children,  43  per  cent  of  the  pre-school 
group  and  25  per  cent  of  infants  between  six 
months  and  one  year  of  age  had  received  at 
least  one  series  of  the  immunizing  agent. 
These  figures  agree  very  closely  with  the  re- 
ports received  from  the  cooperating  physi- 
cians which  are  described  a little  later  in  this 
outline. 

The  Form  of  Agreement: — The  Form  of 
Agreement  in  the  diphtheria  prevention  pro- 
gram is  with  the  County  Medical  Society 
and  the  Department  of  Health  signed  by 
each  of  the  1100  cooperating  physicians.  It 
specifies  that  on  certain  days  and  at  certain 
hours  the  cooperating  physician  will  perform 
a special  preventive  medical  service  for  a pre- 
determined price.  The  physician  agrees  at 
this  time  to  give  toxin-antitoxin  or  toxoid  for 
$1.00  per  treatment,  if  in  the  physician’s 
judgment  the  parent  can  pay  for  the  service. 
There  Is  nothing  in  this  Agreement  which 
binds  the  cooperating  physician  for  any  other 
time  than  that  specified.  The  specialist  or  the 
pediatrician  may  charge  his  client  any  price 
he  may  choose  at  any  other  hour. 

The  physician  also  agrees  that  if  the  parent 
cannot  pay  for  the  service,  he  will  protect  the 
child,  and  the  Health  Department  agrees  to 
reimburse  the  physician  at  the  rate  of  fifty 
cents  for  each  service,  or  $1.50  for  three 
doses.  The  Health  Department  also  pays 
$1.00  for  the  Schick  test  which  includes  the 
reading  of  the  results.  There  is  every  incen- 
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tlve  for  the  physician  to  charge  the  parent  if 
he  can  pay,  as  the  physician  receives  $1.00 
instead  of  fifty  cents  for  each  service.  On 
the  other  hand,  there  are  many  persons  who 
hav'e  not  learned  that  preventive  medical 
service  is  something  which  can  be  purchased. 
They  have  learned  to  pay  the  physician  or 
dentist  for  a pain  in  the  stomach  or  an  aching 
tooth,  but  they  have  not  learned  the  value  of 
paying  to  keep  well.  Consequently  the  co- 
operating physicians  have  been  liberal  in  their 
interpretation  of  the  client’s  ability  or  willing- 
ness to  pay  for  diphtheria  immunization.  As 
the  program  grows  older  there  will  be  an 
increasing  tendency  for  the  individual  to 
assume  the  financial  responsibility.  With  free 
clinics  the  tendency  is  in  the  other  direction. 

One  thing  which  too  frequently  keeps  the 
layman  away  from  the  physician’s  office  is  the 
uncertainty  of  what  the  physician  is  going  to 
do  and  how  much  he  is  going  to  charge.  This 
is  common  to  persons  who  are  wealthy  as 
well  as  to  those  who  are  nearly  indigent.  This 
Agreement  immediately  overcomes  a very 
real  obstacle.  The  health  agency  is  able  to 
continually  broadcast  to  the  public  that  there 
is  a group  of  cooperating  physicians  who  have 
agreed  to  perform  this  service  for  $1.00  per 
treatment  or  for  nothing  in  case  the  parent  Is 
financially  embarrassed.  Furthermore,  they 
need  have  no  fear  of  imposing  upon  the  physi- 
cian as  the  latter  is  paid  an  honorarium  by 
the  Health  Department,  a tax-supported 
agency.  We  believe  that  physicians  should 
be  paid  for  services  to  indigents.  We  believe 
that  it  is  fair  to  charge  a part  of  the  cost  of 
diphtheria  protection  against  a program  of 
health  education.  Remember  that  diphtheria 
protection  is  merely  the  immediate  objective. 
The  ultimate  purpose  is  to  carry  the  practice 
of  preventive  medicine  into  the  office  of  every 
qualified  physician. 

List  of  Cooferating  Physicians: — A spot 
map  was  made  of  the  office  location  of  each  of 
the  1100  cooperating  physicians.  Where 
many  offices  were  located  in  some  central 
building,  the  physician  was  assigned  to  the 
area  in  which  his  residence  is  located.  Such  a 
map  demonstrates  effectively  the  extended 


influence  of  the  health  agency.  In  fact,  there 
is  virtually  a health  unit  within  a stone’s 
throw  of  every  residence.  Each  physician’s 
office  has  become  a health  center  to  which  the 
public  is  being  referred  for  diphtheria  protec- 
tion, smallpox  vaccination,  a periodic  health 
examination,  and  a search  for  the  early  case 
of  tuberculosis.  The  proximity  of  the  physi- 
cian’s office  to  the  homes  of  the  city,  has  in- 
creased materially  the  percentage  of  infants 
and  pre-school  children  protected.  It  is  easier 
to  take  a child  at  seven  or  eight  months  of  age 
a block  or  two  to  a physician’s  office  than  it  is 
to  travel  a greater  distance  to  a central  or 
district  clinic.  The  parents  are  being  trained 
to  turn  to  the  physician’s  office  for  health  ad- 
vice rather  than  to  free  clinics,  or  the  corner 
drug  store  or  the  quack.  These  cooperating 
physicians  have  agreed  to  abide  by  certain 
rules  and  regulations  and  to  follow  out  a plan 
which  they  themselves  have  prepared  through 
their  County  Medical  Society  in  cooperation 
with  the  Department  of  Health.  The  Health 
Department  continues  to  supervise  the  work. 
As  it  is  a party  to  the  program  it  still  has  con- 
trol over  the  conditions  under  which  the  work 
is  performed.  To  all  intents  and  purposes, 
then,  the  cooperating  physicians  are  rendering 
the  services  in  Detroit  as  agents  or  deputies  of 
the  Department  of  Health.  Office  cards  were 
presented  to  all  cooperating  physicians,  dis- 
played in  their  waiting  rooms,  indicating  that 
the  Commissioner  of  Health  had  approved  of 
the  cooperative  plan.  If  a physician  is  found 
who  does  not  follow  the  prescribed  procedure 
his  name  is  removed  from  the  list. 

The  city  was  divided  into  twenty-seven 
districts,  and  for  each  district  there  was 
printed  a list  of  the  cooperating  physicians 
on  which  appears  not  only  the  name  and  ad- 
dress of  the  physician,  but  the  hours  at  which 
he  has  agreed  to  render  the  service.  Master 
lists  are  kept  at  the  headquarters  of  the 
Wayne  County  Medical  Society  and  at  the 
Department  of  Health.  Also,  district  lists  are 
used  to  refer  parents  to  cooperating  physicians 
when  there  is  no  family  physician  of  choice. 
They  are  carried  by  the  public  health  nurses 
in  their  field  work  and  are  kept  in  the  schools. 
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Follow-u-p  of  Infants: — When  an  infant 
reaches  the  age  of  six  months,  as  indicated  by 
the  birth  records  at  the  Department  of 
Health,  a special  letter  is  sent  to  the  parent. 
This  communication  is  written  on  an  electri- 
cal typewriter  which  permits  the  insertion  of 
the  name  of  the  child  and  gives  the  appear- 
ance of  a personal  communication.  Before 
the  letter  is  sent  a final  check  is 
made  against  the  death  certificate  in  order 
to  avoid  any  embarrassment.  Within  ten 
days  or  two  weeks  a public  health  nurse 
calls  at  the  home  and  it  is  her  obligation  to 
persuade  the  mother  to  take  the  child  to  the 
physician.  She  visits  each  home  as  often  as 
conditions  require.  She  may  have  to  make 
three  or  four  return  visits  in  order  to  produce 
results,  but  like  the  collector  of  past  due 
debts,  she  is  persistent  until  results  are  ob- 
tained. 

Cost  of  Diflithena  Protection: — Some 
public  health  workers  have  criticized  the 
Detroit  program  declaring  that  the  cost  is 
excessive.  We  frankly  admit  that  per  child 
protected  against  diphtheria,  the  unit  cost  of 
the  plan  of  medical  participation  is  about 
twice  that  of  free  clinics.  However,  we  do  not 
for  one  moment  feel  that  it  is  fair  to  charge 
the  entire  cost  to  diphtheria  protection.  It  is 
a charge  against  a program  of  medical  partici- 
pation and  there  are  many  by-products  which 
are  worth  more  than  the  immediate  objective. 
The  Health  Department  carries  an  item  an- 
nually in  its  budget  amounting  to  $1.00  per 
living  birth  with  which  to  compensate  physi- 
cians for  service  to  indigents.  For  any  com- 
munity a rough  estimate  can  thus  be  made 
by  determining  the  number  of  living  births. 
In  normal  economic  times  when  such  a pro- 
gram becomes  more  generally  received  by  the 
public,  there  will  be  an  increasing  number  of 
individuals  who  will  willingly  and  gladly 
pay  the  physician  for  his  work.  This  will 
further  reduce  the  cost  to  the  Health  Depart- 
ment and  the  community.  We  prepared  a 
chart  which  compares  the  cost  of  prevention 
with  the  cost  of  diphtheria  to  the  City  of 
Detroit  from  1917  to  1932.  The  figures 
were  prepared  on  a population  rate  basis. 


The  chart  showed  the  amount  of  money  paid 
to  physicians  and  for  the  purchase  of  the  im- 
munizing agent.  There  was  a peak  in  1926 
during  the  period  of  free  clinics.  The  curve 
then  fell  during  the  transition  stage  and 
reached  two  new  high  points  in  1930  and 
1 93 1 during  the  period  of  medical  participa- 
tion. These  two  years  were  higher  than  nor- 
mal years  because  of  the  number  of  pre- 
school children  who  needed  attention.  In  the 
future  the  load  should  be  directly  related  to 
the  birth  rate,  and  as  the  latter  declines  the 
cost  of  immunization  will  be  reduced. 

We  have  figured  out  the  amount  of  money 
spent  by  the  Department  of  Health  in  hos- 
pitalizing approximately  50  per  cent  of  the 
reported  cases  of  diphtheria.  These  figures 
are  not  estimates  but  were  taken  directly  from 
the  records  of  the  Herman  Keifer  Hospital. 
The  cost  has  come  dow’ii  and  furthermore, 
in  only  one  year  did  the  cost  of  prevention 
exceed  the  cost  of  hospitalization.  In  this 
year  the  cost  of  prevention  was  low  compared 
with  the  previous  cost  of  hospitalization.  The 
support  of  the  hospital  represents  an  item  in 
the  budget  of  the  Health  Department.  The 
saving  over  a period  of  years  is  quite  obvious. 
We  have  considered  the  cost  of  treating  the 
diphtheria  cases  that  remained  at  home.  The 
conservative  estimate  of  $35.00  per  case  has 
been  used.  Observe  how  low  is  the  cost  of 
prevention  when  compared  with  the  cost  to 
the  individual  for  the  treatment  of  the  disease. 

We  have  compared  the  same  cost  of 
prevention  with  the  cost  of  Health  Depart- 
ment supervision,  the  salaries  of  physicians 
and  nurses  employed  in  diagnostic  service  and 
in  the  control  of  quarantine. 

We  have  shown  a comparison  be- 
tween the  cost  of  prevention  and  the  amount 
of  money  which  the  undertakers  received  for 
burying  the  children  who  died  of  diphtheria. 
I'he  average  cost  of  a child  burial  in  Michigan 
is  $1  18.00.  It  is  higher  in  other  states.  In 
only  two  years  did  the  preventive  services 
cost  more  than  the  amount  received  by  the 
undertakers. 

The  expenditures  for  hospitalization  and 
for  quarantine  supervision  come  from  the 
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Health  Department  budget.  The  amounts 
spent  for  home  treatment  and  for  burial  come 
directly  from  the  individual  citizen.  If  these 
sums  be  added  together  a chart  could 
be  prepared  which  would  show  more  strik- 
ingly the  small  cost  of  prevention  when  com- 
pared with  the  cost  of  the  disease  itself. 

In  these  calculations  no  consideration  has 
been  given  to  the  economic  value  of  life,  the 
cost  of  raising  the  child,  pro\’iding  food,  shel- 
ter and  clothing  as  well  as  education.  There 
is  no  estimate  for  school  days  lost,  both  on  the 
part  of  the  patient  and  the  quarantined  con- 
tact. Should  these  items  be  added,  we  would 
see  how  insignificant  is  the  cost  of  prevention. 

It  will  be  noted  that  we  have  not  included 
the  cost  to  the  Health  Department  and  thus 
to  the  community,  of  the  educational  program 
and  the  work  of  the  public  health  nurses.  We 
feel  justified  In  pursuing  this  course,  as  the 
diphtheria  prevention  program  is  merely 
added  to  the  routine  duties  of  our  Division  of 
Health  Education  and  to  the  daily  routine  of 
our  public  health  nurses.  This  item  is  charge- 
able against  a general  program  of  health  edu- 
cation and  the  promotion  of  community 
health  service  rather  than  to  the  one  particular 
item  of  diphtheria  prevention. 

We  have  shown  graphically  how  the 
Health  Department  has  saved  money.  During 
the  past  three  years  the  physicians  of  Detroit 
have  lost  $60,000.00  because  of  the  reduction 
in  the  diphtheria  death  rate.  During  these 
same  three  years  the  physicians  have  been 
paid  either  by  parents  or  by  the  Health  De- 
partment $325,000.00  for  their  services.  In 
other  words,  preventive  medicine  has  paid  the 
physician  more  than  curative  medicine  In  the 
ratio  of  five  to  one.  The  average  cost  of 
treating  a case  of  diphtheria  is  $35.00.  The 
average  cost  of  prevention  is  $3.00.  There- 
fore, the  parent  has  gained  in  the  ratio  of 
more  than  ten  to  one. 

The  Advantages  of  the  Program: — The 
first  advantage  of  this  plan  insofar  as  the 
medical  profession  is  concerned,  is  the  restric- 
tion of  the  use  of  the  free  clinic.  In  the  diph- 
theria prevention  work  it  has  been  possible  to 
abandon  the  free  clinics.  Detroit  has  had  no 


free  clinic  for  diphtheria  immunization  for 
more  than  four  years.  All  the  work  has  been 
carried  on  in  the  offices  of  the  cooperating 
physicians.  The  per  cent  of  children  pro- 
tected compares  favorably  with  that  in  com- 
munities in  which  free  clinics  have  been  em- 
ployed. We  are  not  of  the  opinion  that  we 
hav'e  anywhere  nearly  reached  that  stage 
where  Health  Department  clinics  for  child 
welfare,  prenatal,  and  school  services  and  the 
control  and  treatment  of  the  venereal  diseases 
and  tuberculosis  can  be  closed.  We  would 
never  subscribe  to  a program  of  drastic  revol- 
utionary character.  We  do,  however,  sub- 
scribe to  a program  of  education  and  evolu- 
tion whereby  the  need  for  the  free  clinic  will 
be  largely  minimized.  Clinics  serve  a useful 
purpose  as  teaching  centers  and  as  a means  of 
demonstrating  the  efficacy  of  control  proced- 
ure. We  believx  that  much  of  the  service 
now  rendered  to  indigents  in  clinics  and  dis- 
pensaries can  gradually  be  transferred  to  the 
prepared  physician  in  his  owm  office. 

Secondly,  there  is  an  advantage  to  the  med- 
ical profession  in  that  this  is  a program  di- 
rected toward  the  maintainance  of  health. 
The  Committee  on  Costs  of  Medical  Care 
have  indicated  that  98  per  cent  of  the  people 
are  well  on  a given  day  and  only  2 per  cent 
are  ill.  To  the  medical  profession  there  must 
be  more  satisfaction  in  serving  those  who  are 
well  and  who  In  normal  times  are  better  able 
to  pay  the  physician  than  when  ill.  We  have 
already  Indicated  the  monetary  value  of  the 
diphtheria  prevention  program  to  the  physi- 
cian. 

Thirdly,  this  program  encourages  and 
maintains  the  cordial,  personal  relationship 
between  the  physician  and  client.  The  suc- 
cessful practice  of  medicine  still  depends  upon 
intimate  and  sympathetic  contact  between  the 
physician  and  patient.  To  endeavor  to  place 
this  profession  on  the  mechanical  basis  of  the 
automotive  industry  would  be  unfortunate. 
To  serve  the  individual  to  greatest  advantage 
in  case  of  illness  the  physician  should  be  well 
acquainted  with  the  physical  and  mental  han- 
dicaps and  attitudes  of  his  client  while  in 
normal  health. 
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A fourth  advantage  to  the  medical  profes- 
sion is  that  the  physician  is  compensated  for 
his  service  to  indigents.  Why  should  not  the 
doctor  be  paid  as  well  as  the  lawyer?  If  we 
find  ourselves  without  funds  and  caught  in 
the  jaws  of  the  law,  the  Court  appoints  a 
lawyer  and  the  State  pays  his  fee.  Surely  the 
physician  is  entitled  to  similar  consideration. 

The  advantages  of  the  Health  Department 
and  to  the  public  must  be  obvious  to  all  of  us. 
The  death  rate  has  been  reduced  until  in 
Detroit  the  diphtheria  death  rate  in  1932  was 
but  one-fifth  of  that  which  obtained  before 
the  plan  was  put  into  effect.  The  reduction 
in  the  cost  of  operating  the  health  service  has 
already  been  mentioned,  as  has  the  extension 
of  the  influence  of  the  health  agency  by  having 
a large  number  of  health  centers  in  physi- 
cians’ offices  scattered  throughout  the  com- 
munity. There  is  another  very  definite  ad- 
vantage to  the  Health  Department  which 
should  be  mentioned.  The  post-graduate  con- 
ferences have  encouraged  the  early  diagnosis 
and  treatment  of  communicable  diseases.  A 
greater  percentage  of  cases  of  diphtheria  and 
scarlet  fever  is  being  promptly  reported. 
During  a recent  outbreak  of  poliomyelitis  the 
physicians  were  all  watchful  for  the  early 
signs  of  this  disease.  In  50  per  cent  of  the 
cases  hospitalized  no  definite  diagnosis  of  in- 
fantile paralysis  was  made.  These  cases  were 
sent  into  the  institution  and  referred  to  the 
specialist  with  the  onset  of  the  earliest  sug- 
gesive  symptoms.  We  believe  that  this  pro- 
cedure was  instrumental  in  reducing  the  mor- 
tality. 

The  advantages  which  accrue  to  the  public 
may  be  summarized  briefly  as  ( 1 ) reduction 
of  needless  sickness;  (2)  reduction  in  the  cost 
of  medical  care;  (3)  assurance  of  adequate 
medical  care;  (4)  the  distribution  of  cost,  and 
(5)  the  stimulation  of  parental  responsibility. 

Records: — Each  cooperating  physician  is 
supplied  with  a record  card  which  he  can  keep 
in  his  own  office.  In  addition  to  this  he  is 
provided  with  post  cards,  one  of  which 
he  mails  to  the  Health  Department 
for  each  series  of  toxin-antitoxin  or  toxoid 
treatments.  He  records  the  name,  address. 


and  age  of  the  child,  indicates  the  dates  on 
which  the  treatments  have  been  given,  and 
signs  his  name  and  address.  The  same  card  is 
used  to  report  Schick  tests.  We  do  not  gener- 
ally recommend  the  Schick  test  before  im- 
munization, but  recommend  that  it  be  given 
approximately  six  months  after  the  first  series 
of  treatments.  The  Schick  material,  as  well 
as  the  toxin-antitoxin  and  toxoid  and  smallpox 
vaccine  are  kept  in  the  culture  stations  of  the 
Department  of  Health  and  are  available  to 
physicians  without  charge.  Report  cards  are 
obtained  by  the  physician  at  the  same  time 
and  at  the  same  place  that  he  obtains  the 
immunizing  agent. 

Experience  indicates  that  physicians  prefer 
to  send  their  report  to  the  Department  of 
Health  as  soon  as  the  service  has  been  ren- 
dered. No  payment  is  made  to  the  physician 
until  the  record  is  complete.  Most  physicians 
present  their  bills  monthly.  We  have  found 
that  physicians  are  not  wont  to  tear  off  a per- 
forated slip  at  the  bottom  of  an  examination 
blank,  place  it  in  an  envelope,  address  it  to 
the  Medical  Society  or  the  Health  Depart- 
ment and  attach  a postage  stamp.  They  will, 
however,  send  in  a report  card  which  can  be 
readily  filled  out  by  the  office  girl  and 
dropped  in  the  mail  box.  The  Health  De- 
partment pays  the  postage  upon  the  receipt  of 
the  card.  On  the  diphtheria  report  cards  the 
parent  or  guardian  signs  his  name  in  order  to 
obviate  any  criticism  on  the  part  of  the  City 
Controller  that  payments  may  be  made  for 
Individuals  who  have  not  been  served. 

Smallpox  Prevention: — The  program  for 
diphtheria  prevention  has  ben  carried  on  as  a 
study  in  an  administrative  procedure  as  much 
as  an  effort  to  protect  against  this  one  disease. 
Consequently,  in  extending  the  services  to 
other  phases  of  public  health  work  we  have 
purposely  varied  the  procedure  somewhat. 
We  have  been  fortunate  in  having  the  whole- 
hearted support  of  the  City  Administration 
in  our  diphtheria  project,  and  the  financial 
authorities  have  willingly  appropriated  funds 
for  this  purpose  providing,  of  course,  the  end 
results  would  justify  the  expense. 

In  attacking  the  problem  of  smallpox  pro- 


August,  1933 


The  West  Virginia  Medical  Journal 


339 


tectlon,  no  provision  has  been  made  to  com- 
pensate physicians  for  service  to  Indigents. 
However,  the  cooperating  physicians  have  re- 
peatedly been  urged  to  educate  their  clients  to 
the  value  of  other  health  services.  The 
Health  Department  through  its  diphtheria 
program  has  made  many  new  contacts  with 
physicians.  The  alert  physician  will  take  this 
opportunity  of  impressing  upon  the  parent 
the  need  of  vaccination  for  smallpox  and  the 
annual  and  regular  health  examination.  The 
percentage  of  pre-school  children  vaccinated 
against  smallpox  by  the  family  physician  has 
increased  from  22  to  43,  and  we  believe  that 
in  most  instances  the  physician  has  received 
additional  compensation  for  this  service.  If 
he  examines  the  patient  for  other  departures 
from  normal  health,  he  will  find  tonsils,  ade- 
noids and  other  conditions  which  require  his 
attention.  The  cooperating  physician  has  be- 
come, in  fact,  a health  educator,  and  has  thus 
greatly  extended  the  influence  of  the  health 
agency. 

The  Health  Department  has  arranged  to 
receive  report  cards  from  physicians  indicating 
the  vaccination  status  of  the  patient.  Ten 
cents  is  paid  for  each  report  received.  The 
agreement  further  provides  that  this  small 
fee  will  not  be  paid  unless  the  patient  is  vac- 
cinated or  revaccinated  or  has  a scar  that  is 
less  than  five  years  old. 

Periodic  Health  Examination: — The  same 
program  of  post-graduate  instruction  has  been 
carried  on  for  the  periodic  health  examina- 
tion and  for  tuberculosis  case  finding.  We 
feel  that  the  tuberculosis  case  finding  pro- 
gram should  be  part  of  the  health  examina- 
tion. No  funds  are  available  at  present  to 
pay  for  health  examinations  for  indigents.  In 
the  spring  of  1932  under  the  impetus  of  the 
case  finding  program  of  the  National  Tuber- 
culosis Association,  there  w^as  built  up  a group 
of  cooperating  physicians  w'ho  agreed  to  give 
a health  examination,  a tuberculin  test,  and 
provide  for  an  x-ray  examination  of  the  posi- 
tive reactors.  During  the  month  of  May, 
1932,  5000  school  children  presented  them- 
selves to  the  offices  of  the  cooperating  physi- 
cians for  such  service. 


This  program  with  certain  modifications  is 
being  repeated  in  May,  1933.  A letter  was 
addressed  to  all  physicians.  Enclosed  was  a 
memo  describing  the  form  of  procedure,  and 
also  a card  on  which  the  physician  indicated 
his  willingness  to  cooperate  in  the  plan.  Four 
hundred  agreement  cards  have  been  received. 
To  these  physicians  a second  letter  was  ad- 
dressed and  there  was  enclosed  a postal  card 
on  which  the  physician  reports  the  results  of 
the  tuberculin  test  and  the  x-ray  examination. 
The  Health  Department  pays  ten  cents  for 
each  card.  There  was  also  enclosed  a blank 
on  which  to  report  diagnosed  cases  of  tuber- 
culosis. The  educational  program  has  in- 
cluded the  usual  popular  appeal  through  the 
radio,  billboards,  placards,  newspaper  articles, 
and  more  than  200  talks  to  Parent-Teacher 
groups.  There  have  been  distributed  through 
the  schools  300,000  copies  of  a notice  to  par- 
ents. The  cooperating  physicians  have  been 
provided  with  examinaion  blanks  which  they 
keep  in  their  own  offices.  This  blank  is  de- 
signed not  only  for  tuberculosis  case  finding, 
but  for  the  periodic  health  examination. 

Other  Activities: — In  July,  1932,  the 
annual  physical  examination  for  food  handlers 
was  transferred  to  the  cooperating  physicians, 
the  Health  Department  closing  its  examina- 
tion clinic,  but  continuing  to  operate  its  educa- 
tional clinic  to  which  all  food  handlers  are  re- 
quired to  come  before  they  are  given  their 
permits. 

In  a small  area  of  the  city  a program  Is 
under  way  to  return  the  treatment  of  veneral 
disease  cases  to  the  office  of  cooperating  physi- 
cians. 

Summary: — No  attempt  Is  being  made  to 
summarize  this  program  in  this  memoran- 
dum, as  the  advantages  and  disadvantages 
have  already  been  discussed  briefly.  We  feel, 
however,  that  the  underlying  principles  in- 
volved in  this  plan  of  medical  participation 
are  applicable  to  a program  of  curative  as 
w'ell  as  preventive  medicine.  In  fact  such 
application  is  being  made  In  some  communi- 
ties. The  principles  can  also  be  applied  to 
industrial  health  service. 
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The  program  as  outlined  for  Detroit  has 
been  applied  to  urban  conditions.  In  three 
rural  counties  of  southwestern  Michigan  the 
W.  K.  Kellogg  Foundation  is  applying  the 
same  general  principles  to  rural  health  prac- 
tice. Well  organized,  full-time  health  ser- 
vices have  been  developed,  but  in  each  county 


the  medical  and  dental  societies  are  carrying 
on  the  essential  professional  services.  In  the 
country  areas  the  only  real  difference  is  one 
of  distance,  and  the  W.  K.  Kellogg  Founda- 
tion have  overcome  this  handicap  of  distance 
by  providing  facilities  for  the  cooperating 
physicians  in  school  buildings. 


OTODYNIA:  DIAGNOSIS  AND  TREATMENT* 


By  Russell  S.  Wolfe,  M.  D., 


Elkins, 

J AM  very  glad  indeed  to  have  this  oppor- 
tunity to  discuss  here  in  an  open  meeting 
something  which  we  meet  frequently  in  our 
daily  work.  The  subject,  otodynia,  otalgia, 
or  more  properly  speaking,  earache,  is  of  my 
own  choosing,  and  was  selected  for  several 
reasons,  but  mainly  because  it  is  a symptom 
entity  on  which  we  are  called  to  express  an 
opinion,  to  diagnose  and  to  treat  almost  every 
day,  and  partly  because  there  is  a wide  diver- 
sity of  opinion  in  methods  of  treatment. 
This  paper  was  not  prepared  with  the  thought 
of  future  publication,  but  was  written  as  an 
intimate  communique  to  you  expressing  my 
ideas  and  practices  so  that  you  may  better 
understand  the  explanations  and  treatment 
given  the  patients  whom  you  have  so  gen- 
erously referred  to  me  in  the  past. 

In  the  eyes  of  the  laity,  small  differences  of 
professional  opinion  give  birth  to  grave 
doubts  and  form  indictments  against  the 
whole  profession.  Upon  such  misunder- 
standings flourish  the  ever  advancing  army  of 
special  cultists  and  pathies.  Never  was  full 
cooperation  needed  in  medical  circles  more 
than  it  is  today.  My  views  are  expressed 
herein,  not  with  the  purpose  of  forcing  you 
to  accept  them  but  to  open  the  subject  for  free 
discussion  from  which  all  of  us  should  profit. 

Pain  in  the  middle  ear  is  caused  chiefly  by 
the  retention  of  secretions,  simple  mucous, 
serous,  or  purulent  which  exert  a pressure 
upon  the  tympanic  membrane.  'I'here  is  also 
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more  or  less  inflammation  of  the  tissues  of  the 
membrane  itself  which  augrr^ents  the  amount 
of  the  pain.  It  varies  markedly,  from  a very 
light  aching  sensation,  with  or  without 
throbbing,  to  the  severest  kind  of  persistent, 
sharp,  lancinating  and  radiating  pain. 

With  the  bacteriology  and  micropathology 
we  are  not  chiefly  concerned  as  such  are 
of  interest  only  to  specialists.  While  middle 
ear  disease  is  the  most  frequent  cause  of  ear- 
ache there  are  many  other  factors  to  be  con- 
sidered. Some  are  not  intimately  related  to 
the  ear  but  by  several  ways  of  direct  and  in- 
direct innervations  the  otalgia  is  localized 
within  the  ear.  Accordingly,  I have  classi- 
fied the  diagnostic  entities  as  extrinsic  and  in- 
trinsic causes  of  otodynia. 

E.  Classification  of  diagnostic  causative  agents 
according  to  anatomical  location. 

1.  Earache  arising  from  witliin  the  car  or  im- 
mediately adjacent  to  the  car. 

2.  Earache  referred  as  pain  arising  from  other 
sources. 

1.  Causes  of  otodynia  arising  from  the  ear  and 
its  adjacent  structures  listed  someivhat  according  to 
relative  importance. 

Acute  otitis  media,  catarrhal  or  suppurative 

Acute  mastoiditis 

Furunculosis 

Impacted  cerumen 

Foreign  body  in  the  meatus 

Otitis  externa,  diffusa 

Acute  myringitis 

Aural  polypi 

.Abscesses  of  the  auricle 
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Othematoma 
Eczema  of  the  meatus 
Perichondritis 
Otitis  media  neonatorum 
Acute  periostitis  of  the  mastoid 
Caries  of  the  osseous  external  canal 
Epithelioma  of  the  auricle  and  external  auditory 
meatus 

Exostosis  of  the  external  meatus 
Trauma  of  the  membrana  tympani 
t elephone  ear 
Herpes  zoster. 

2.  Causes  of  earache,  arising  from  other  sources, 
comnioul\  known  as  referred  otalgia. 

Acute  tonsillitis — peritonsillar  abscess — peritonsil- 
litis. 

Epidemic  parotitis 

Dental  Disease — caries,  periodontitis,  pulpitis  and 
pericementitis,  alveolar  abscesses  and  pulp  nodules. 
Acute  diffuse  glossitis 
Carcinoma  of  the  tongue 
Cancer  of  the  larynx 

'J'rigeminal  neuralgia — sphenopalatine  neuralgia 

Innominate  aneurysm 

Chloroma 

Sphenoidal  sinusitis 

Pharyngitis  and  adenoiditis 

Temperomandibular  arthritis 

E rysipelas 

Ra)  naud’s  disease 

Postauricular  lymphadenitis 

Chilblains 

It  lies  not  within  the  scope  of  this  presenta- 
tion, nor  could  it  be  of  much  value  to  us,  to 
attempt  a differential  diagnosis  of  the  above 
listed  points.  However,  before  therapy  can 
be  intelligently  applied  it  is  essential  to  know 
what  causes  the  pain  and  a knowledge  of  the 
existence  of  the  more  frequent  etiological 
factors  enables  the  examiner  to  determine 
quickly  whether  the  cause  lies  within  the  ear 
or  is  in  some  nearby  structure.  An  inspection 
of  the  nose  and  pharynx  can  be  made  rapidly 
with  ease,  and  such  constitutes  too  often  the 
only  means  of  eliminating  or  indicting  the 
structures  contained  therein  as  the  cause  of  the 
otodynia.  It  is  not  enough.  Routine  palpa- 
tion of  the  mastoid  region  and  cervical  lymph- 
atics as  well  as  careful  inspection  of  the 
auricle,  external  canal  and  membrana  tympani 
should  be  a part  of  every  physical  examina- 


tion, whether  earache  indicates  local  trouble 
or  not. 

To  conduct  such  an  examination  one  does 
not  have  to  be  an  expert  in  otology  or  possess 
expensive  apparatus.  A reflecting  mirror  that 
can  be  used  for  a number  of  purposes,  and  a 
medium  sized  tubular  speculum  is  all  that  is 
necessary.  It  is  all  very  well  and  good  to  be 
able  to  differentiate  the  fine  points  in  the 
anatomy  of  the  drum  membrane,  such  as  the 
annulus,  the  umbo,  the  long  and  short  pro- 
cesses of  the  malleus,  the  cone  of  light,  and 
the  anterior  and  posterior  folds  of  the  mem- 
brana flaccida.  These  serve  a good  purpose 
in  the  differentiation  of  middle  ear  diseases, 
which  do  not  lie  in  the  province  of  the  family 
ph\’sician.  If  the  pearly  white  color  and  the 
cone  of  light  are  visible  to  the  examiner  he 
can  safely  conclude  that  the  cause  of  the 
trouble  lies  not  within  the  middle  ear.  He 
not  only  will  be  able  to  exclude  middle  ear 
disease  but  will  be  saved  the  personal  com- 
promise of  prescribing  anodyne  drops  for  an 
unseen  and  undiagnosed  condition  and  may 
perhaps  be  saved  the  humiliation  of  later 
learning  that  a professional  colleague  relieved 
his  patient’s  pain  by  removing  impacted  cer- 
umen from  the  external  canal.  Of  far  greater 
importance  than  this  is  the  fact  that  by  simple 
inspection  of  the  drum  he  oft-times  will  be 
able  to  detect  serious  disease  that  calls  for  im- 
mediate treatment,  thus  preventing  long  and 
dangerous  complications.  Whether  he  should 
refer  or  treat  such  patients  himself  depends 
on  his  experience,  inclination,  medical  judg- 
ment and  the  availability  of  special  services. 
If  for  any  reason  an  inspection  is  not  made 
it  is  much  better  to  refer  than  to  make  a diag- 
nosis. 

An  otoscopic  examination  of  the  ear  is  es- 
pecially indicated  in  all  infants  and  young 
children  with  a fever,  because  an  elevation  of 
temperature,  while  varying  greatly,  is  the  one 
constant  symptom  of  acute  otitis  media,  and 
the  condition  is  relatively  common.  Babies 
with  middle  ear  disease,  although  alarmingly 
ill,  seldom  cry  hard  as  if  in  severe  pain  and 
almost  never  localize  the  pain  to  the  ear  by 
putting  their  hands  to,  or  pulling  the  affected 
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ear.  “Moreover”,  states  Morse,  “babies  sick 
from  any  cause  are  very  likely  to  wave  the 
arms  about,  grab  at  their  ears  and  pull  their 
hair”.  Mastoid  tenderness  is  impossible  to 
elicit  in  infants  and  difficult  to  localize  in 
children  under  5 or  6 years  of  age.  Babies 
and  children  with  acute  otitis  media  often 
refuse  to  take  food,  presumably  because  it 
hurts  to  swallow.  This  with  the  reflex  sym- 
toms  that  commonly  accompany  acute  middle 
ear  disease  j of  vomiting,  rapid  respirations, 
tenderness  and  rigidity  of  the  neck,  and  not 
infrequently  convulsions,  may  lead  the  un- 
wary physician  to  diagnose  acute  gastritis, 
worms,  intestinal  influenza,  dentition,  pneu- 
monia, and  many  times  meningitis.  A simple 
inspection  with  a speculum  will  oft-times  pre- 
vent an  erroneous  diagnosis,  unpleasant  prog- 
noses, and  sleeplessness  on  the  part  of  the 
physician. 

Therapy. — Having  determined  that  the 
cause  of  the  earache  lies  within  or  without  the 
ear  the  treatment  is  managed  accordingly.  For 
tonsillitis,  peritonsillar  abscess,  and  congestive 
rhinitis  both  local  and  general  measures  are 
indicated.  For  dental  disease  one  does  not 
hesitate  to  refer  the  case  to  a dental  surgeon. 
Cases  of  carcinomata  will  cheerfully  be  re- 
ferred to  institutions  having  facilities  for  the 
care  of  such  patients.  Rare  diseases,  such  as 
herpes  zoster  of  the  external  canal  and  ear, 
hardly  require  any  discussion  here  as  they 
occur  but  once  or  twice  in  forty  thousand 
hospital  cases. 

It  having  been  determined  by  inspection 
that  the  otodynia  arises  from  middle  ear  in- 
volvement an  attempt  at  a differential  diag- 
nosis should  be  made.  If  the  ear  drum  has 
merely  lost  its  color,  is  bulging  slightly  in  one 
quadrant  only,  pain  is  not  too  severe,  hearing 
is  markedly  impaired,  and  the  symptoms  have 
arisen  after  exposure  to  cold  the  physician 
may  be  justified  in  temporizing  by  prescribing 
warm  applications  and  analgesic  drops.  This 
is  probably  a catarrhal  otitis  media  and  a 
single  attack  of  pain  may  be  the  last.  Cath- 
eterization of  the  auditory  tubes  may  Increase 
the  pain  temporarily  but  often  relieves  the 


symptomatology.  Under  a watchful  eye  this 
condition  is  not  apt  to  become  dangerous. 

On  the  other  hand,  if  the  pain  is  persistent, 
throbbing,  lancinating,  or  merely  a dull  ache, 
accompanied  by  a marked  redness  and  bulging 
of  the  membrana  tympani,  and  the  fever  is  of 
any  degree,  the  process  may  be  considered  as  a 
suppurative  otitis  media,  and  active  measures 
are  immediately  indicated.  Anodyne  drops  at 
this  time  are  useless,  are  a waste  of  time  that 
may  be  valuable  in  preventing  mastoid  or 
other  complications,  and  subject  the  patient 
to  a longer  period  of  harrowing  pain.  It  is 
frequently  the  expressed  experience  of  many 
pediatricians  and  internists  that  ears  that 
spontaneously  rupture  clear  up  just  as  rapidly 
with  as  few  complications  as  those  which  are 
incised}  but  with  such  assertions  1 do  not 
agree.  Even  if  such  contentions  could  be 
granted  I see  no  point  to  subjecting  parents 
to  three  or  four  nights  of  wakefulness  with  a 
howling  youngster,  or  an  adult  patient  to  24 
or  48  hours  of  increasing  misery  while  waiting 
for  the  promised  break.  Otologists  agree 
that  a tympanic  empyema  which  has  been 
timely  and  adequately  evacuated  by  a rela- 
tively simple  surgical  procedure  not  only 
shows  prompt  relief  but  runs  a much  more 
benign  course  with  fewer  complications.  Such 
involvements  are  properly  called  empyemas 
of  the  tympanic  cavity  rather  than  middle  ear 
abscesses  and  the  old  adage  pus  evacuo3^ 
applies  as  much  here  as  elsewhere. 

Where  an  anodyne  is  Indicated  one  can  do 
little  better  than  to  use  the  time  honored 
mixture  of  phenol  and  glycerine.  To  this  may 
be  added  cocaln  as  in  the  following  Rx. 

Cocain  hydrochlor. 

Phenol  aa  gr.  vi  .4 

Glycerini  drams  ii  8. 

Sig.  Warm  and  place  3 to  5 drops  in  aching  ear. 

Menthol  may  be  used  instead  of  cocain. 

Oils  should  never  be  used.  Aside  from 
their  capacity  to  retain  heat  a little  longer  than 
aqueous  solutions  they  possess  no  virtue,  are 
messy,  obscure  the  field  for  further  examina- 
tion, hamper  Irrigation  and  perhaps  provide 
an  anaerobic  condition  for  the  multiplication 
of  such  bacterial  organisms.  1 never  advise 
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the  use  of  oils  to  soften  ear  wax;  I much  pre- 
fer to  remove  inspissated  and  impacted  cer- 
umen by  lavage  than  by  the  use  of  a softening 
agent  and  instruments. 

Much  can  be  said  of  the  relative  advantages 
of  the  application  of  heat  and  cold.  I prefer 
to  regard  the  ice  bag  and  the  hot  water  bottle 
as  both  being  applications  of  heat,  the  differ- 
ence being  a matter  of  dosage.  Both  have 
their  uses,  and  often  can  be  used  as  contrasts 
to  advantage.  The  hot  water  bottle,  electric 
pad,  hot  salt  bag,  warm  air,  warm  douches, 
etc.,  cause  a very  grateful  reaction  on  the  part 
of  the  patient  suffering  from  catarrhal  otitis. 
However,  I regard  them  as  highly  dangerous 
when  applied  to  acute  empyemas  of  the  tym- 
panic cavity.  The  increased  congestion  caused 
by  the  general  application  of  heat  increases 
the  pressure  of  the  purulent  content  of  the 
tympanic  space,  increases  the  pain  and  in- 
creases the  danger  of  mechanically  spreading 
the  infection  to  the  epitympanic  space,  the 
antrum,  and  the  mastoid  cells. 

When  asked  by  anxious  mothers  about  the 
use  of  the  hot  water  bottle  or  the  ice  bag  I 
usually  reply,  “Warm  things  in  the  ear;  cold 
applications  around  the  ear”.  This  is  a 
pretty  safe  rule  to  follow  until  a diagnosis  is 
made.  A warm  solution  of  sodium  bicar- 
bonate, 1 teaspoonful  to  the  cup  of  water, 
applied  gently  as  a douche  gives  considerable 
relief  in  cases  where  active  anodynes  may  not 
be  indicated. 

While  it  may  be  safe  to  temporize  some- 
what with  a case  of  catarrhal  otitis  media,  the 
difficulty  in  differential  diagnosis  in  the  early 
stage  makes  it  almost  imperative  to  incise 
every  bulging  drum  membrane,  and  this 
should  be  done  at  the  earliest  possible 
moment.  It  certainly  must  not  be  neglected 
in  cases  of  acute  purulent  middle  ear  disease, 
and  in  all  cases  of  doubt,  a myringotomy  is 
the  safest  procedure.  I have  had  little  cause 
to  worry  about  an  incision  once  made.  On 
the  other  hand,  I have  spent  some  anxious 
moments  over  an  inadequate  paracentesis  or 
over  my  failure  to  incise  the  membrana  tym- 
pani  on  account  of  parental  objections  or  other 
reason  (lack  of  reason). 


This  rather  meticulous,  although  not  es- 
pecially difficult  surgical  procedure  is  properly 
termed  a “myringotomy”  and  should  be  a 
true  incision  rather  than  a “paracentesis” 
which  is  merely  a stab  wound  and  for  most 
cases  not  large  enough  to  promote  free  drain- 
age, the  object  of  the  treatment.  It  should 
be  a long  curv'ed  Incision  through  the  posterior 
quadrants  of  the  membrane  and  should  lie 
toward  the  periphery.  Thus  it  will  usually 
pass  through  the  points  of  greatest  bulging 
and  allow'  dependent  drainage.  It  is  advis- 
able to  cut  from  below  upward  in  order  to 
take  full  advantage  of  the  downward  and 
backw’ard  extension  of  the  membrane.  Any 
small,  sharp  blade  will  accomplish  the  result 
if  the  incision  can  be  made  under  direct  ob- 
servation. I sometimes  use  a Grtefe  cataract 
knife  but  usually  have  at  my  disposal  an 
assembled  instrument  with  an  angled  handle 
that  allow's  much  better  vision.  (Instruments 
demonstrated).  For  the  practitioner  who  feels 
that  a stab  wound  better  suits  his  technique 
there  is  available  an  eardrum  perforator  with 
an  angled  blade  so  that  a thrust  makes  a V 
shaped  w'ound.  This  is  a very  good  method 
in  that  a small  flap  is  formed  which  does  not 
tend  to  close  too  rapidly  and  usually  is  large 
enough  for  good  drainage. 

Myringotomies  are  extremely  painful  and, 
except  for  very  young  children,  should  not  be 
attempted  w'lthout  an  anesthetic,  either  local 
or  general.  In  hospital  practice,  and  when 
available,  nitrous  oxide  anesthesia  is  ideal. 
For  office  and  field  use  I employ  ethyl  chlor- 
ide as  a general  inhalation  anesthetic.  In 
doing  so  I am  not  unmindful  of  the  bad  repu- 
tation of  ethyl  chloride  for  inhalation  anes- 
thesia, but  feel  that  it  is  as  safe  as  any  general 
anesthetic  for  its  purpose.  I feel  that  this 
agent  gained  its  ill  reputation  late  in  the  last 
century  when  closed  inhalation  anesthesia  was 
in  its  experimental  stage,  and  when  likewise 
ether-alcohol,-oxygen  sequence  anesthesia  had 
not  a few  fatalities  to  its  credit.  When  ad- 
ministered with  a generous  admixture  of  air 
borne  oxygen,  as  it  is  when  used  with  a simple 
mask  or  with  a piece  of  gauze  held  lightly 
over  the  face  with  the  hand,  it  is  quite  suitable 
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for  the  task.  Induction  is  accomplished  in 
less  than  a minute,  anesthesia  is  complete  and 
lasts  for  60  or  90  seconds,  time  enough  for 
the  work  to  be  done,  and  recovery  is  prompt. 
Occasionally  there  is  more  or  less  dizziness 
which  lasts  for  a few  moments  and  there  may 
be  some  vomiting.  Naturally,  any  contrain- 
dication to  a general  anesthetic  contraindicates 
its  use,  and  the  patient’s  pulse  and  respirations 
should  be  noted  before  hand. 

When  the  patient  is  old  enough  to  coop- 
erate intelligently  a local  anesthetic  is  indi- 
cated and  usually  gives  complete  anesthesia. 
Bonain’s  mixture  equal  parts  of  crystalline 
cocain  hydrochloride,  menthol,  and  phenol  is 
ideal  for  topical  application.  When  warmed 
and  placed  against  the  drum  by  means  of  a 
small  tightly  wound  cotton  tampon,  anes- 
thesia becomes  complete  in  ten  or  fifteen 
minutes.  When  the  angry  redness  of  the 
tissues  has  been  supplanted  by  a whitish  dis- 
coloration anesthesia  has  ensued.  With  this 
preparation  there  not  only  is  visible  evidence 
of  anesthesia  but  it  obviates  the  necessity  of 
cleaning  and  sterilizing  the  canal  and  opera- 
tive field  beforehand. 

After  myringotomies,  relief  from  pain  is 
usually  prompt.  There  is  sometimes  a pain 
that  arises  from  the  incision  itself  that  may 
persist  for  an  hour  or  more.  Aspirin  com- 
pounds, or  even  opiates  may  be  required  to 
alleviate  this. 

A word  or  two  concerning  the  after  care 
will  not  be  amiss  here.  A free  discharge  of 
pus  after  myringotomy,  especially  when  per- 
formed on  the  early  acute  stages  is  the  excep- 
tion rather  than  the  rule.  At  first  there  is  a 
hemorrhagic  flow  mixed  with  a serous  or  sero- 
purulent  exudate.  This  may  not  be  profuse. 
A light  cotton  tampon  inserted  immediately 
after  operation  may  be  left  in  situ  for  a few 
hours  or  overnight.  After  that  it  should  be 
removed  and  followed  by  irrigations  as  often 
as  the  purulent  flow  indicates.  No  purulent 
exudate  should  be  left  to  dry  upon  the  skin  of 
the  auricle  or  external  canal  for  any  length  of 
time.  The  pus  must  not  be  allowed  to  coag- 
ulate within  the  canal.  The  dermatitis  vene- 


nata or  eczema  that  develops  after  an  otorrhea 
is  the  result  of  poor  toilet  and  presents  a per- 
plexing problem  in  itself.  If  douched  freely 
and  often  this  will  not  occur.  Cotton  wicks 
or  tampons  to  serve  as  drains  are  in  my 
opinion  contraindicated.  A light  cotton  pack 
may  be  placed  in  the  auricle  to  prevent  the 
soiling  of  clothes  between  irrigations  but 
should  not  be  retained  after  it  becomes 
thoroughly  soiled. 

For  the  irrigations,  water,  sterilized  by 
boiling,  is  sufficient.  Saline,  boric  acid  solu- 
tions, and  weak  solutions  of  bicarbonate  of 
soda  are  good  irrigants.  I prefer  the  latter 
because  it  is  less  apt  to  irritate  the  delicate 
dermal  lining  of  the  canal.  Alcohol,  bichlor- 
ide of  mercury,  chlorine  liberating  solutions, 
peroxide  of  hydrogen,  and  other  more  active 
agents  are  not  advisable  at  this  time.  Please 
bear  in  mind  that  such  may  have  their  indica- 
tions when  treating  chronic  otorrheas.  The 
ordinary  all  rubber  ear  and  ulcer  syringes  are 
sufficient  for  this  purpose.  Forcible  irriga- 
tions at  this  time  should  be  guarded  but  it  is 
far  better  to  irrigate  forcibly  than  not  to 
douche  at  all.  The  danger  of  serious  com- 
plications is  greater  from  insufficient  drainage 
prompted  by  coagulated  or  plugged  canals 
with  small  perforations  of  the  membrana 
tympanl  than  it  is  with  clean  canals  and  a well 
drained,  even  irrigated,  tympanic  cavity. 

Eczematoid  eruptions,  the  unsightly,  pain- 
ful skin  complications  resulting  from  con- 
tinual exposure  to  purulent  exudates  or 
chemical  washes  presents  another  difficult 
problem  in  treatment.  Here  again  mild  ir- 
rigating solutions  should  be  used  to  clear  away 
the  crusts  and  accumulations  of  pus.  The 
surfaces  should  always  be  dried  thoroughly 
after  each  cleansing  and  a mild  ointment,  zinc 
oxide,  aseptinol,  calmitol,  or  whatever  similar 
conditions  warrant,  is  indicated.  For  the  per- 
sistently weeping  or  heavily  infected  kinds  the 
surface  may  be  covered  with  a mixture  of 
compound  tincture  of  benzoin  and  bichloride 
of  mercury.  This  is  strongly  antiseptic  and 
forms  a heavy  protecting  crust  which  must 
not  be  allowed  to  retain  purulent  exudates 
for  more  than  two  days. 
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We  cannot  here  discuss  the  treatment  of  all 
conditions  causing  pain  within  the  ear.  But 
one  other  condition  that  should  be  mentioned 
because  of  its  importance  to  the  patient  and 
concern  it  gives  the  physician  is  acute  furun- 
culosis. The  local,  oft-times  multiple,  cir- 
cumscribed areas  of  inflammation  and  swelling 
produce  a constant,  sharp,  lancinating  pain 
out  of  all  proportion  to  the  seriousness  of  the 
pathology.  1 have  yet  to  find  a suitable 
method  of  therapy  that  gives  the  desired  be- 
lief in  the  early  stages.  Deep  incision  to  the 
bone  has  been  recommended,  even  before 
suppuration  is  apparent.  Local  anodynes  are 
not  effective.  Cresatin  or  carbolized  tam- 
pons, using  10  or  phenol,  are  sometimes 
palliative.  General  hypnotics  with  heat  in  one 
form  or  another  applied  to  the  ear  is  perhaps 
the  best  routine.  After  suppuration  a free  in- 
cision and  if  possible,  currettage,  of  the 
abscessed  sac  is  indicated.  This  condition  is 
one  that  presents  quite  a problem  because  it 
often  is  impossible  to  give  the  patient  the  one 
thing  he  seeks,  relief  from  pain. 

In  modern  medicine  no  discussion  of  treat- 
ment is  complete  without  the  inclusion  of 
preventive  measures.  Earaches  are  not  fre- 
quently encountered  in  patients  with  proper 
nasal  and  pharyngeal  ventilation  and  drain- 
age. One  should  not  wait  for  repeated 
attacks  of  otitis  media,  whether  catarrhal  or 
purulent,  before  advising  corrective  measures, 
because  a single  attack  may,  and  certainly  re- 
peated ones,  will,  leave  permanent  traces  in 
diminished  auditory  acuity.  When  intra- 
nasal  and  pharyngeal  obstruction  are  first 
observed  their  correction  should  be  advised. 
Hypertrophied  turbinates,  nasal  polypi,  and 
especially  deviated  septa  should  be  corrected 
as  soon  as  possible.  A question  will  be  in- 
stantly raised  in  your  minds  about  the  wisdom 
of  performing  such  operative  measures  in 
young  adults  and  children,  the  groups  pri- 
marily concerned  in  our  discussion.  We  now 
advise  intranasal  surgery  whenever  indicated 
in  children  for  the  same  indications  as  in  the 
adult.  Submucous  resections  should  be  done 
as  early  as  the  obstruction  indicates  in  order 


that  the  growing  youth  may  derive  its  benefits 
during  his  greatest  developmental  period. 

1 onsillectomy  and  adenoidectomy,  es- 
pecially the  adenoidectomy  are  indicated  in 
very  early  years  whenever  the  signs  of  ob- 
struction are  manifest.  It  is  true  that  ade- 
noids remo\'ed  in  infancy  are  prone  to  recur 
later,  but  better  two  operations  than  have  the 
growing  child  suffer  the  effects  of  insufficient 
aeration.  1 he  optimum  age  for  the  removal 
of  adenoids  and  tonsils  is  between  3j/2  and  4 
years.  By  this  time  the  child  is  well  able 
to  withstand  the  effects  of  the  anesthetic 
and  surgery  and  derives  the  advantages  dur- 
ing the  all  important  years  between  4 and  7 
when  the  arching  of  the  palate,  shape  of  the 
dental  ridge,  and  occlusion  of  the  teeth  are 
largely  determined.  This  also  prevents  the 
development  of  the  dull  and  stupid  facial  ex- 
pression characterized  as  the  adenoid  faces. 
Recent  studies  indicate  that  this  proper  arch- 
ing of  the  palate  and  dental  formation  are 
the  result  of  more  or  less  continuous  pressure 
of  the  tongue  upon  the  parts  affected;  the 
mouth  breather  naturally  loses  the  affect  of 
this  pressure  or  support.  While  I do  not 
uphold  the  practices  of  some  large  school 
clinics  of  driving  the  youngsters  in  for  whole- 
sale tonsillectomies,  I do  emphasize  the  fact 
that  a preventive  tonsillectomy  and  adenoid- 
ectomy are  much  to  be  preferred  to  a curative 
operation. 

In  conclusion,  I wish  to  state  that  I lay  no 
claim  to  originality  for  any  of  the  material 
here  presented.  To  my  former  professors, 
teachers,  hospital  co-workers  and  authors  of 
well  known  standard  monographs  goes  the 
credit  for  any  formula  or  procedure  that  has 
been  discussed. 

In  closing  I wish  to  acknowledge  with 
grateful  appreciation  the  good  cooperation  of 
my  fellow  physicians  during  my  first  year  of 
private  practice.  Your  cooperation  has  been 
quite  encouraging  indeed  and  I hope  that  the 
services  rendered  to  your  patients  has  been 
such  that  your  continued  support  will  be 
granted.  I thank  you. 
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THE  HYPOTHYROID  HEART* 


By  Walter  C.  Swann,  M.  D.,  F.  A.  C.  P. 
Huntington,  West  Va, 


'^HE  title  of  this  paper,  the  hypothyroid 
heart,  was  chosen  in  order  to  cover  that 
large  group  of  less  severe  cases  not  included 
in  the  myxedema  class.  I have  tried  to  show 
what  I believe  to  be  true,  that  some  of  the 
hypothyroid  patients  with  a rate  of  minus  ten 
to  twenty  will  have  early  heart  changes  that 
are  often  overlooked. 

Tabulation  of  two  hundred  and  ninety-six 
consecutive  basal  metabolic  rate  tests  show  two 
hundred  and  five  minus  readings.  Thus 
seventy  percent  of  all  cases  having  metabolism 
tests  were  hypothyroids  in  some  degree.  It 
is  customary  to  classify  as  myxedema  patients 
all  those  having  basal  metabolic  rates  of  minus 
twenty  or  below  and  all  those  of  minus  ten  to 
twenty  as  mild  hypothyroids.  The  average 
metabolic  rate  of  all  the  minus  cases  in  this 
series  was  minus  14.2  percent.  One  hundred 
and  fifty-four  were  minus  ten  or  more. 
Thirty-six  were  minus  twenty  or  below. 
Trumper  and  Cantarow^  say  in  their  book  on 
biochemistry  that  values  below  minus  thirty- 
five  percent  are  extremely  unusual  although 
figures  as  low  as  minus  forty-two  percent 
have  been  observed  in  severe  cases  of 
myxedema. 

The  determination  of  the  basal  metabolic 
rate  is  almost  essential  in  the  diagnosis  of  mild 
grades  of  hypothyroidism  and  in  following 
the  response  to  treatment.  However,  we 
may  get  a minus  basal  metabolic  rate  in  other 
conditions  such  as  hypo-pituitarism,  hypo- 
adrenal  ism,  lipoid  nephrosis,  shock,  tuber- 
culosis, low  caloric  diet  deficient  in  protein 
and  any  condition  of  malnutrition.  It  is  im- 
portant therefore  that  we  do  not  depend  too 
much  on  the  basal  metabolic  rate  in  making 
our  diagnosis  of  hypothyroidism.  At  a recent 
meeting  of  the  American  College  of  Physi- 
cians, one  essayist  made  the  statement  that 

“Read  before  the  Medical  Review  Society,  Huntington.  W.  Va., 
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single  basal  metabolic  rate  tests  are  of  no 
value,  but  that  several  consecutive  tests  over 
a period  of  days  or  weeks  will  give  an  aver- 
age level  that  may  be  relied  upon  to  indicate 
the  actual  basal  rate. 

The  first  reported  cases  of  myxedema  heart 
were  published  by  Zondeck  in  1918  from 
Krause’s  clinic  in  Berlin.  He  described  a 
generalized  heart  enlargement  with  normal 
blood  pressure,  slow  pulse  rate  and  electro- 
cardiographic changes,  all  of  which  were 
benefitted  by  thyroid  medication.  Since  that 
time  many  papers  and  case  reports  have  been 
published  on  this  subject  and  other  phases  of 
hypothyroidism. 

Fahr®  in  1925  reported  the  first  cases  from 
this  country.  He  not  only  caused  a reduction 
of  the  hearts  to  normal  size  on  thyroid  treat- 
ment, but  caused  them  to  dilate  again  on  with- 
drawal of  treatment.  In  the  American 
Heart  Journal  for  October,  1932,  he  gives  his 
further  studies  of  seventeen  cases  of  myxede- 
ma heart.  Some  of  his  conclusions  were;  that 
seventy  five  percent  of  his  cases  of  myxedema 
show  signs  and  symptoms  of  heart  failure. 
Thyroid  extract  relieves  the  signs  of  heart 
failure  promptly.  Many  cases  of  myxedema 
heart  are  complicated  by  coronary  sclerosis. 
The  age  of  onset  of  myxedema  heart  in  his 
series  varied  between  nineteen  and  seventy 
years  of  age. 

In  taking  up  the  diagnosis  of  hypothyrold- 
sim  let  me  say  again  that  the  basal  metabolic 
rate  is  probably  the  most  necessary  single  test 
to  guide  us.  But  not  all  patients  showing  a 
minus  rate  will  be  found  to  be  hypothyroids. 
The  text  book  picture  of  hypothyroidism  is 
extremely  rare.  They  are  usually  described 
as  fat  and  expressionless  with  rough  dry  skin 
and  coarse  hair.  Some  of  my  cases  have 
been  thin,  almost  emaciated  and  very  alert 
mentally.  The  one  symptom  that  I have 
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found  common  to  all  of  them  is  easy  fatigue- 
ability.  Dr.  Albert  H.  Hoge'  has  listed  the 
symptoms  well  in  his  papier  on  Thyroid  De- 
riciencies  and  Chronic  Infections.  He  gives 
as  the  chief  symptom,  easy  fatigue  and  ex- 
haustion. Other  symptoms  listeci  are;  (1) 
Tendency  to  contract  infections  that  do  not 
respond  well  to  treatment;  (2)  mostly  fe- 
males; (3)  generally  they  are  under-nour- 
ished; (4)  rarely  do  they  eat  breakfast;  (5) 
seldom  are  their  feet  and  hands  warm,  re- 
gardless of  the  weather;  (6)  they  usually 
have  a lowered  basal  metabolic  rate;  (7)  all 
Improve  on  thyroid  treatment. 

All  authorities  will  agree  that  easy  fatigue- 
ability  and  exhaustion  are  what  we  look  for  in 
heart  failure  cases  that  have  not  advanced  far 
enough  to  give  us  much  else  in  the  way  of 
diagnosis.  This  has  led  me  to  believe  that 
the  same  symptoms  in  hypothyroidism  may 
be  due  to  the  effect  on  the  heart  muscle  of  the 
disturbed  metabolism.  Hypothyroidism  is  ac- 
companied by  a lowered  blood  sugar  and  this 
will  interfere  with  proper  fuel  for  muscular 
activity. 

Rockwell  of  the  university  of  Minnesota 
has  shown  by  dynometer  and  ergographic  ex- 
amination, that  the  voluntary  muscles  of 
myxedema  patients  are  reduced  in  strength 
and  fatigue  much  more  rapidly  than  in  normal 
subjects.  After  thyroid  treatment  the  same 
muscles  give  a much  improved  function  test. 
Therefore  it  should  follow  that  the  lack  of 
thyroid  hormone  which  causes  weakening  and 
fatigueability  in  the  voluntary  muscles  will 
also  cause  the  same  changes  in  the  heart 
muscle.  Early  changes  in  the  heart  muscle 
which  may  be  starting  in  the  mild  hypo- 
thyroid cases  could  be  prevented  by  feeding- 
small  amounts  of  thyroid. 

The  heart  muscle  shows  its  lack  of  nour- 
ishment first  in  feelings  of  exhaustion.  Then 
follows  low  blood  pressure,  cold  extremities 
and  sometimes  anginal  pains.  Blood  counts 
show  a relative  lymphocytosis.  McCullough 
and  Dunlap  In  a report  of  two  hundred  and 
fifty  differential  blood  counts  on  thyroid  cases 
conclude  that  the  degree  of  relative  lymph- 


ocytosis is  the  same  in  hypothyroids  as  in 
hyperthyroids. 

The  electrocardiographic  changes  that  1 
have  seen  in  this  group  of  cases  are  lowered 
voltage  and  inversion  or  a flattening  of  the  T 
waves.  Some  of  my  patients  have  shown  a 
marked  improvement  and  some  a return  to 
normal  electrocardiograms  after  thyroid 
treatment. 

X-ray  examination  of  the  heart  in  these 
mild  hypothyroid  cases  does  not  show  as  a 
rule  any  marked  enlargement  in  the  first  ex- 
amination, but  after  the  patient  has  been  on 
treatment  for  a few  weeks  a second  film  of 
the  heart  will  usually  show  a reduction  in  the 
size  of  the  heart.  In  plating  these  hearts  I 
have  been  very  careful  to  get  the  same  dis- 
tance from  the  patient  in  each  examination, 
teleoroentgenograms  were  made. 

Fahr’s®  clinic  reports  the  electrocardio- 
graphic changes  as  negative  T waves  in  one  or 
more  leads,  abnormal  QRS  complexes  and 
lengthened  PR  intervals,  all  of  which  re- 
turned to  normal  on  thyroid  medication. 
Their  x-ray  examinations  show  dilated  hearts 
that  become  smaller  on  thyroid  treatment  and 
dilate  again  if  the  medication  is  withheld. 

Some  years  ago  Sutherland  Simpson  pro- 
duced cretin  sheep  and  goats  by  removal  of 
the  thyroid  shortly  after  birth.  Twenty  of 
these  animals  were  later  given  an  autopsy 
examination.  All  of  the  animals  showed 
arteriosclerosis;  none  of  the  controls  did.  The 
hearts  of  nearly  all  the  animals  were  described 
as  dilated,  flabby  and  pale.  Cross  striation  in 
the  heart  muscle  was  absent  in  several  and 
the  muscle  fibers  were  not  normal  in  appear- 
ance. Sutherland  Simpson’s  daughter,  Ethel, 
studying  the  voluntary  muscle  of  the  same 
sheep,  found  there  was  a changed  appearance 
from  the  normal.  There  was  a definite 
smaller  quantity  of  cytoplasm  and  a reduc- 
tion In  the  number  of  nuclei. 

I now  wish  to  give  a few  selected  case 
reports  and  show  the  electrocardiograms  and 
teleoroentgenograms  made  on  these  patients. 

Case  No.  1.  Female,  twenty-seven  years 
of  age.  Her  chief  complaint  was  easy 
fatigueability  and  exhaustion.  In  her  own 


348 


The  West  Virginia  Medical  Journal 


August,  1933 


words,  “Weak  spells,  almost  falls  out  of  chair 
while  trying  to  work.  Gas  and  indigestion, 
gets  numb  all  over.  Cold  hands  and  cold 
feet.  Persistent  constipation.  Can’t  seem  to 
get  rested.”  Her  present  weight  of  ninety- 
eight  pounds  is  at  best,  thirty-five  pounds 
under  weight.  Nothing  to  account  for  her 
symptoms  was  found  in  the  physical  examina- 
tion. Basal  metabolic  rate  was  minus  19. 
Electrocardiogram  not  abnormal  except  in 
lowered  voltage.  Teleoroentgenogram  shows 
slight  prominence  of  pulmonic  conus,  total 
width  is  11.2  cm.  which  is  in  normal  limits. 
Blood  count j Hemoglobin,  73% 5 Red  cells, 
3,200,000 j White  cells,  7000}  Polymor- 
phonuclears,  70%.}  Small  lymphocytes  30%. 
We  have  in  this  case  easy  fatigue  and  exhaus- 
tion, cold  extremities,  constipation  and  a 
lowered  basal  metabolic  rate  upon  which  to 
base  a diagnosis  of  hypothyroidism.  The 
cardiogram  and  x-ray  do  not  seem  to  prove 
any  abnormality.  However,  after  this  patient 
had  been  on  thyroid  treatment  for  fourteen 
weeks  she  reports  that  she  feels  much  im- 
proved generally.  Basal  metabolic  rate  has 
not  improved  as  much  as  might  be  expected 
and  is  still  minus  14.  The  teleoroentgeno- 
gram shows  a reduction  in  total  width  of  heart 
shadow  of  .6cm.  Electrocardiogram  shows  a 
slight  improvement  in  voltage.  The  reduc- 
tion in  total  width  of  an  already  normal  size 
heart  as  shown  in  this  case  is  exactly  what  I 
hoped  to  show  as  evidence  in  proof  of  my 
hypothesis,  that  heart  muscle  changes  are 
present  but  not  easily  apparent  in  these  mild 
hypothyroids.  Teleoroentgenograms  taken 
for  comparison  with  former  films  of  the  same 
patient  must  be  carefully  made.  Exposure 
time  of  sufficient  length  must  be  used  to  get 
the  heart  in  systole  as  well  as  in  diastole.  The 
x-ray  tube  must  be  centered  on  the  same 
anatomical  landmark  and  the  same  phase  of 
respiration  chosen  for  the  exposure. 

Case  No.  2.  Female,  thirty  years  of  age. 
Complaining  of  extreme  nervousness,  short- 
ness of  breath  at  times  but  not  brought  on  by 
exercise,  b'ainted  twenty-five  times  in  the 
last  year.  Has  a tendency  to  stay  over- 
weight. Although  she  had  wanted  children 


and  has  done  nothing  to  prevent  conception, 
has  never  been  pregnant.  Very  seldom  eats 
breakfast.  Is  very  sensitive  to  heat  and  cold. 
The  points  of  importance  found  in  her  phy- 
sical examination  were,  blood  pressure  98/ 60, 
weight  150  pounds,  heart  enlarged  slightly  to 
the  left.  Blood:  75%  Hemaglobin}  3,600,- 
000  red  cells}  8,200  white  cells}  65%  polys} 
35%  small  lymphs.  Basal  metabolic  rate 
minus  17.  Teleoroentgenogram  shows  a total 
heart  width  of  12.5  cm.,  which  was  not  con- 
sidered abnormal.  The  teleoroentgenogram 
now  shows  1 cm.  reduction  in  the  total  heart 
width.  The  electrocardiogram  does  not  show 
any  improvement.  This  patient  reports  that 
she  feels  retaarkably  improved.  Her  weight 
is  now  1 45  pounds,  a reduction  of  five  pounds. 

Case  No.  3.  Mrs.  T.  F.  B.,  fifty-six  years 
of  age.  Chief  complaint,  tires  easily  and  feels 
exhausted  almost  all  the  time.  Rarely  desires 
any  breakfast.  Coldness  of  extremities  ac- 
companied by  tingling  sensations.  Recently 
she  has  noticed  that  walking  has  caused  short- 
ness of  breath  and  vertigo.  There  is  nothing 
in  the  past  history  to  suggest  heart  disease. 
She  was  found  to  have  a low  blood  pressure 
of  112/70.  Her  weight  was  176  pounds. 
Basal  metabolic  rate  was  minus  23.  Edectro- 
cardiogram  revealed  low  voltage  T waves. 
Teleoroentgenogram  gave  a total  heart  width 
of  14.1  cm.  and  there  was  apparently  a fusi- 
form aneurysm  of  the  thoracic  aorta.  After 
a few  weeks  on  thyroid  medication  a second 
teleoroentgenogram  shows  a marked  reduc- 
tion in  the  size  of  her  heart  and  the  electro- 
cardiogram shows  an  improvement  in  the 
voltage  of  T waves.  The  basal  metabolic 
rate  is  now  minus  19.  The  patient  says  she 
feels  very  much  better. 

Case  No.  4.  Mr.  L.  H.  N.,  age  39.  His 
chief  complaint  was  easy  fatigueability  and  a 
tendency  to  faint  easily.  Weight  tends  to  in- 
crease although  he  diets  himself  constantly. 
Rarely  eats  much  breakfast.  Has  had  some 
attacks  he  called  “weak  heart”.  The  im- 
portant findings  in  his  physical  examination 
were,  weight  209  pounds,  blood  pressure 
110  60,  basal  metabolic  rate  minus  12,  elec- 
trocardiogram shows  low  voltage  T one, 
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negative  T two  and  T three.  The  fluoro- 
scopic examination  shows  a fairly  normal  heart 
in  size  and  contour.  The  blood  count  gave  a 
relative  lymphocytosis  and  a slight  secondary 
anemia.  After  he  had  been  on  thyroid  treat- 
ment for  six  weeks  he  reported  that  he  felt 
remarkably  improved.  The  electrocardio- 
gram shows  an  improvement  in  voltage  and 
the  T two  has  become  positive  instead  of  nega- 
tive as  it  was  before  treatment.  This  patient 
was  giv'en  no  treatment  except  his  thyroid 
tablets  and  the  benefit  shown  in  the  electro- 
cardiogram was  attributed  to  his  treatment. 

The  four  cases  reported  have  been  selected 
to  show  evidence  of  improvement  of  the  heart 
muscle  due  to  thyroid  medication  but  I do  not 
wish  to  give  the  Impression  that  all  the  cases 
studied  gave  this  type  of  evidence  to  show  the 
good  derived  from  the  thyroid.  I will  not 
bore  you  with  further  case  histories  but  want 
to  show  you  some  records  of  cases  taken  from 
the  hypothyroid  group.  All  these  patients 
had  symptoms  comparable  to  those  quoted 
above  and  you  will  note  that  the  x-ray  and 
electrocardiographic  records  would  tend  to 
show  either  no  benefit  at  all  or  that  the 
patients  are  more  pathological  now  than  be- 
fore treatment. 

It  has  been  shown  that  the  patient’s  feeling 
of  improvement  is  the  only  reliable  evidence 
in  proof  of  benefit  from  thyroid  medication. 
Even  this  may  be  psychic.  Graphic  records 
and  serial  x-ray  examinations  may  be  made 
to  prove  almost  anything.  Dilated  hearts  will 
reduce  in  size  on  rest  alone.  Electrocardio- 
grams will  change  from  good  to  bad  and  back 
again  on  no  treatment  at  all.  Mild  hypo- 
thyroid patients  do  have  as  their  chief  symp- 
tom, easy  fatigue  ability  and  exhaustion  which 
is  also  recognized  as  the  first  symptom  of  a 
failing  myocardium.  These  patients  will 
all  say  they  are  improved  after  treatment  with 
thyroid  extract.  Therefore,  I believe  we  can 
say  there  is  such  a thing  as  the  hypothyroid 
heart  although  it  is  not  easily  proven.  It  is 
my  opinion  that  the  foundation  for  coronary 
disease  and  thrombosis  of  the  coronary  artery 
is  often  developed  as  secondary  to  the  so- 


called  mild  hypothyroidism.  The  hypothy- 
roid patient  should  be  kept  on  treatment  over 
a period  varying  from  one  year  to  all  the  re- 
mainder of  his  life.  Observations  of  the  basal 
metabolic  rate  should  be  made  at  intervals  and 
are  only  accurate  if  taken  in  a series  of  three 
or  more  tests  made  on  different  days. 
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SEX  EDUCATION 

“Sex  Education”  is  the  title  of  a group  of  articles 
by  Dr.  Thurman  B.  Rice,  the  first  of  which  appears 
in  the  July  issue  of  Hygeia,  the  Health  Magazine. 
The  series  is  directed  entirely  to  adults — to  parents, 
prospective  parents,  teachers,  scout  masters,  minis- 
ters, physicians  and  all  those  who  have  to  do  with 
the  training  of  boys  and  girls.  The  American  Medi- 
cal Association  has  available  pamphlets,  intended  for 
children  and  young  people,  which  are  sold  to  those 
who  wish  literature  to  be  placed  in  the  hands  of  the 
young  people  themselves. 

In  the  first  article  Dr.  Rice  discusses  the  ideals 
and  purposes  of  sex  education.  He  believes  that  sex 
is  pure  and  chaste  when  it  is  not  confused  with  sen- 
suality. He  believes  that  children  should  receive 
information  on  sex  through  desirable  channels  and 
not  from  the  gutters  of  the  street. 

The  young  people  of  today  are  demanding  a posi- 
tive education.  In  this  they  are  wise,  for  once  the 
mind  is  filled  with  pertinent  facts,  it  is  satisfied  and 
goes  about  its  legitimate  business  untempted  by  mor- 
bid or  lascivious  curiosity. 

In  the  August  issue  of  Hygeia,  Dr.  Rice  will  dis- 
cuss “Reproduction  in  the  Plant  and  Animal  King- 
doms.” 
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INTRATHORACIC  TUMORS 


By  M.  I.  Mendeloff,  M.  D. 
Charleston,  W . V a. 


'P'he  object  of  this  paper  is  to  call  attention 
of  the  practicing  physician  to  the  fact  that 
intrathoracic  growths  occur  rather  frequently, 
and  that  the  diagnosis  is  not  very  difficult  and 
can  be  substantiated  before  death.  The  four 
cases  which  I present  have  been  observed 
during  the  past  four  or  five  years,  two  of  these 
cases  coming  to  autopsy  with  the  diagnosis 
verified. 

Case  No.  1.  Adeno-carcinoma  of  lower 
lobe  bronchus  complicated  by  bronchiectasis. 
The  patient,  a woman  of  45,  was  seen  by  me 
with  a history  of  influenzal  pneumonia  of 
lower  left  lobe.  As  the  process  did  not  clear 
up,  chest  aspiration  was  attempted  but  no  fluid 
was  obtained. 

The  patient  continued  to  run  a tempera- 
ture, and  leucocytosis  and  marked  pains  in 
chest  persisted.  Lung  abscess  was  suspected 
and  bronchoscopy  was  advised.  When  the 
bronchoscope  was  passed  a pinkish  nodule  was 
observed  in  lower  left  lobe  bronchus.  Biopsy 
showed  adenocarcinoma.  Since  then  the 
patient  has  received  numerous  x-ray  treat- 
ments and  aside  from  marked  bronchiectasis, 
which  requires  postural  drainage  twice  a day, 
her  condition  is  fair.  X-ray  examination 
made  recently  shows  marked  density  in- 
volving the  lower  left  lobe. 

Comments:  The  condition  in  this  case 

followed  acute  influenzal  pneumonia.  Atten- 
tion has  been  called  by  several  observers  to 
the  frequency  of  pulmonary  neoplasm  as  en- 
countered in  patients  with  a history  of  recent 
influenza.  A negative  thoracenthesis  in  spite 
of  continuous  fever,  sweats,  rapid  pulse  and 
pains  in  left  chest  made  me  suspect  lung 
abcess.  The  bronchoscope  revealed  a tumor 
and  the  pathologist  made  the  diagnosis  of 
lung  malignancy. 

Case  No.  2:  Carcinoma  of  the  lung.  The 

history  is  that  of  a man  39  years  of  age,  who 


enjoyed  good  health  until  about  8 months 
before  death,  when  he  began  to  experience 
severe  pains  in  chest,  paroxysmal  in  nature, 
the  pain  extending  over  the  precordium, 
radiating  to  the  axilla  and  the  left  arm.  Along 
with  the  paroxysms  of  pain  he  would  have 
attacks  of  faintness,  dizziness,  sense  of  pre- 
cordial oppression  and  marked  shortness  of 
breath.  Loss  of  weight  gradually  developed, 
as  well  as  loss  of  strength.  On  examination 
he  presented  the  following  signs  of  a medias- 
tinal mass:  cyanosis,  suffusion  of  face,  mark- 
edly dilated  veins  over  chest  and  abdomen, 
and  increased  parasternal  dullness.  X-ray 
showed  a mass  involving  the  right  upper  lobe. 
Special  examination  showed  deflection  of 
trachea  and  paralysis  of  right  vocal  cord,  and 
bronchoscopy  showed  a growth  on  the  wall  of 
the  right  bronchus,  two  cm.  below  bifurcation. 
Biopsy  showed  squamous  cell  carcinoma.  He 
was  treated  with  x-ray  and  radium  but  with- 
out benefit.  He  died  suddenly  from  pul- 
monary hemorrhage,  and  the  autopsy  showed 
carcinoma  of  the  lung,  obstruction  of  superior 
vena  cava,  bronchiectasis  and  pulmonary 
hemmorrhage. 

Comment:  This  man  consulted  me  on 

account  of  pain  in  upper  abdomen  and  chest. 
He  stated  that  he  was  operated  upon  for 
appendicitis  2 months  before  but  his  abdo- 
minal symptoms  persisted.  It  is  well  to  re- 
member that  intrathoracic  lesions  may  give 
rise  to  abdominal  symptoms,  in  this  case  due 
to  obstruction  of  superior  vena  cava. 

Case  No.  3:  Mediastinal  tumor  occupy- 

ing the  left  chest. 

The  history  is  that  of  a white  male  26  years 
old  who  has  been  in  good  health  up  until  four 
months  ago,  when  he  developed  cough  and 
fever.  This  cleared  up  to  re-appear  with 
marked  dyspnea  and  the  expectoration  of 
prune  juice  sputum.  Pneumonia  was  sus- 
pected. On  admission  to  hospital  the  tern- 


August,  1933 


The  West  Virginia  Medical  Journal 


351 


perature  was  103;  pulse  130;  respirations  34. 
He  remained  in  the  hospital  for  two  weeks, 
but  his  temperature  persisted.  Chest  aspira- 
tion was  done  and  a small  amount  of  amber 
colored  fluid  was  drawn  olT.  As  he  contin- 
ued to  run  a septic  temperature  another 
aspiration  was  done,  but  only  a small  amount 
of  clear  fluid  was  withdrawn.  From  that 
time  on  he  continued  to  complain  of  marked 
pain  in  left  chest  paroxysmal  in  character, 
with  cough  and  marked  dyspnea.  On  several 
occasions  he  expectorated  brick  dust  sputum, 
and  thirty-five  pounds  lost  in  weight  in  six 
weeks.  X-ray  showed  a round  area  of 
density  occupying  the  greater  portion  of  the 
left  chest. 

A diagnosis  of  mediastinal  tumor  was  made 
and  treatment  with  x-rays  was  instuted.  His 
condition  grew  worse  and  operation  was 
undertaken.  A tumor  was  found  occupying 
the  entire  left  chest  displacing  the  heart  to 
the  midline.  The  patient  died  before  the 
operation  was  completed.  The  removed 
tumor  w'as  15x10x9  cm.  and  microscopical  ex- 
amination showed  it  to  be  fibrosarcoma. 

Comment:  History  of  symptoms  follow- 

ing pneumonia  but  with  negative  repeated 
chest  aspirations.  Paroxysmal  dyspnea, 
marked  pains  in  chest  and  x-ray  picture  of 
density  in  left  lung  were  indicative  of  an  In- 
trathoracic  lesion. 

Case  No.  4:  Tumor  of  pleura,  probably 

endothelioma.  History  of  a man  past  middle 
life  who  came  in  to  see  me  on  account  of  ex- 
pectoration of  a small  amount  of  bloody 
mucus  after  exertion.  Has  always  enjoyed 
good  health.  No  loss  of  weight,  no  cough. 
Has  had  annual  physical  examinations  and 
was  always  found  to  be  in  good  condition. 
The  last  examination  was  made  six  months 
ago  with  negative  results.  Two  years  ago  had 
pressure  in  chest  with  slight  dypsnea.  Except 
for  a fast  pulse  and  slight  hypertension  has 
considered  himself  well.  Physical  examina- 
tion showed  a well  developed  man  in  no  great 
distress,  with  signs  of  arteriosclerosis  and 
hypertension.  The  right  chest  was  flattened 
and  breath  sounds  were  absent  in  the  upper 
right  lobe.  The  left  lung  was  negative.  The 


heart  was  pushed  to  the  left.  The  rest  of 
the  examination  was  negative.  A diagnosis  of 
pleural  effusion  was  made  and  three  thoracen- 
teses in  different  points  of  the  right  chest  were 
all  negative  for  fluid.  The  impression  after 
examination  was  that  the  man  had  a lung 
tumor. 

X-ray  Refort:  A homogeneous  density 

fills  most  of  the  central  portion  of  the  right 
chest,  shading  off  towards  the  periphery  and 
towards  the  apex.  The  appearance  suggests 
either  thickened  pleura  or  new  growth. 

Comment:  The  insidious  onset,  absence  of 

constitutional  symptoms,  gradual  develop- 
ment of  cough,  dyspnea  and  weakness  occur- 
ring in  a patient  past  middle  life,  are  char- 
acteristic of  neoplasm. 

All  authorities  agree  that  there  has  been  an 
increase  in  the  number  of  Intrathoracic  new- 
growths  in  recent  years  and  this  increasing 
frequency  forces  the  physician  to  consider  its 
possibility  in  the  differential  diagnosis.  The 
reasons  for  this  apparent  frequency  have  been 
numerous.  Recent  epidemics  of  influenza, 
modern  industrial  conditions  with  irritating 
dusts,  use  of  x-ray,  the  employment  of  the 
bronchoscope,  more  systematic  use  of  autopsies 
all  have  been  brought  forward  in  attempt  to 
explain  the  Increase  in  the  number  of  intra- 
thoracic neoplasms  reported. 

Symptoms:  Pain,  acute  at  first,  is  re- 

placed by  soreness;  other  symptoms  are 
cyanosis  due  to  the  compression  of  vena  cava, 
clubbing  of  fingers,  hoarseness  due  to  par- 
alysis of  the  vocal  cords  and  of  the  recurrent 
laryngeal  nerve.  Dysphagia  may  be  present 
as  well  as  swelling  of  the  arm.  Along  with 
the  above  symptoms  there  is  progressive  loss 
in  weight  and  strength  with  cachexia.  Fever 
may  be  high  and  drenching  sweats  may  be 
present. 

The  physical  signs  are  those  of  intrathoracic 
growths  with  areas  of  dullness  with  hyper- 
resonance and  patchy  asthmatic  breathing. 

When  the  disease  attacks  the  lower  lobes 
pleurisy  with  effusion  is  the  diagnosis  usually 
made.  Exploratory  puncture  will  reveal  no 
fluid  or  if  fluid  is  present  it  is  usually  bloody 
and  recurs  after  tapping.  Occasionally  bits 
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of  tissue  are  obtained  with  the  fluid  and  cancer 
ceils  may  be  found  in  the  fluid.  After  aspira- 
tion, if  the  chest  is  re-examined,  the  physical 
signs  of  dullness  will  persist.  If  the  tumor  is 
situated  in  the  upper  lobes  one  must  thing  of 
tuberculosis.  While  in  tuberculosis,  both 
lungs  show  changes,  one  more  than  the  other, 
here  the  changes  are  confined  to  one  side. 
Sputum,  repeatedly  negative  for  acid  fast 
bacilli  should  arouse  our  suspicion  of  a neo- 
plasm being  present.  In  addition  marked 
paroxysmal  dyspnea,  dilated  veins  and  the 
x-ray  findings  should  prove  helpful. 

Syphilis  of  the  lung  is  a rare  condition. 
Many  text  books  do  not  mention  it.  At  any 
rate,  it  is  my  belief  that  persistent  rales  with 
diminished  resonance  over  the  lower  lobe  are 
not  sufficient  to  make  a diagnosis  of  lung 
syphilis  even  if  rales  disappear  on  treatment. 

The  use  of  x-ray  and  of  the  fluoroscope  and 
the  bronchoscopic  examination  in  the  sus- 
pected cases  have  done  more  to  diagnose  cases 
of  intrathoracic  tumors  than  any  other  agent 
in  use. 


In  conclusion  let  me  emphasize: 

1 . There  appears  to  have  been  a striking 
increase  in  the  number  of  cases  of  intrathoracic 
tumors  and  that  the  condition  is  more  common 
than  is  believed. 

2.  Early  symptoms  may  be  absent  or  in- 
definite. 

3.  The  presence  of  cough,  dyspnea  with 
expectoration  of  bloody  sputum  in  persons 
past  middle  life,  particularly  if  the  sputum  is 
negative  for  tubercle  bacilli,  should  arouse 
suspicion  of  lung  malignancy,  particularly  if 
the  cough  is  persistent  and  not  controlled  by 
sedatives. 

4.  Recurrent  pleural  exudates,  if  hem- 
morrhagic,  should  arouse  the  suspicion  of  lung 
malignancy. 

5.  The  importance  of  the  use  of  x-ray 
and  fluoroscope  in  making  diagnosis  in  such 
cases. 

6.  In  obscure  chest  cases  which  do  not 
show  a tendency  to  improve  a bronchoscopic 
examination  is  of  great  value. 


ACUTE  BACK  INJURIES* 


By  T.  T.  Bagwell,  M.  D. 
Grace  Hos-pital 
Welch,  W.  Va. 


Tn  selecting  this  subject  I could  think  of  no 
group  of  orthopedic  conditions  which  are 
of  more  vital  importance  to  practitioners  of 
medicine  than  acute  injuries  of  the  spine  and 
back.  Many  of  us  are  prone  to  consider  too 
lightly  those  cases  presenting  no  external  or 
positive  evidence  of  injury.  On  the  other 
hand  the  back  offers  the  malingerer  an  ex- 
cellent opportunity  to  confuse  even  the  most 
pains-taking  surgeon.  It  would  be  impossible 
in  a single  brief  article  to  consider  in  detail  all 
the  conditions  which  might  result  from  trauma 
to  this  portion  of  the  body,  so  I will  attempt 
simply  to  outline  in  the  form  of  a differential 
diagnosis  those  injuries  that  are  most  fre- 

•Read  before  ihe  McDowell  County  Medical  Society,  Welch.  April 
1 1.  1 933. 


quently  encountered  in  the  coal  fields,  and 
touch  briefly  on  their  treatment. 

Injuries  to  the  back  may  vary  from  a simple 
sprain  of  the  muscles  and  ligaments  to  a com- 
plete fracture  dislocation  of  the  spine,  asso- 
ciated with  severance  of  the  cord  followed  by 
a total  permanent  paralysis  from  the  site  of 
injury  down. 

All  cases,  no  matter  how  trivial  they  may 
seem,  should  be  given  a thorough  physical 
examination,  including  both  anterlo-posterior 
and  lateral  x-ray  views.  Many  times  definite 
evidence  of  Injury  will  be  found  that  other- 
wise might  have  easily  been  overlooked. 

Among  the  simplest  of  these  Injuries  which 
come  under  our  observation  are  the  sacro-iliac 
and  1 umbo-sacral  sprains.  These  may  be 
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acute  or  chronic.  The  acute  cases  present  a 
definite  history  of  a single  injury,  in  which  a 
sudden  acute  strain  was  placed  upon  the  lower 
back,  followed  Immediately  by  pain  of  varying 
intensity  at  the  site  of  the  injury.  Later  pain 
may  radiate  down  the  course  of  the  sciatic, 
lumbar  or  superior  gluteal  nerves.  Occasional- 
ly these  referred  pains  become  more  Intense 
than  that  of  the  injured  area.  Shifting  of 
position  is  attended  with  pain.  The  patient 
states  that  when  he  is  seated  he  has  trouble 
arising  to  the  erect  position,  and  while  stand- 
ing, assuming  the  sitting  position  is  painful. 
Occasionally  in  a uni-lateral  sprain  of  the 
sacro-iliac  joint  an  abnormal  posture  is 
assumed.  Most  often  a tilt  to  the  opposite 
side  affords  relief,  though  in  a smaller  per- 
centage of  cases  the  list  is  to  the  same  side. 
The  latter  is  usually  true  only  in  those  cases 
associated  with  sciatic  pain  when  the  sciatica  is 
the  most  disturbing  feature. 

Chronic  sprains  may  follow  the  acute,  or 
may  come  on  insidiously.  They  are  some- 
times referred  to  as  occupational,  and  are  seen 
in  patients  whose  duties  require  constant 
heavy  strain  on  the  back  muscles.  Frequently 
these  patients  complain  of  having  suffered  a 
mild  sprain  which  did  not  require  cessation  of 
work,  and  was  relieved  somewhat  by  rest.  In 
this  type  the  differentiation  from  chronic 
arthritis  is  often  difficult.  This  point  is  illus- 
trated and  emphasized  in  a series  of  cases  of 
low  back  pain  reported  by  Aliltner  and  Loen- 
dorf.  Of  1375  cases.  In  which  the  primary 
diagnosis  was  sacro-iliac  or  lumbo-sacral 
sprain,  after  one  to  ten  years  observation  850 

1 of  the  group  had  the  diagnosis  changed  to 

I lumbar  arthritis.  And  certainly  it  could  not 

I be  more  beautifully  brought  out  than  in  the 
mine  injury  patients  wffio  would  like  to  have 
compensation  during  the  depression.  The  new 
diagnosis  must  be  made  either  by  follow  up 
x-rays  or  by  the  development  of  arthritis  in 
various  other  points. 

( The  four  cardinal  symptoms  of  these  condi- 
tions as  listed  by  Steindler  are:  First,  a defi- 

nite circumscribed  area  of  localized  tender- 
ness, frequently  associated  with  spasm  of  the 
surrounding  muscles.  Second,  a typical  posi- 


tion which  aggravates  the  pain.  Third,  a 
position  chat  when  assumed  affords  relief 
from  the  painj  and  fourth,  acute  sprains  re- 
spond to  immobilization  of  the  joint  in  the 
position  of  relief,  or  in  such  a position  as  will 
relax  the  sprained  ligaments. 

The  localized  tenderness  is  found  over  the 
anatomical  site  of  injury,  over  the  posterior 
sacro-iliac  ligament  in  sacro-iliac  sprain  and 
over  the  lumbo-sacral  angle  in  lumbo-sacral 
sprain.  Smith  Peterson  has  called  attention 
to  a valuable  differential  point.  In  sacro- 
iliac sprains  when  the  patient  is  seated  with 
knees  flexed,  relaxing  the  hamstring  muscles, 
he  can  bend  forward  freely  without  discom- 
fort, but  when  standing,  forward  flexion  is 
greatly  limited  and  attended  with  consider- 
able pain  in  the  injured  joint  due  to  tension  on 
the  hamstrings,  holding  the  pelvis  fixed.  In 
lumbo-sacral  sprains,  forward  flexion  is 
equally  as  painful  when  standing  as  when 
seated. 

Certain  special  tests  contribute  valuable  in- 
formation as  to  the  exact  location  of  the  lesion. 
Forcible  compression  of  the  iliac  crest  often 
elicits  pain  in  the  sprained  sacro-iliac  joint, 
but  as  a rule  has  no  effect  on  the  lumbo-sacral 
joint.  Languere’s,  Goldwait’s  and  Gaenslen’s 
signs  are  positive  wffien  the  injury  is  to  the 
sacro-iliac  joint  and  usually  negative  in  the 
lumbo-sacral.  The  first  of  these  consists  in 
forcing  the  leg  in  flexion,  abduction  and  out- 
ward rotation  causing  pain  in  the  affected 
sacro-iliac  joint.  In  the  second,  the  thigh  is 
forcibly  flexed  upon  the  abdomen,  the  knee  is 
then  extended  producing  painful  motion  in 
the  sacro-iliac  as  a result  of  tension  on  the 
hamstrings.  The  third  consists  of  holding  the 
thigh  and  knee  of  the  affected  side  flexed  upon 
the  chest,  while  the  opposite  hip  is  hyperex- 
tended  producing  pain  in  the  sacro-iliac  joint. 
Straight  leg  raising  is  usually  painful  in  those 
cases  complicated  with  sciatic  disturbance, 
wffiether  they  be  sacro-iliac  or  lumbo-sacral. 

None  of  these  tests  is  infallible  however, 
especially  in  the  more  acute  sprains,  as  it  is 
often  impossible  to  fix  the  injured  joint  while 
exerting  force  on  those  surrounding  it.  Then 
too,  multiple  sprains  may  exist,  both  sacro- 
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iliac  as  well  as  lumbo-sacral  may  be  involved, 
but  there  is  sufficient  evidence  to  assure  us 
that  the  patient  has  sustained  a sprain  of  the 
lower  back  and  after  a few  days  immobiliza- 
tion in  the  position  of  relief  the  exact  path- 
ology can  most  likely  be  determined. 

The  roentgenological  examination  is  of 
very  little  value  in  making  the  diagnosis, 
severe  sprains  with  even  partial  dislocation 
cannot  be  determined  in  the  x-ray  picture, 
certain  congenital  anomalies  such  as  impinging 
transverse  processes,  sacralization  of  the  fifth 
lumbar  vertebrae  cannot  be  considered  signifi- 
cant as  the  lumbo-sacral  spine  varies  so  widely 
that  it  would  be  difficult  to  describe  the 
normal. 

The  treatment  of  these  low  back  sprains  is 
for  the  most  part  satisfactory.  In  all  severe 
acute  cas^,  whether  complicated  or  not  the 
patient  should  be  placed  on  a rigid  bed  or 
Bradford  frame  with  some  support  to  the 
back,  either  adhesive  strapping,  a plaster  cast, 
or  in  case  of  considerable  spasm  of  the 
muscles  surrounding  the  injured  joint,  exten- 
sion to  both  legs  may  be  beneficial.  The  trac- 
tion is  especially  indicated  in  those  cases  com- 
plicated with  sciatic  pain  or  asymetrical  pos- 
ture. As  the  condition  improves,  heat,  mas- 
sage and  general  corrective  measures  are  bene- 
ficial. When  the  patient  becomes  ambula- 
tory, some  form  of  external  support  should 
be  applied  for  a period  of  several  weeks.  Ad- 
hesive strapping  or  a sacro-iliac  belt  is  usually 
sufficient,  but  if  more  immobilization  is  re- 
quired, a snug  fitting  plaster  cast  may  be  ap- 
plied extending  to  the  knee  of  the  affected 
side.  The  patient  may  get  about  on  crutches 
if  weight  bearing  is  tolerated. 

Manipulative  treatment  under  anesthesia 
is  reserved  for  those  cases  which  after  a rea- 
sonable time,  fail  to  respond  to  the  more  con- 
servative measures.  The  manipulation  sug- 
gested by  Sir  Robert  Jones,  consists  of  holding 
the  pelvis  firmly  on  the  table  then  completely 
flexing  the  hip  upon  the  abdomen  while  ex- 
tending the  knee.  The  patient  should  be 
completely  relaxed  under  anesthesia  before 
undertaking  the  procedure.  This  puts  con- 


siderable tension  on  the  sciatic  nerve  as  well 
as  on  both  sacro-iliac  and  lumbo-sacral  liga- 
ments, and  for  this  reason  is  often  beneficial 
in  those  cases  with  persistent  sciatic  disturb- 
ance. Following  the  manipulation,  rest  in 
bed  with  support  to  the  back  or  extension  to 
both  legs  is  indicated. 

Operative  interference  is  of  course  the 
method  of  last  resort,  and  should  never  be 
undertaken  until  all  conservative  measures 
have  been  carefully  tried  out  over  a long 
period  of  time.  The  operation  consists  of 
fusion  of  the  injured  joint  by  one  of  the  many 
methods  described  in  the  literature.  Recov- 
ery almost  invariably  follows  when  firm  bony 
ankylosis  has  occurred. 

Next  in  severity  are  the  fractures  of  the 
spine  which  present  no  evidence  of  cord  in- 
jury. Fractures  of  the  spine  are  caused  most 
commonly  by  indirect  violence  to  the  verte- 
bral column  through  sudden  forceful  hyper- 
flexion of  the  trunk.  The  body  of  the  verte- 
bras is  involved  more  frequently  than  the 
neural  arch  and  the  fracture  of  the  body  is 
usually  of  the  compression  or  impacted  type, 
the  body  being  compressed  from  above  down- 
ward and  becoming  wedged  shaped  with  the 
base  of  the  wedge  posteriorly.  The  common 
site  is  in  the  mobile  dorso-lumbar  segment  of 
the  spine  extending  from  the  11th  dorsal  to 
the  second  lumbar  vertebras,  the  first  lumbar 
being  the  one  most  often  fractured;  other 
common  locations  in  order  of  their  frequency 
are  the  12th  dorsal,  2nd  lumbar,  and  the  1 1th 
dorsal.  Fractures  of  the  other  vertebras  are 
less  common. 

Compression  fractures  of  the  vertebras  may 
be  overlooked  at  the  time  of  the  injury, 
simply  because  the  immediate  symptoms  do 
not  appear  sufficiently  severe  to  warrant  a 
thorough  examination.  When  the  fracture 
is  associated  with  paralysis  of  the  trunk  and 
extremeties  from  hemorrhage,  contusion,  la- 
ceration or  complete  severance  of  the  cord,  the 
diagnosis  is  obvious  and  as  a rule  appropriate 
treatment,  such  as  laminectomy  for  relief  of 
pressure,  is  Instituted  promptly.  Many  frac- 
tures of  the  vertebras,  however,  are  not  com- 
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plicated  with  spinal  cord  injuries.  In  these 
unfortunate  individuals  the  pathology  may 
not  be  recognized,  a diagnosis  of  contusion  of 
the  back  or  muscle  strain  is  made  and  no 
treatment  or  Ineffectual  treatment  is  admin- 
istered. When  untreated,  the  patient  is  in- 
capacitated for  months  and  may  be  totally  and 
permanently  disabled.  Since  the  majority  of 
fractures  of  the  spine  occur  in  laboring  men 
the  economic  loss  to  the  patient,  to  his  family 
and  to  his  employer  may  be  considerable.  It 
is  important  that  physicians  realize  that  the 
physical  findings  alone  in  fractures  of  the 
spine  are  not  always  conclusive.  Pain  is 
usually  present  but  may  not  be  acute  for 
several  days.  Stiffness  of  the  back  and  sore- 
ness on  pressure  or  movement  are  common 
and  gradually  increase  in  severity  in  un- 
treated cases.  On  palpation  a definite  prom- 
inence of  one  of  the  spinous  processes  may  be 
found  and  when  the  fracture  involves  the 
neural  arch  local  echymosis  may  be  found.  A 
positive  diagnosis  may  be  made,  only  with  the 
roentgen  ray.  Both  views  of  the  entire  spine 
should  be  made,  as  the  lateral  view  often 
demonstrates  the  vertebral  bodies  more 
clearly  than  the  antero-posterior  view.  Iso- 
lated fractures  of  vertebrae  at  different  levels 
in  the  spine  also  occur  more  frequently  than 
is  commonly  supposed  and  may  be  missed 
unless  x-rays  of  the  entire  spine  are  obtained. 

The  treatment  of  these  compression  frac- 
tures has  received  more  attention  in  recent 
years  since  correct  roentgen  rays  have  demon- 
strated the  frequency  of  this  injury  and  since 
the  need  for  more  accurate  reduction  has  been 
experienced  in  compensation  and  medico- 
legal cases.  The  results  of  treatment  as  in 
fractures  of  the  other  bones  must  be  estimated 
by  three  factors,  namely;  anatomical  reposi- 
tion of  the  fragments,  correct  alignment,  and 
ultimate  function.  Correction  of  deformity 
of  the  crushed  body  is  necessary  to  assure 
restoration  of  function  of  the  spine.  If  un- 
corrected, the  wedged-shaped  vertebras  pro- 
duces a forward  bending  of  the  super-Iencum- 
bent  vertebras.  The  involuntary  effort  to 
maintain  the  erect  attitude  enforces,  in  turn, 
an  exaggerated  lumbar  lordosis  which  results 


in  muscular  and  ligamentous  strain  causing 
backache.  The  principle  of  treatment,  of 
which  in  detail  varies,  is  hyperextension  of  the 
spine;  this  is  well  known  but  difficult  to  carry 
out  with  ordinary  hospital  facilites.  Hyper- 
extension of  the  spine  can  be  accomplished  by 
the  use  of  several  different  frames  designed 
especially  for  this,  the  best  known  and  first  to 
be  used  being  the  Rogers  frame.  Rogers  first 
described  this  frame  for  gradual  hyperexten- 
sion of  the  spine  in  1930.  The  apparatus  is 
essentially  a Bradford  frame,  excepting  that 
chrome  spring  steel  bands,  broadside  hori- 
zontal, are  used  instead  of  pipe  or  tubing  for 
lateral  bars.  Canvas  is  stretched  tightly 
across  the  frame  as  on  the  Bradford  frame, 
and  upon  this  the  patient  lies  in  the  recumbent 
position.  By  means  of  a ratchet  attached  to 
the  bed,  or  by  an  overhead  pulley  the  lateral 
bands  can  be  bent  to  render  the  frame  concave 
or  convex.  The  treatment  is  begun  with  the 
frame  horizontal  or  slightly  concave,  con- 
tinuous traction  to  the  head  or  legs  may  be 
used  in  conjunction  with  the  frame.  As  the 
frame  is  curv^ed  more  and  more  convexly  the 
spinal  column  is  hyperextended,  traction  being 
exerted  upon  the  vertebral  body  through  the 
anterior  spinal  ligament  and  the  interverte- 
bral discs.  The  compression  deformity  is 
gradually  corrected  and  the  vertebras  assumes 
its  normal  contour  and  alignment. 

The  technic  as  originally  described  con- 
sisted of  very  gradual  hyperextension  over  a 
period  of  several  days,  complete  correction 
being  secured  in  5 to  1 0 days.  When  maxi- 
mum correction  has  been  obtained,  as  demon- 
strated by  the  roentgenogram,  the  patient  is 
placed  on  a curved  Bradford  frame  or  a 
plaster  cast  is  applied  to  maintain  the  cor- 
rected position  for  eight  weeks.  A spinal 
brace  is  applied  before  the  patient  is  allowed 
to  become  ambulant  and  this  Is  worn  from  4 
to  6 months,  depending  on  the  severity  of  the 
symptoms.  Recently  Rogers  has  modified 
his  technic  so  that  correction  is  secured  much 
more  rapidly.  An  anesthetic  is  given  and  the 
spine  corrected  after  which  a plaster  cast  Is 
applied. 
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The  method  of  gradual  hyperextension  is 
especially  applicable  to  cases  of  fracture  of  the 
lower  dorsal  and  lumbar  vertebras  without 
paralysis.  The  apparatus  may  be  used  after 
laminectomy  in  favorable  cases  when  the 
spinal  cord  is  found  not  to  be  extensively 
traumatized  so  that  a functional  recovery  is 
anticipated. 

Under  this  method  of  treatment  recovery 
is  usually  complete  if  there  has  been  no 
paralysis  and  a large  majority  of  the  cases  are 
able  to  return,  in  time,  to  their  former  labor- 
ious occupations. 

Another  type  of  fracture  of  the  spine  seen 
frequently  in  miners,  usually  as  a result  of 
direct  violence  such  as  the  falling  of  a reason- 
ably small  piece  of  coal  or  slate,  is  a fracture 
of  one  or  more  of  the  transverse  processes. 
Pain,  tenderness,  and  limitation  of  motion  are 
the  prominent  symptoms,  and  the  fractured 
processes  can  be  seen  on  the  antero-posterior 
x-ray  plate.  Such  injuries  are  frequently 
associated  with  considerable  damage  to  the 
soft  tissues. 

Fracture  of  the  lamina  with  or  without 
fracture  of  the  bodies  may  occur.  Fractures 
of  the  sacrum  are  very  rare  and  are  often  un- 
recognized unless  a well  detailed  x-ray  is  ob- 
tained. Fractures  of  the  coccyx  occur  more 
often  and  may  be  detected  by  palpation  and 
manipulation  of  the  coccyx  with  a finger  in 
the  rectum.  Here  too,  the  x-ray  examina- 
tion confirms  the  diagnosis. 

All  of  these  conditions  are  treated  by  proper 
immobilization  of  the  injured  part  for  a suffi- 
cient period  of  time  followed  by  proper  sup- 
portive appliances  for  the  back  a»*indicated. 
Occasionally  fractures  of  the  coccyx  are  best 
treated  by  completely  removing  the  distal 
fragment.  In  uncomplicated  cases  of  any  of 
these  injuries  the  prognosis  is  as  a rule  good. 


A CASE  OF  TRICHOMONAS 
INFECTION  OF  KIDNEY  PELVIS* 

By  A.  C.  Madsen,  M.  D. 

Elkins  City  Hospital,  Elkins,  W.  Va. 

pvELiTis  can  be  caused  by  many  different 
organisms — most  common  of  which  are: 
B.  colt,  staphlococci,  streptococci;  and  less 
common:  tuberculosis  and  typhoid  bacilli, 
and  gonococci. 

Protozoa  infections  of  the  pelves  are  ex- 
ceedingly rare.  We  wish  to  report  a case  of 
trichomona  found  in  the  pelvis  and  bladder  in 
a patient  with  pyelitis.  As  far  we  are  able  to 
discover,  only  one  other  case  has  been  re- 
ported— one  by  Lewis  and  Carroll  in  the 
Journal  or  Urology,  March,  1928. 

Our  case  is  that  of  a young  man  22  years  of 
age,  who  came  to  the  Elkins  City  Hospital 
with  a diagnosis  of  appendicitis,  complaining 
of  cramp-like  pain  of  two  weeks’  duration  in 
the  right  lower  abdomen  and  right  renal 
angle.  He  had  no  urinary  symptoms.  Exam- 
ination revealed  tenderness  over  right  kidney 
and  lower  right  abdomen.  Temperature  was 
101.2  axillary,  pulse  1 10,  and  respiration  22. 
Wuc  16,  200.  The  urine  was  loaded  with 
pus  cells,  some  in  clumps. 

The  right  ureter  was  catheterlzed  and  col- 
lected urine  from  pelvis  also  showed  pus  cells. 
The  trichomona  organism  was  not  imme- 
diately discovered  because  the  fresh  specimen 
was  not  examined  and  when  dead  it  much  re- 
sembles a pus  cell.  Later  specimens  from 
kidney  pelvis  and  bladder,  examined  fresh, 
revealed  this  parasite  in  great  numbers 
moving  actively  about.  This  organism  is 
pear  shaped,  about  the  size  of  a polymorpho- 
nuclear leukocyte,  granular  in  appearance  with 
four  flagella  at  the  blunt  end  and  along  one 
side  is  an  undulating  membrane  with  thick- 
ened free  edge  which  is  continued  backward 
as  a short  flagellum. 

Treatment  consisted  of  Inlaying  ureteral 
catheter  with  daily  instillations  of  silver 
nitrate  one  per  cent  for  six  days  while  patient 
was  in  hospital,  and  two  subsequent  catheter- 

*Rfad  before  the  Barbour-Randolph-Tucker  County  Medical  Society 
an  April  26.  I9M. 
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izations  and  instillations  at  weekly  intervals. 
The  temperature  became  normal  in  24  hours, 
symptoms  disappeared  in  three  days,  and  at 
last  examination  no  more  pus  cells  were 
present.  The  trichomona  also  was  not 
found. 

Whether  or  not  this  organism,  which  is 
often  found  in  the  colon  and  vagina  and 
sometimes  in  mouth  and  sputum  from  gang- 
rene of  lung,  is  pathogenic,  has  been  a dis- 
puted question.  Some  believe  it  is;  others 
that  it  is  not;  and  still  others  that  only  con- 
comitant with  other  infections  is  it  pathogenic. 
It  is  well  known  that  it  often  causes  vaginitis 
and  that  with  proper  treatment  the  symptoms 
clear  up  when  the  parasite  is  eradicated. 

The  case  of  Lewis  and  Carroll  cleared  up 
coincident  with  destruction  of  the  trichomona 
and  they  concluded  that  this  organism  when 
found  in  the  urinary  tract  is  pathogenic.  Our 
case  became  symptom  free  in  a few  days  and 
when  pus  cells  were  no  longer  present,  neither 
was  the  organism. 

TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 

Commemoration  last  year  of  the  50th  an- 
nlv^ersary  of  the  discovery  of  the  tubercle 
bacillus  brought  forth  a number  of  excellent 
papers  summarizing  progress  made  in  the 
right  against  tuberculosis  during  the  past  half 
century.  Among  these  Edgar  Mayer  of  Sar- 
anac Lake,  in  his  Robert  Koch  Lecture,  re- 
viewed critically  the  preventive  and  curative 
measures  in  tuberculosis  since  Koch.  Our  en- 
tire knowledge  of  infectious  diseases  and  var- 
ious related  branches  of  learning  rests  upon 
the  foundation  which  Koch  established.  It 
was  he  who  devised  methods  which  gave 
science  the  possibility  of  solving  problems  of 
immunity  on  an  exact  experimental  basis  and 
who  taught  the  world  how  to  transmit  infec- 
tious diseases  experimentally  from  animal  to 
animal.  Koch’s  great  achievement  is  fittingly 
commemorated  by  recounting  progress  made 
since  then.  Excerpts  of  Dr.  Mayer’s  paper 
follow. 


PROGRESS  IN  TUBERCULOSIS  CONTROL 

Shortly  after  the  staining  of  the  tubercle  bacil- 
lus had  been  described  in  the  Berliner  Klinische 
IVochenschrift  Trudeau  learned  from  Prudden  the 
technique  of  identifying  the  organism.  His  interest 
aroused,  Trudeau  struggling  with  tuberculosis  him- 
self and  already  familiar  with  the  methods  of  Breh- 
mer  and  Dettweiler,  founded  the  first  American 
sanatorium  at  Saranac  Lake. 

Not  long  after  the  recognition  of  the  bacillus 
came  tuberculin  with  its  rosy  promise.  While  spec- 
ific tuberculin  treatment  of  pulmonary  tuberculosis 
has  proved  disappointing  tuberculin  as  a diagnostic 
procedure  to  reveal  the  presence  of  infection  in 
human  beings  has  become  indispensable.  The  in- 
terpretation of  the  phenomena  observed  in  the  tuber- 
culin reaction  has  brought  in  its  wake  numerous 
problems  related  to  allergy  and  immunity  such  as 
the  toxin-antitoxin  theory,  cellular  immunity,  the 
altered  course  of  superinfections,  fatal  hypersensi- 
tiveness, etc.  d'he  mechanisms  of  immunity  are  all 
limited  perhaps  by  time  and  degree,  operating  either 
in  one  phase  to  fix  tubercle  bacilli  at  points  of  rein- 
fection and  thus  prevent  or  retard  their  spread,  or  at 
other  times  to  fail  in  checking  their  growth  and  act 
destructively  against  the  host.  The  mechanism  of 
defense  has  to  do  also  with  specific  bacteriolysins, 
monocytes  and  leucocytes,  but  little  is  as  yet  known 
about  them.  Immunity  may  be  connected  as  much 
or  more  with  the  tuberculous  tissue  as  with  the  living 
tubercle  bacilli.  Meantime,  we  must  ask  ourselves 
whether  we  really  are  imitating  nature  by  aiming 
to  retain  hypersensitiveness.  Should  not  desensitiza- 
tion, at  least  during  certain  stages  of  the  disease,  be 
our  aim?  Passive  immunity  measures  have  for  the 
most  part  been  disappointing  and  the  workers  in 
immunization  have  yet  much  to  elucidate. 

Control  Measures  Effective.  — Public-health 
measures,  however,  have  succeeded  gratifyingly. 
Sanitation,  sputum  disposal,  registration  of  consump- 
tives, segregation  of  patients  in  sanatoria,  early  diag- 
nosis campaigns  have  contributed  much  to  the  con- 
trol of  tuberculosis.  Pasteurization  of  milk  and  the 
tuberculin  testing  of  cattle  have  undoubtedly  helped 
to  lower  the  tuberculosis  mortality  in  our  country. 

The  organized  efforts  now  made  for  the  detec- 
tion of  tuberculosis  in  children  promise  a continued 
drop  in  tuberculosis  mortality.  Such  studies  as  have 
already  been  made  indicate  a 3 to  4 per  cent  inci- 
dence of  childhood  tuberculosis  and  0.07  per  cent 
of  the  adult  form  that  would  in  part  have  been  un- 
recognized. Perhaps  50  per  cent  of  all  adult  tuber- 
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culosis  develops  from  the  cases  of  childhood  tuber- 
culosis. Children  of  tuberculous  families  are  four 
times  as  likely  to  develop  childhood  tuberculosis  as 
the  non-contact  children  and  twice  as  likely  to  have 
the  adult  type.  Statistical  studies  are  not  yet  suffi- 
ciently complete  to  permit  the  generalization  that 
the  existence  of  a previous  infection  in  children  either 
predisposes  to,  or  protects  them  from,  subsequent 
active  disease. 

Vaccination  Atteinfts. — The  status  of  BCG  is 
still  in  controversy.  Dissociation  of  BCG,  as  well 
as  of  avian  cultures,  into  virulent  types  has  been 
shown  to  occur  in  artificial  culture  media,  but  not 
in  the  human  body.  The  dangers  cited  in  the  use 
of  this  method  of  prevention  of  tuberculosis  in  chil- 
dren must  yet  be  substantiated.  On  the  other  hand, 
proof  of  a lasting  immunity  from  its  use  is  lacking 
and  the  many  statistical  studies  are  faulty.  We 
cannot  admit  that  the  results  of  this  prophylactic 
immunization,  quoted  as  so  favorable,  have  been 
proved.  The  use  of  dead  tubercle  bacilli  (killed  by 
heat)  for  producing  hypersensitiveness  and  relative 
immunity  that  can  be  shown  to  last  for  from  12  to 
18  months  presents  no  risk;  and  its  possibilities  as  a 
transient  immunizing  agent  should  make  us  hesitate 
to  adopt  such  a generalized  use  of  live  bacilli  as  has 
been  carried  out  abroad. 

CoLlafse  Therafy. — Surgical  measures  of  treat- 
ment intended  to  immobolize  the  lung  have  followed 
the  conviction  based  on  experience  that  rest  and 
fresh  air  are  still  our  sovereign  remedies.  The  good 
results  of  pneumothorax  treatment  have  overcome 
the  former  reluctance  to  apply  active  measures  and 
have  paved  the  way  for  more  radical  surgical 
methods  in  the  treatment  of  tuberculosis. 

It  is  possible  that,  in  the  past,  operations  have 
been  used  as  a last  resort  in  too  many  cases  that 
were  hopeless;  and  that  on  the  other  hand,  many 
suitable  cases  that  could  have  been  saved  have  not 
been  selected  for  surgical  treatment. 

Yet  we  have  not  yet  taken  sufficiently  into 
account  the  pathological-anatomical  nature  of  the 
tuberculous  lesion  nor  the  physiology  and  pathology 
of  respiration  and  circulation.  ^I'he  treatment  of 
advanced  pulmonary  tuberculosis  is  to  a great  extent 
the  treatment  of  cavities,  complete  obliteration  of 
which  should  be  the  ideal.  The  persistence  of  a 
cavity  makes  the  prognosis  grave.  A more  precise 
classification  of  cavities  will  help  to  define  indica- 
tions for  treatment.  'I'he  author  describes  various 
types  of  cavities,  such  as  the  early  thin  or  elastic- 
walled  of  round  or  oval  contour,  the  thick  walled 
or  rigid  form,  small  multiple  cavities  or  honeycombed 


in  densely  infiltrated  areas;  and  comments  on  the 
indications  for  collapse  treatment  in  each  of  these 
types. 

The  Soil. — Aside  from  measures  of  direct  attack 
upon  the  bacillus,  advancement  has  been  made  also 
in  our  understanding  of  the  soil  of  the  host.  Much 
work  has  been  done  to  learn  what  factors  of  the 
actual  disease  can  be  produced  chemically.  Certain 
specific  proteins  and  carbohydrates  have  proved  to  be 
toxic  to  tuberculous  animals.  The  foodstuffs  essen- 
tial for  the  growth  of  the  tubercle  bacillus  have  been 
studied.  A single  bacillus  has  been  isolated  and  its 
life  cycle  followed.  Discoveries  have  been  made 
which  shed  light  on  the  role  played  by  inorganic 
elements  in  nutrition.  Precisely  how  calcium  exerts 
its  effects  in  tuberculosis,  so  much  discussed  in  the 
past,  has  still  to  be  revealed. 

Whether  calcium  therapy  in  tuberculosis  may 
play  a part  because  of  the  chemical  relationship  of 
calcium  to  other  ions  and  because  of  its  pharmaco- 
logical action,  rather  than  as  a basis  of  healing 
through  depositions  in  caseous  tissue,  must  receive 
some  thought. 

Much  study  also  has  been  given  to  the  efiFect  of 
the  lack  of  vitamins,  coupled  with  which  is  the 
problem  of  light  therapy.  Without  doubt  light  and 
fresh  air  affect  body  physiology  and  the  patient’s 
psychology,  but  exact  explanations  of  the  motive  of 
action  on  the  host  as  well  as  the  definition  of  the  ef- 
fective spectral  light  regions  cannot  be  clearly  stated. 

The  effectiveness  of  the  preventive  and  thera- 
peutic measures  applied  during  the  past  half  cen- 
tury is  reflected  in  the  statistical  reports  indicating 
the  great  decrease  in  tuberculosis  mortality  in  the 
past  30  years.  Since  1900,  figures  in  the  United 
States  show  a lowering  of  mortality,  from  195.2 
per  100,000  to  67.2  per  100,000  in  1930,  and  it 
is  estimated  that  by  1937  the  level  of  40  per  100,- 
000  will  he  reached  in  certain  of  the  Northeastern 
states,  unless  the  world-wide  economic  depression 
will  interfere.  However,  the  figures  for  the  mor- 
bidity rate  still  remain  at  a high  level,  but  are  diffi- 
cult of  interpretation  because  of  the  constant  im- 
provement in  means  of  early  diagnosis  and  so  forth. 
The  rate  of  decline  in  mortality  in  middle  and  old- 
age  groups  and  in  young  male  adults  has  continued, 
but  the  peak  of  mortality  still  remains  in  the  group 
of  young  adult  women.  However,  between  the 
ages  of  fifteen  and  thirty-five  years  tuberculosis  still 
remains  the  chief  cause  of  death. 

Preventive  and  Therapeutic  Measures  in  Tuber- 
culosis Since  Kochy  Edgar  Mayer y A m.  Rev.  of 
Tubere.y  June  1933. 
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JN  normally  prosperous  times  the  problem  of  the  medical  care  of  the  poor  is  difficult  enough. 

During  prolonged  periods  of  economic  stress,  the  problem  assumes  gigantic  proportions  and 
becomes  most  perplexing.  In  prosperous  times  hospitals,  physicians,  and  philanthropic  laymen 
arc  in  a position  to  give  service  and  money  freely  to  the  needy.  It  is  much  easier  to  finance  the 
charity  wards  when  the  private  rooms  arc  well  filled  with  paying  patients.  Physicians  minister 
to  the  indigent  most  willingly  when  their  incomes  arc  sufficiently  large  to  permit  them  to  provide 
for  their  own  families  generously.  When  the  number  of  pay  patients  dwindles  to  the  point 
where  outgo  exceeds  income,  hospitals  must  reduce  charity  service  to  a minimum  as  a matter  of 
self-preservation.  W^hen  cash  customers  arc  the  exception,  when  bills  are  generally  ignored,  and 
when  professional  income  is  reduced  to  such  a degree  that  it  is  difficult,  if  not  impossible,  to 
meet  living  expenses,  the  physician  is  forced  to  abandon  the  benevolent  attitude  of  happier 
years. 

Ours  is  a philanthropic  profession.  From  student  days  we  have  been  accustomed  to  con- 
sider it  a privilege  and  an  obligation  to  care  for  the  sick  poor.  The  lay  public  holds  to  this  idea 
so  firmly  that  it  is  usually  assumed  that  the  profession  will  always  render  service  to  the  poor 
without  compensation.  No  other  profession,  with  the  possible  exception  of  the  clergy,  is  ex- 
pected to  make  such  a sacrifice.  This  is  not  right.  The  care  of  society’s  unfortunates  is  an 
obligation  which  should  be  acknowledged  and  shared  by  all  the  more  fortunate  members  of  the 
social  organization.  The  profession  of  medicine  will  not  forfeit  its  reputation  for  charity, 
sympathy,  and  benevolence  by  insisting  upon  a proper  distribution  of  the  costs  of  medical  ser- 
vice to  the  poor. 

Problems  of  social  service  can  be  handled  most  economically  and  equitably  in  comparatively 
small  units  where  the  requirements  of  the  individual  cases  can  be  easily  ascertained.  For  that 
reason  I believe  each  county,  through  the  County  Court  or  Board  of  County  Supervisors,  should 
make  provision  for  the  medical  needs  of  the  county's  poor.  Working  agreements  should  be 
negotiated  between  the  County  Court  on  the  one  side  and  the  Hospitals  and  County  Medical 
Society  on  the  other.  Hospital  care  should  be  paid  for  on  a minimum  cost  basis.  Medical 
service  should  be  paid  for  at  approximately  fifty  per  cent  of  the  minimum  fee  schedule,  adopted 
by  the  County  Medical  Society. 

It  is  our  understanding  that  this  plan  has  already  been  recommended  to  the  various  county 
welfare  boards  by  Major  Francis  Turner,  Director  of  the  State  Department  of  Public  Welfare. 
This  w'ill  mean  that  the  plan  suggested  above  will  shortly  be  in  operation.  If  and  when  the 
plan  does  become  operative  in  West  Virginia,  we  believe  that  it  will  mark  the  beginning  of  a 
“new  deal’’  in  the  care  and  treatment  of  the  indigent  in  this  state. 


President. 
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HOSPITAL  APPROPRIATION 
Hospital  owners  and  superintendents  of 
West  Virginia  who  are  not  already  familiar 
with  the  recently  enacted  budget  bill  will  be 
interested  to  know  that  an  appropriation  of 
$25,000  was  made  for  emergency  hospital 
service  to  laborers  and  others  who  may  be- 
come public  charges.  This  fund  is  to  be  ad- 
ministered by  the  State  Board  of  Control  and 
plans  are  now  being  worked  out  for  distribu- 
tion of  the  appropriation. 

Under  the  terms  of  the  budget  bill,  any 
hospital  (other  than  state  hospitals)  doing 
charity  work  within  the  state  may  file  with 
the  Board  of  Control  itemized  bills  for  all 
charity  cases  treated  during  the  three  months 
period  ending  October  1,  1933,  and  each 
three  months  period  thereafter.  Such  bills 
are  to  be  made  out  in  the  form  prescribed  by 
the  Board  of  Control.  Sixty  days  shall  be 
allowed  for  the  filing  of  such  bills,  after  which 
time  all  bills  shall  be  audited  by  the  Board  of 
Control  and  scheduled  for  payment. 

If  the  aggregate  of  all  claims  filed  exceeds 
one-fourth  of  the  amount  appropriated  for 
the  year  then  the  Board  of  Control  shall  ap- 
portion the  one-fourth  appropriation  so  that 
each  claim  will  receive  its  pro  rata  share.  No 
claim  shall  be  considered  by  the  Board  unless 
the  Board  has  received  notice  from  the  hos- 
pital at  the  time  of  receiving  the  charity 
patient,  said  notice  to  be  on  forms  prescribed 
by  the  Board.  The  Board  is  authorized  to 
limit  the  number  of  charity  cases  that  may  be 
received  at  any  one  hospital  and  also  to  pre- 
scribe its  own  general  rules  and  regulations 


regarding  forms,  method  of  distribution  and 
payment  for  services. 

An  appropriation  of  $25,000  for  emergency 
hospitalization  in  West  Virginia  is  not  a very 
large  amount  for  the  fifty  or  more  hospitals 
in  the  state  to  depend  on.  It  means  an  aver- 
age of  approximately  $500  for  charity  work 
at  each  hospital.  Of  course  this  is  better  than 
no  appropriation  at  all,  and  it  is  hoped  that 
the  fund  will  accomplish  enough  good  to 
warrant  an  appropriation  of  at  least  twice  the 
amount  by  the  1933  legislature. 

The  success  of  the  administration  of  the 
present  appropriation,  as  we  see  it,  lies  in  the 
limitation  of  patients  at  each  hospital  by  the 
board  of  control.  Better  still,  we  would  like 
to  see  a limit  of  hospital  days  rather  than  a 
limit  of  patients.  Otherwise  the  hospitals  are 
liable  to  find  themselves  receiving  only  25  to 
50  cents  per  day  for  charity  patients  under 
the  appropriation. 

Another  appropriation  by  the  last  legisla- 
ture that  is  of  especial  interest  to  the  three 
county  tuberculosis  homes  is  a fund  of  $15,- 
000  for  the  care  and  treatment  “of  persons 
afflicted  with  tuberculosis,  residents  of  West 
Virginia,  who  may  become  public  charges.” 
This  fund  is  also  administered  by  the  State 
Board  of  Conrtol  and  it  is  understood  that 
expenditures  from  the  fund  will  not  be  made 
for  treatment  at  either  of  the  two  state  sani- 
taria. The  three  sanataria  that  will  benefit 
under  the  appropriation  are  the  Eastmont 
Sanitarium  at  Morgantown,  the  Hillcrest 
Sanitarium  at  Charleston  and  the  Ohio 
County  Tuberculosis  Sanitarium  at  Wheel- 
ing. 


NEW  HEALTH  COMMISSIONER 
The  Journal  wishes  to  take  this  opportun- 
ity to  congratulate  Governor  Kump  on  his 
selection  of  Dr.  A.  E.  McClue,  New  Cum- 
berland, as  Commissioner  of  the  State  De- 
partment of  Health.  Dr.  McClue  is  a com- 
paratively young  man  who  has  had  enough 
experience  in  public  health  work  to  success- 
fully manage  his  department  and  enough  ex- 
perience in  private  practice  to  be  thoroughly 
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familiar  with  the  problems  of  the  medical 
profession. 

As  an  Indication  of  his  desire  to  eliminate 
state  competition  between  his  department  and 
the  medical  profession,  Dr.  McClue’s  first  act 
as  Commissioner  of  Health  was  to  abolish  the 
collection  of  fees  for  work  performed  by  the 
department  laboratory.  At  the  time  this 
order  was  issued,  Dr.  McClue  stated  that  the 
laboratory  would  be  maintained  for  indigent 
patients  and  would  not  enter  the  domain  of 
private  practice  by  securing  fees  from  pay 
patients. 

In  all  of  his  actions  since  accepting  his  ap- 
pointment from  Governor  Kump,  Dr.  Mc- 
Clue has  displayed  an  earnest  desire  to  co- 
operate to  the  fullest  extent  with  the  medical 
profession  of  this  state.  Under  his  leader- 
ship, we  believe  that  the  department  of  health 
will  reach  new  fields  of  usefulness  and  that  it 
will  be  maintained  strictly  as  an  agency  of 
public  health  work.  Our  heartiest  good 
wishes  go  out  to  Dr.  McClue  for  a successful 
administration. 


A.  M.  A.  PROCEEDINGS 

For  the  past  several  years  the  Journal  has 
published  in  full  the  minutes  of  the  House  of 
Delegates  meetings  at  the  annual  sessions  of 
the  American  Medical  Association.  These 
complete  reports,  however,  are  also  published 
in  the  Journal  of  the  American  Medical  Asso- 
ciation and  later  in  reprint  form  for  individual 
members.  In  order  to  avoid  duplication,  we 
are  giving  herewith  simply  a resume  of  the 
more  important  deliberations  at  the  recent 
sessions  in  Milwaukee. 

The  opening  meeting  on  June  12  was 
featured  by  the  addresses  of  Speaker  F.  C. 
Warnshuls,  President  Edwin  H.  Cary,  the 
latter  covering  chiefly  the  relation  of  the  pri- 
vate physician  to  the  health  department,  and 
of  President-elect  Dean  Lewis.  The  reports 
of  officers  were  then  presented,  including  the 
report  of  the  Committee  on  Legislative  Activ- 
ities dealing  with  the  recent  reduction  in  the 
cost  of  the  care  of  veterans.  This  report, 
found  on  page  2022  of  the  June  24  issue  of 
the  A.  M.  A.  Journal,  should  be  read  by 


every  physician  interested  in  the  veteran 
problem. 

Among  resolutions  presented  at  this  session 
were  those  dealing  with  a Section  of  Stomat- 
ology, with  listing  of  specialists  in  the  A.  M. 
A.  directory,  radio  broadcasting,  early  elec- 
tion of  delegates,  broadening  the  scope  of 
activities  of  the  council  on  medical  education 
and  hospitals,  a bureau  of  information  in 
Washington,  care  of  war  veterans,  limiting 
physicians  for  hospital  staffs  to  members  of 
Association,  competitive  practice  of  medicine, 
endorsing  minority  report  of  the  Committee 
on  the  Costs  of  Medical  Care,  study  of  birth 
control,  and  limiting  number  of  medical 
graduates. 

Of  the  resolutions  presented,  all  were 
adopted  at  subsequent  sessions  with  the  excep- 
tion of  those  pertaining  to  the  section  on 
stomatology,  the  Washington  Bureau  of  In- 
formation and  additional  activities  of  the 
Committee  on  Medical  Education  and  Hos- 
pitals. Other  resolutions  later  presented  and 
adopted  by  the  House  of  Delegates  was  one 
commending  President  Roosevelt  for  safe- 
guarding the  interests  of  veterans  with  ser- 
vice-connected disabilities  and  for  his  action 
incident  to  the  reduction  in  medical  and  hos- 
pital benefits  for  veterans  without  service- 
connected  disabilities. 

Another  interesting  resolution  adopted  by 
the  House  of  Delegates  pertained  to  radio 
broadcasting,  as  follows: 

Whereas,  Radio  broadcasting  is  under  the  con- 
trol of  the  federal  radio  commission,  and 

Whereas,  There  appear  to  be  no  apparent  re- 
strictions of  the  advertising  statements  and  claims 
that  are  being  broadcast,  and 

Whereas,  It  appears  that  the  radio  is  being  em- 
ployed to  broadcast  unsupportable  claims  and  state- 
ments related  to  a large  number  of  alleged  prepara- 
tions for  the  cure  of  many  ailments  and  diseases, 
thereby  misleading  the  public; 

T herejore,  he  it  Resolved,  That  the  Board  of 
Trustees  initiate  and  pursue  activities  and  efforts  to 
terminate  misleading  and  misrepresenting  radio 
broadcastng  that  is  related  to  medicinal  remedies 
and  preparations  for  the  conservation  and  protection 
of  the  health  interests  of  the  public. 
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In  regard  to  medical  economics,  the  refer- 
ence committee  on  this  subject  recognized  the 
constant  change  in  this  type  of  work  and 
recommended  that  the  various  county  societies 
deal  with  this  problem  in  accordance  with  the 
following  recommendations  of  the  Judicial 
Council: 

By  the  term  “contract  practice”,  as  applied  to 
medicine  is  meant  the  carrying  out  of  an  agreement 
between  a physician  or  group  of  physicians  as  prin- 
cipals or  agents  and  a corporation,  organization  or 
individual,  to  furnish  partial  or  full  medical  services 
to  a group  or  class  of  individuals  for  a definite  sum 
or  for  a fixed  rate  per  capita. 

Contract  practice  fer  se  is  not  unethical.  How- 
ever, certain  features  or  conditions  if  present  make 
a contract  unethical,  among  which  are:  (1)  When 
there  is  a solicitiation  of  patients,  directly  or  indirect- 
ly. (2)  When  there  is  an  underbidding  to  secure 
contracts.  (3)  When  the  compensation  is  inadequate 
to  assure  good  medical  service.  (4)  When  there  is 
interference  with  reasonable  competition  in  a com- 
munity. (5)  When  free  choice  of  a physician  is  pre- 
vented. (6)  When  the  conditions  of  his  employ- 
ment make  it  impossible  to  render  adequate  service 
to  his  patients.  (7)  When  the  contract  because  of 
any  of  its  provisions  or  practical  results  is  contrary 
to  sound  public  policy. 

Each  contract  should  be  considered  on  its  own 
merits  and  in  the  light  of  surrounding  conditions. 
Judgment  should  not  be  obscured  by  immediate, 
temporary  or  local  results.  The  decision  as  to  its 
ethical  or  unethical  nature  must  be  based  on  the 
ultimate  effect,  for  good  or  ill,  on  the  people  as  a 
whole. 

At  the  session  on  June  15  the  following 
officers  were  elected:  President-elect,  Dr. 

Walter  L.  Bierring  of  Des  Moines,  Iowa; 
Vice  President,  Dr.  John  H.  Musser,  New 
Orleans;  Secretary,  Dr.  Olin  West,  Chicago; 
Treasurer,  Dr.  Herman  L.  Kretschmer,  Chi- 
cago; Speaker  of  the  House  of  Delegates, 
Dr.  F.  C.  Warnshuis,  Grand  Rapids,  Mich- 
igan. Cleveland  was  selected  as  the  place 
for  the  1934  meeting. 

There  were  14  members  of  the  West  Vir- 
ginia State  Medical  Association  registered  at 
the  Milwaukee  session. 


COUNTY  SOCIETY  NEWS 


CENTRAL  WEST  VIRGINIA 

Fifty-four  members  and  visitors  were  in  attend- 
ance at  the  Webster  Springs  meeting  of  the  Central 
West  Virginia  Medical  Society  which  was  held  at 
the  Oakland  Hotel  on  the  evening  of  July  19.  A 
fine  chicken  dinner  was  served  prior  to  the  business 
and  scientific  meeting. 

Essayists  of  the  evening  were  Dr.  Howard  T. 
Phillips,  Wheeling,  Dr.  John  E.  Cannaday,  Char- 
leston, and  Dr.  Archer  A.  Wilson,  Charleston.  Dr. 
Phillips  gave  a practical  demonstration  on  the  sub- 
ject “Diagnosis  and  Treatment  of  Common  Skin 
Diseases,”  with  clinical  cases  and  lantern  slides.  Dr. 
Cannaday  talked  on  “Gall  Bladder  Surgery,”  with 
lantern  slides  and  Dr.  Wilson  read  a most  inter- 
esting paper  on  “Head  Injuries.” 

All  three  of  these  talks  were  of  especial  interest 
to  the  members  of  the  society,  as  they  contained 
many  practical  points  of  value  to  the  general  practi- 
tioner. 

The  next  meeting  of  the  society  will  be  held  at 
Buckhannon  in  October. 

C.  C.  Carson,  Secretary. 

LOGAN  COUNTY 

The  Logan  County  Medical  Society  held  its  reg- 
ular June  meeting  at  8:00  P.  M.  on  Wednesday 
evening  June  21st  at  the  Hatfield-Lawson  Hospital, 
Logan,  with  24  members  and  visitors  present.  Dr. 
B.  D.  Smith  and  Dr.  Fred  E.  Brammer,  the  so- 
ciety’s delegates  to  the  recent  convention  of  the 
State  Association,  gave  reports  of  the  meeting. 

Dr.  Isadore  I.  Hirschman,  Huntington,  addressed 
the  society  on  “The  Diagnosis  and  Symptoms  of 
Aneurysms  with  a Report  of  an  Unusual  Case.” 
Following  this  address  Dr.  Geo.  M.  Lyon,  Hunt- 
ington, addressed  the  society  on  “The  West  Vir- 
ginia White  House  Conference  on  Child  Health 
and  Protection  with  Special  Consideration  of  Dysen- 
tery as  a State  Problem.” 

Dr.  Hirschman’s  address  was  illustrated  by  black- 
board drawings  and  x-ray  films.  Dr.  Lyon’s,  by 
charts  showing  mortality  rates  from  dysentery  in 
the  various  counties  of  the  State  and  some  from 
other  states. 

Both  addresses  were  interesting  and  instructive 
and  were  freely  discussed  by  several  of  the  members 
and  visitors  present. 

Besides  our  guest  speakers  the  following  guests 
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were  present  at  this  meeting:  Dr.  Edwin  Matt- 

hews, Huntington;  Dr.  Don  Kessler,  Huntington; 
Dr.  R.  M.  W^ylie,  Huntington;  Dr.  Lake  Poland, 
Huntington;  Dr.  J.  L.  Patterson,  Holden  and  Dr. 
P'red  Farley,  son  of  Dr.  Wm.  F.  Farley,  Holden. 
Dr.  Farley  has  just  graduated  in  medicine  from  the 
L^niversity  of  Louisville  and  is  home  for  a brief 
vacation  before  going  back  to  Louisville  for  his 
internship. 

The  July  meeting  was  held  at  the  Hatfield-Law- 
son  hospital,  Logan,  on  July  19  with  24  members 
and  visitors  present.  Dr.  Wesley  C.  Thomas  and 
Dr.  Joseph  A.  Guthrie,  both  of  Huntington,  were 
I the  scientific  essayists.  Dr.  Thomas  addressed  the 
society  on  “The  Relation  of  Upper  to  Lower  Res- 
^ piratory  Infections  with  Special  Reference  to  the 
Sinuses.”  Dr.  Guthrie  conducted  a round-table 
discussion  of  “Indigestion.”  Both  topics  were  real 
interesting  and  a number  of  members  participated  in 
the  discussion. 

Fred  E.  Brammer,  Secretary. 


CABELL  COUNTY 

A called  meeting  of  the  Cabell  County  Medical 
Society  was  held  at  the  Hotel  Pritchard,  Hunting- 
ton,  on  the  evening  of  July  20  for  the  purpose  of 
discussing  the  care  of  the  indigent  sick  in  the  com- 
munity. There  was  a good  turnout  for  this  meeting 
and  a splendid  discussion  of  the  subject. 

The  regular  July  meeting  of  the  society  was  held 
at  the  Spring  Valley  Country  Club  on  Thursday, 
July  13.  The  feature  of  this  meeting  was  a Society 
golf  tournament  with  prizes  for  the  low  gross,  low 
net  and  blind  bogie  scores. 

Dinner  was  served  to  the  members  at  6:30  o’- 
clock. 

W.  W.  Strange,  Secretary. 


MERCER  COUNTY 
A good  meeting  of  the  Mercer  County  Medical 
Society  was  held  at  Bluefield  on  the  evening  of  June 
22  with  an  unusually  fine  attendance.  The  society 
received  with  pleasure  an  invitation  from  the  Clinch 
Valley  Medical  Society  of  Virginia  to  attend  a pre- 
natal and  obstetric  clinic  to  be  given  by  members  of 
the  staff  of  the  University  of  Virginia. 

The  program  consisted  of  an  address  on  Asso- 
ciated Hospitals,  Incorporated,  with  its  aims  and 
working  plans,  by  Dr.  Albert  H.  Hoge  and  Dr. 
R.  O.  Rogers,  Bluefield.  There  was  a very  free 
discussion  of  this  new  form  of  hospital  insurance. 


“An  Analysis  of  298  Cases  of  Operations  on  the 
Gall-Bladder  with  Certain  Conclusions  as  to  Oper- 
ative Procedure”  was  given  by  Dr.  Wade  H.  St. 
Clair,  Bluefield.  This  was  a very  clear  and  com- 
prehensive study  of  the  subject  and  brought  out  an 
unusual  lot  of  discussion. 

Commenting  on  the  invitation  of  the  Clinch 
Valley  Society,  Dr.  Harry  G.  Steele  stated  that  the 
course  would  last  for  10  weeks  and  would  be  held 
in  Tazewell  County,  Virginia,  each  Monday.  Dr. 
Steele  stated  that  he  had  been  working  on  a similar 
plan  for  the  counties  of  Southern  West  Virginia  but 
he  felt  the  expense  would  be  too  great  at  the  present 
time. 

Following  adjournment  of  the  meeting,  a lunch- 
eon was  served  to  the  members  present. 

R.  R.  Stuart,  Secretary. 

FAYETTE  COUNTY 

An  excellent  meeting  of  the  Fayette  County 
Medical  Society  was  held  at  Oak  Hill  on  the  eve- 
ning of  July  1 1 with  a good  attendance.  Dr.  J. 
B.  Woodville,  Jr.,  of  Brooklyn  was  received  as  a 
member  of  the  society. 

Following  a general  discussion  on  the  subject  of 
medical  economics,  the  scientific  program  was  pre- 
sented. The  essayist  of  the  evening  was  Dr.  Harry 
G.  Steele,  Bluefield,  who  gave  a splendid  paper  on 
“Practical  Points  in  Obstetrics.”  A free  discussion 
followed. 

Visitors  included  Dr.  S.  J.  Kell,  Bluefield,  and 
Dr.  J.  S.  Hill,  Mabscott. 

Ralph  Hogshead,  Secretary. 


DR.  HARVEY  C.  POWELL 
Dr.  Harvey  C.  Powell,  52,  widely  known  Mor- 
gantown physician,  died  at  his  home  there  on  June 
30  of  primary  carcinoma  of  the  liver.  He  had 
been  in  active  practice  in  Morgantown  for  almost 
30  years  and  his  death  was  a distinct  loss  to  the 
medical  profession  of  Monongalia  County, 

Dr.  Powell  graduated  from  West  Virginia  Uni- 
versity in  1900  and  two  years  later  received  his 
medical  degree  from  the  Baltimore  Medical  College. 
Following  a brief  period  in  the  West,  he  came  to 
Morgantown  in  1905  and  followed  his  profession 
there  until  his  death.  He  was  one  of  the  most 
active  members  of  his  county  medical  society  and 
was  held  in  the  highest  esteem  by  his  medical  con- 
freres. 

Dr.  Powell  is  survived  by  his  widow  and  his 
mother.  Funeral  services  were  held  on  July  3. 
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WOMAN’S  AUXILIARY 


McDowell  county  auxiliary 

The  Woman’s  Auxiliary  to  the  McDowell  Medi- 
cal Society  met  at  the  Appalachian  Community 
Room,  Welch,  on  June  13,  with  the  following 
members  present: 

Mesdames  W.  E.  Dickerson,  H.  P.  Evans,  W. 
B.  Stevens,  W.  C.  Vick,  Harry  G.  Camper,  C.  F. 
Johnston,  C.  R.  Hughes,  R.  V.  Shanklin,  A.  G. 
Rutherford,  J.  L.  Sameth,  H.  A.  Bracey,  W.  P. 
Beane  and  W.  L.  Peck. 

A delicious  luncheon  was  served  following  which 
the  meeting  was  called  to  order  by  the  president, 
Mrs.  W.  B.  Stevens.  Minutes  of  the  past  meeting 
were  read  and  approved  and  the  treasurer  reported 
the  amount  of  $46.74  in  the  treasury.  A resigna- 
tion from  the  first  vice-president  was  read  and  ac- 
cepted and  Mrs.  H.  P.  Evans  was  appointed  to  fill 
the  vacancy.  Mrs.  Evans  presented  a very  inter- 
esting report  of  the  meeting  held  in  Charleston  in 
May. 

During  the  business  session  it  was  decided  to  treat 
the  unfortunate  children  of  the  county  to  an  after- 
noon of  “swimming”  at  the  community  swimming 
pool.  Mrs.  W.  E.  Dickerson  was  appointed  chair- 
man of  the  committee  to  arrange  the  details. 

There  being  no  further  business  the  meeting  ad- 
journed, the  next  meeting  of  the  Auxiliary  to  be 
held  in  October. 

Mrs.  Cecil  F.  Johnston,  Secretary. 

NINTH  ANNUAL  MEETING 

The  Ninth  Annual  meeting  of  the  Woman’s 
Auxiliary  to  the  West  Virginia  State  Medical  Asso- 
ciation convened  in  Charleston  at  the  Daniel  Boone 
Hotel  May  22  to  24,  1933. 

On  the  evening  of  the  22nd,  a lovely  reception 
was  given  at  the  hotel  followed  by  a bridge  party 
in  the  card  room.  In  the  receiving  line  were  four 
past  presidents  of  the  Auxiliary,  Mrs.  A.  G.  Ruther- 
ford, of  Welch;  Mrs.  J.  P.  Lilly,  of  Morgantown; 
Mrs.  W.  C.  Swann  of  Huntington;  and  Mrs.  S.  S. 
Hall  of  Fairmont.  Mrs.  H.  'E.  Phillips,  Wheeling, 
the  retiring  president  and  Mrs.  F.  V.  Langfitt, 
Clarksburg,  the  incoming  president,  were  also  in  the 
receiving  line. 

Tuesday  morning  the  general  session  began  with 
Mrs.  Phillips  in  the  chair.  'Fhis  session  was  occu- 
pied with  reports  from  all  committees,  and  the  new 
revised  constitution  was  read  and  accepted.  '^I  his 


morning  session  was  concluded  with  a luncheon 
tendered  all  visitors  by  the  Kanawha  Auxiliary  at 
the  Woman’s  Club.  Honored  guests  were  Mrs. 
H.  G.  Kump,  the  wife  of  the  Governor  of  the 
State,  Dr.  D.  A.  MacGregor,  President  of  the 
State  Association,  Dr.  W.  E.  Vest,  Dr.  B.  S.  Drake 
and  Dr.  R.  H.  Boice,  members  of  the  Advisory 
Board. 

Following  the  luncheon,  an  extensive  trip  through 
the  new  state  capitol  and  governor’s  mansion  was 
made.  The  Kanawha  County  Auxiliary  concluded 
the  day’s  most  hospitable  entertainment  with  a 
lovely'  tea  at  “Journey’s  End,”  the  beautiful  home 
of  Dr.  and  Mrs.  John  E.  Cannaday. 

The  Wednesday  morning  meeting  was  concerned 
with  county  reports.  The  State  membership  for 
1932-1933  was  203.  The  new  officers  were 
elected  as  follows:  Mrs.  M.  F.  Petersen,  Char- 

leston, President-elect;  Mrs.  S.  M.  Prunty,  Park- 
ersburg, 1st  Vice-President;  Mrs.  John  Gilmore, 
Wheeling,  2nd  Vice  President;  Mrs.  W.  B.  Stev- 
ens, Kimball,  3rd  Vice  President;  Mrs.  James  S. 
Klumpp,  Huntington,  Recording  Secretary;  Mrs. 
C.  C.  Romine,  Morgantown,  Treasurer.  The  ap- 
pointees were  as  follows:  Mrs.  E.  N.  Flowers, 

Clarksburg,  corresponding  secretary;  Mrs.  C.  E. 
Copeland,  Charleston,  state  historian;  Mrs.  V.  E. 
Holcombe,  Charleston,  press  and  publicity;  Mrs. 
Charles  Parks,  Fairmont,  Public  Health  and  Rela- 
tions; Mrs.  S.  S.  Hall,  Fairmont,  Legislative  and 
Revision;  Mrs.  R.  H.  Edmundson,  Morgantown, 
Parliamentarian;  Mrs.  Fred  Brammer,  Huntington, 
Hygeia  Chairman. 

Dr.  Robert  J.  Reed,  Jr.,  read  a most  interesting 
paper  on  Birth  Control,  which  concluded  the  morn- 
ing meeting.  Immediately  after  the  adjournment 
at  the  hotel,  the  Auxiliary  reconvened  at  the  Tally 
Ho  Tea  Room  for  the  farewell  luncheon.  Here 
Mrs.  Phillips,  the  outgoing  president,  was  presented 
with  a lovely  piece  of  silver  by  the  last  past-presi- 
dent, Mrs.  Sobisca  S.  Hall.  The  new  president, 
Mrs.  Frank  V.  Langfitt,  was  introduced  and  she 
presented  her  new  Board.  Mrs.  S.  W.  Price,  a 
member  of  the  Legislature,  gave  excerpts  of  her 
recent  speech  pleading  for  an  appropriation  to  be 
used  in  checking  syphilis. 

On  Wednesday  evening  the  Woman’s  .Auxiliary 
joined  the  West  Virginia  State  Medical  Association 
in  the  annual  banquet  and  dance,  which  was  a most 
satisfying  and  delightful  climax  to  the  state  conven- 
tion. 

Mrs.  James  S.  Klumpp,  Recording  Secretary. 
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INFANT  MORTALITY— A SENSITIVE  INDEX 
OF  SOCIAL  WELFARE* 


By  Geo.  M.  Lyon,  M.  D., 
H untin gtoHy  W.  V a. 


7\  PPROXIMATELY  onc  year  ago  the  Chamber 
of  Commerce  of  Huntington  and  the 
City  Department  of  Health  were  advised  of 
the  fact  that  Huntington  had  had  a very  high 
infant  mortality  rate  in  1931.  From  a study 
of  official  records  as  published  by  the  United 
States  Census  Bureau,  the  American  Child 
Health  Association  revealed  the  fact  that,  in 
the  population  group  for  cities  of  75,000  to 

250.000  for  1931,  Huntington  had  reported 
the  highest  urban  infant  mortality  rate  with 
96  infant  deaths  per  1,000  live  births.  During 
the  same  year  Charleston  with  a rate  of  128 
was  highest  in  the  50,000  to  75,0®0  popula- 
tion group. 

The  urban  infant  mortality  rate  is  the  rate 
reported  by  cities  of  10,000  or  more  in  the 
United  States  Birth  Registration  Area.  The 
ordinary  infant  mortality  rate  reported  for  a 
state  includes  not  only  the  urban  areas  but 
the  rural  areas  as  well.  States  are  also  studied 
as  to  the  infant  mortality  rates  of  their  cities  of 

10.000  or  more  and  this  is  referred  to  as  the 
urban  infant  mortality  of  the  state.  In  or- 
dinary state  wide  infant  mortality  rates  West 
Virginia  was  exceeded  by  only  4 states  in 

•Address  before  the  Huntington  Welfare  Conference,  Huntington, 
W.  Va..  April  7.  1933. 


1930  and  by  only  6 in  1931.  In  urban  infant 
mortality  rates  West  Virginia  was  exceeded 
by  only  1 state  in  1930  and  by  only  two 
states  in  1931  according  to  the  urban  infant 
mortality  survey  published  by  the  American 
Child  Health  Association  for  the  respective 
year. 

I should  like  to  call  your  attention  to  a 
mistake  which  in  some  manner  crept  into  an 
editorial  of  the  H erald-Disfatch  of  this 
morning’s  issue.  Huntington  and  Charleston 
did  not  have  the  highest  rates  for  cities  of  over 
10,000.  It  was  in  the  population  group 

75,000  to  250,000  that  Huntington  was  high 
and  it  was  in  the  population  group  50,000  to 

75,000  that  Charleston  was  high.  These 
figures  furthermore  relate  to  the  year  1931. 

At  this  point  of  our  discussion  it  would  be 
well  to  consider  a few  of  the  rather  technical 
characteristics  of  vital  statistics  which  should 
be  borne  in  mind.  Vital  statistics  would  be 
more  representative  if  non-resident  births  and 
deaths  were  charged  back  to  their  place  of 
residence,  the  so-called  corrected  rate  as 
opposed  to  the  uncorrected  or  crude  rate.  In 
most  places  the  “corrected  rates”  are  not 
materially  different  from  the  “crude  rates” 
while  in  other  places  there  may  be  the 
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greatest  of  variation.  One  other  point  to  be 
borne  in  mind  is  that  conditions  quite  outside 
of  public  or  personal  health  efforts  influence 
the  magnitude  of  the  rate,  and  therefore  the 
rates  themselves  should  be  used  with  great 
caution  as  indices  of  the  public  health  efforts 
of  communities.  They  are  apt  to  be  very 
suggestive  of  conditions  which  demand  atten- 
tion. Climate,  industry,  local  customs,  eco- 
nomic status,  all  influence  the  baby  death 
rate  apart  from  such  factors  as  the  quality  of 
the  milk  and  water  supplies,  sanitary  efforts 
and  the  thoroughness  of  the  prenatal  and 
infant  welfare  programs.  It  will  be  of  great 
service  to  health  officers  and  others,  when  the 
relative  influence  of  these  various  factors  is 
better  known.  Then,  with  correction  factors 
for  unusual  environmental  conditions,  the 
adjusted  rates  may  prove  more  useful  as  a 
comparative  measure  of  public  health  efforts. 
Some  cities  have  greater  handicaps  to  combat 
because  of  proximity  to  specially  infected 
areas  that  act  as  foci  of  infection,  or  because 
of  peculiar  racial  composition  or  unusual 
geographic  endowment,  all  of  which  must  be 
borne  in  mind.  A community  with  a rate  of 
50  may  be  deserving  of  less  commendation 
than  a city  with  a rate  of  70  if  the  former  is 
endowed  with  geographic,  climatic,  racial  and 
socio-economic  factors  which  tend  to  permit 
low  infant  mortality  rates  whereas  the  city 
with  a rate  of  70  may  have  just  the  opposite 
factors  operative  and  yet  striving  as  heroically 
as  it  may,  it  may  only  be  able  to  keep  the  rate 
at  70.  With  the  same  effort  put  forth  by  the 
city  with  a rate  of  50  it  might  possibly  have  a 
rate  of  200  or  more.  Local  studies  when- 
ever possible  to  have  them  carried  out  will 
help  much  to  set  forth  just  what  these  special 
handicaps  are  and  possibly  a better  manner 
of  comparison  can  be  developed  wherein  com- 
munities are  judged  by  their  handicaps,  and 
their  efforts  to  overcome  them  quite  as  much 
as  by  the  relatively  low  rate  to  which  they 
aim  to  reach.  The  city  in  the  south  with  a 
large  colored  population  which  presents  a 
colored  infant  mortality  rate  twice  that  of  the 
whites,  presents  a problem  not  encountered 
in  the  middlewestern  city  of  a comparable 


size.  Likewise  the  city  in  or  near  the 
dysentery  ridden  mountainous  sections  of 
southern  West  Virginia  has  a very  real  and 
important  handicap  to  overcome  which  its 
more  northernly  situated  brother  does  not 
have  to  meet.  Such  cities  should  not  how- 
ever, admit  their  handicaps  and  point  them 
out  in  lieu  of  honest  efforts  to  combat  these 
handicaps.  Sanitation  of  an  appropriate  type 
continues  to  be  an  effective  weapon  in  a 
struggle  of  this  kind.  Rural  infant  mortality 
rates  tend  to  exceed  urban  mortality  rates  and 
in  the  larger  cities  where  congestion  is  quite 
great  and  sanitation  of  the  best,  are  generally 
to  be  found  the  lowest  of  the  urban  infant 
mortality  rates.  The  usefulness  of  a study  of 
infant  mortality  rates  is  nowhere  better  seen 
than  in  the  effectiveness  of  promoting  interest 
in  inter-city  infant  mortality  contests  as  are 
held  each  year  by  the  American  Child  Health 
Association  and  the  National  Chamber  of 
Commerce.  In  cities  where  excessive  mor- 
tality rates  are  found,  the  unfavorable  pub- 
licity of  such  generally  lights  up  the  interest 
of  the  community  and  they  attempt  to  take  an 
inventory  to  ascertain  if  possible  wherein  the 
difficulty  lies  and  if  so  to  correct  it  or  if  it 
happens  to  be  an  anomaly  or  an  ‘artefac’, 
attempt  to  explain  their  position  in  respect  to 
this  peculiarity.  The  cold  fact  still  remains 
that  as  a general  rule  no  causes  of  infant  mor- 
tality are  more  striking  than  those  must  ugly 
ones,  poverty  and  ignorance. 

Sir  Arthur  Newsholme,  the  emminent 
British  authority  on  the  social  aspects  of 
public  health,  in  speaking  of  infant  mortality 
said,  “Infant  mortality  is  the  most  sensitive 
index  we  piossess  of,  social  welfare  and  of 
sanitary  administration  under  urban  condi- 
tions.” At  another  time  he  said,  “Domestic 
and  municipal  uncleanliness  act  and  react 
upon  each  other.”  At  still  another  time  he 
said,  “A  high  infant  death  rate  in  a given 
community  implies  in  general  a high  death 
rate  in  the  next  four  years  of  life  while  low 
death  rates  at  both  age  periods  are  similarly 
associated.” 

Sir  John  Simon  pointed  out  that  a high  in- 
fant mortality  rate  almost  necessarily  denotes 
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a prevalence  of  those  causes  and  conditions 
which  in  the  long  run  determine  a degenera- 
tion of  race  and  further  that  a high  death  rate 
in  infants  is  an  indication  of  the  existence  of 
evil  conditions  in  the  homes  of  the  people 
who  are  after  all  the  vitals  of  the  nation. 

Sir  Leslie  Mackenzie  said,  “Houses  can  be 
classified  according  to  the  effects  they  accomo- 
date hut  they  can  also  be  classified  according 
to  the  effects  on  the  children.  If  the  family 
is  the  growing  point  of  society,  the  child  is 
the  growing  point  of  the  family.  If  you  can 
not  understand  social  institutions  unless  you 
realize  that  they  have  their  roots  in  the  needs 
of  the  family,  neither  can  you  understand  the 
functions  of  the  family  without  realizing  that 
they  have  their  roots  in  the  needs  of  the  chil- 
dren.” 

J)r.  Emmet  Holt,  the  senior,  said:  “A  high 
infant  mortality  results  in  a sacrifice  of  the 
unfortunate, — not  the  unfit.”  Some  of  the 
philosophical  biologists  have  at  various  times 
claimed  this  was  Nature’s  way  of  removing 
the  unfit  in  an  attempt  to  balance  the  popula- 
tion trends.  We  know'  this  position  to  be 
untenable  because  of  the  recorded  observa- 
tions of  the  last  half  century’s  progress  in  re- 
ducing the  infant  mortality  rates.  Dr.  Holt 
has  also  said  that  a high  infant  mortality  rate 
in  a community  also  indicates  a high  ‘damage’ 
rate  among  the  youthful  population  as  w'ell. 
This  w'e  have  observed  repeatedly  and 
recognize  to  be  of  great  economic  as  well  as 
humanitarian  importance. 

It  has  not  been  many  months  since  Hunt- 
ington W'as  shocked  by  the  information  that 
it  had  the  highest  infant  death  rate  of  any 
city  in  the  United  States  Registration  Area 
for  1931  in  the  population  group  for  cities  of 
from  75,000  to  250,000.  A study  of  the 
published  reports  of  the  United  States  Census 
Bureau  for  the  six  year  period  1926-31  re- 
veals that  West  Virginia  has  been  well  near 
the  top  of  the  list  in  infant  mortality  rates 
each  vear  during  that  time. 

If  we  agree  with  Sir  Arthur  Newsholme 
that  the  infant  mortality  rate  is  the  most  sensi- 
tive index  of  social  welfare  and  of  sanitary  ad- 
ministration under  urban  conditions,  and  if 


we  accept  the  data  above  presented  from  the 
official  statistics,  we  must  admit  that  we  are 
throw'n  a challenge  which  should  not  go  un- 
answ'ered  by  the  leaders  of  our  community. 
Some  of  these  efforts  must  of  necessity  de- 
pend upon  a technical  study  which  must  be 
presented  by  those  of  the  medical  profession. 
Much  of  the  efforts  and  all  of  their  transla- 
tion into  activity  must  be  carried  on  by  civic 
and  social  leaders  of  the  community. 

In  proceeding  with  such  a study  one  must 
be  cautious  in  draw'ing  conclusions  from  the 
crude  mortality  rates  as  published.  While 
they  constitute  the  most  sensitive  index  we 
possess  of  social  welfare  and  sanitation  it  must 
be  admitted  that  no  very  sensitive  index  is  at 
our  disposal  and  that  while  this  is  the  best  it 
is  still  a rather  crude  one  with  definite  limita- 
tions. Figures  may  tell  startling  lies  as  well 
as  strange  truths.  Their  greatest  value  is  in 
show'i ng  trends  from  year  to  year  and  in 
focusing  the  interest  of  the  members  of  the 
reported  communities  on  infant  mortality  as 
an  important  social  problem  in  their  midst. 

In  the  technical  consideration  of  the  prob- 
lem, W'e  may  best  start  by  dividing  the  first 
two  years  of  life  into  two  age  periods,  one 
the  ‘neonatal’  period  from  birth  to  one  month 
and  the  other  the  period  of  infancy  proper 
from  one  month  to  either  one  year  or  two 
years  (preferably  the  latter).  We  may  then 
study  the  seasonal  curves  for  the  deaths 
occurring  in  these  age  periods  and  we  may  ob- 
tain valuable  information  if  the  study  includes 
enough  years  to  have  the  total  number  of 
deaths  exceed  the  limitations  necessarily  im- 
posed by  an  actually  small  number.  By  this 
means  w'e  can  obtain  reliable  information  as  to 
the  role  played  by  ( 1 ) infections  of  the  res- 
piratory tract  (winter)  and  (2)  infections  of 
the  intestinal  tract  (summer).  We  may  study 
the  effects  of  the  extremes  of  climatic  condi- 
tions and  season  upon  deaths  in  the  neonatal 
period  and  as  to  deaths  in  the  period  of  in- 
fancy proper.  The  curves  for  each  age  group 
from  year  to  year  Indicate  the  trend  of  im- 
provement which  may  be  taking  place  within 
that  particular  group.  It  is  advisable  to 
refer  these  death  rates  to  both  live  births  per 
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year  and  population  of  the  city  at  the  time  the 
rate  is  reported.  Improvement  in  the  still- 
birth and  neonatal  period  may  be  indicative 
of  better  prenatal  and  maternal  care  but  we 
have  already  seen  in  studies  of  other  com- 
munities and  for  the  country  at  large  that 
there  has  been  little  improvement  in  the  neo- 
natal death  rate  in  the  last  two  decades  or 
more.  Quite  the  opposite  is  true  however,  in 
the  age  period  1 month  to  1 year  in  which 
there  has  been  a most  dramatic  reduction  in 
death  rates  in  the  last  2 to  5 decades. 

Infant  mortality  rates  as  published  in  offi- 
cial reports  indicate  deaths  under  1 year  of 
age  per  1,000  live  births  per  year.  Rarely  are 
they  referred  to  as  deaths  per  10,000  popula- 
tion per  year.  As  pointed  out  earlier  in  this 
discussion  there  is  a very  valuable  reason  for 
dividing  the  groups  into  the  two  age  periods, 

0 to  1 month  and  1 month  to  2 years.  This 
is  not  done  in  official  figures  published  at 
present  and  special  studies  must  be  made  to 
ascertain  such  division  of  deaths. 

During  the  neonatal  period  the  problems 
of  the  new-born  and  of  an  obstetric  nature 
occupy  the  major  prominence  with  infection 
of  minor  importance  and  with  prenatal  en- 
vironment and  physical  endowment  a prom- 
inent determining  factor.  In  the  age  period 

1 month  to  2 years  infection  plays  the  major 
role  for  the  infant  is  not  so  guarded  in  his 
contact  with  others  as  is  the  neonatal  babe. 

Only  those  babies  may  be  considered  born 
‘alive’  who  have  actually  had  respiration 
started  after  birth  and  the  lungs  to  some  ex- 
tent inflated.  The  fact  the  heart  continues 
to  beat  for  sometime  after  delivery  is  not  to 
be  taken  as  an  evidence  of  a live  birth  unless 
respirations  have  actually  started.  Not  infre- 
quently without  respirations  starting  the  heart 
continues  to  beat  for  some  time  after  delivery 
in  what  is  apparently  simply  a prolongation 
of  the  intrauterine  state.  Such  are  classed  as 
‘still  births’  and  should  be  reported  as  such. 
(Some  courts  have  seen  fit  to  rule  otherwise 
in  spite  of  the  physiological  evidence  to  the 
contrary).  In  this  age  period  and  in  the  neo- 
natal period  little  of  a helpful  nature  is  to  be 
derived  from  a qualitative  analysis  of  the 


causes  of  death  as  at  present  entered  on  the 
death  certificates.  In  fairness  to  the  certify- 
ing physician,  it  should  be  clearly  set  out  that 
it  is  not  necessarily  his  individual  fault  that 
death  certificates  are  at  present  of  little  value 
in  this  specific  respect.  The  difficulty  is  more 
fundamental,  going  back  to  the  relative  lack 
of  accurate  scientific  knowledge  on  the  causes 
of  morbidity  and  mortality  in  the  neonatal 
period.  The  lack  of  definite  knowledge  with 
regard  to  causes  of  death  during  this  period, 
the  lack  of  uniformity  of  pathologic  and 
clinical  nomenclature  for  the  conditions 
occurring  in  this  period  make  it  impossible 
for  anyone  to  draw  entirely  accurate  conclu- 
sions as  to  the  important  factors  involved  in 
any  investigation  of  neo-natal  deaths  based 
on  a study  of  reported  death  certificates.  This 
is  a problem  which  is  universal  and  it  is  not 
unique  to  Huntington.  Some  valuable  im- 
plications may  however  be  obtained  by  the 
type  of  curve-study  utilized  in  the  work  I 
am  reporting  to  you  today. 

In  a study  of  neonatal  deaths  in  Hunt- 
ington during  any  one  year,  the  investigator 
is  at  once  confronted  from  the  statistical  stand- 
point with  the  limitations  imposed  by  an 
actually  small  number  of  deaths.  Total  neo- 
natal deaths  in  Huntington  from  1922  to 
1932  are  by  years  from  1922, — 85,  76,  71, 

98,  91,  82,  70,  65,  64,  66.  During  the  same 
years  live  births  went  from  1112  in  1922  to 
a peak  of  1 739  in  1925  and  receded  gradually 
to  1283  in  1931.  Still  births  were  95  in 
1922,  103  in  1924,  94  in  1927  and  75  in 
1931.  In  general  the  trends  over  the  10 
year  period  paralleled  each  other  closely  K 

there  being  a tendency  to  a lowered  rate  in  i 

each  case  toward  the  latter  half  of  the  decade.  ■ 
In  the  meanwhile  the  population  is  reported  Q 
to  have  increased  at  a rate  proportionate  to 
the  52%  increased  population  rate  of  1930 
over  1920.  The  average  neonatal  death 
rate  per  year  for  the  period  was  53.2  neo- 
natal deaths  per  1,000  live  births  per  year. 

If  we  assume  that  the  entire  socio-economic  » 
structure  consists  of  five  levels  or  groups  with  ^ 
group  1 representing  the  highest  and  group  I 
V representing  the  lowest,  it  can  be  said  that  I 
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we  observed  actually  a higher  mortality  In 
the  neonatal  period  In  the  lower  groups  IV- 
V than  In  the  higher  groups  I-II.  Such  an 
observation  can  not  be  accurate  If  observed  for 
just  one  month  or  for  one  year  but  It  can  be 
considered  fairly  true  If  carried  out  over  a 
period  of  10  years.  Dr.  Robert  Mussey, 
Professor  of  Obstetrics  at  the  University  of 
Minnesota  and  the  Mayo  Clinic,  In  reporting 
for  a sub-committee  of  the  White  House  Con- 
ference on  Child  Health  and  Protection,  said, 
“Statistical  data  reveal  a distinct  lowering  of 
Infant  death  rates,  but  little  satisfaction  may 
be  gathered  from  the  lack  of  Improvement, 
fetal  and  early  mortality  rate.  It  Is  evident 
that  more  statistical  data  are  necessary  to 
clarify  the  relative  Influence  of  the  factors 
causing  this  mortality.”  The  neonatal  death 
rate  In  the  United  States  Is  said  to  be  In  excess 
of  what  It  should  be  considering  the  alleged 
state  of  enlightenment  said  to  be  attained  In 
this  country.  This  constitutes  a social  prob- 
lem which  Is  national  In  scope  and  In  which 
Huntington  shares  In  about  Its  expected  pro- 
portion; certainly  there  Is  no  great  excess 
above  the  average  from  the  country  at  large 
In  this  respect.  In  Huntington  a seasonal 
rise  In  the  neonatal  death  rate  Is  observed 
during  the  winter  months  especially  during 
January  and  February.  It  Is  logical  to  assume 
that  these  deaths  are  In  the  main  due  to 
lowered  vitalities  endow’ed  by  mothers  wTo 
have  been  suffering  from  acute  respiratory 
infection  so  prevalent  during  that  period  of 
the  year.  To  a lesser  extent  respiratory  in- 
fections contribute  directly  to  the  neonatal 
death  rate  by  infections  of  the  babe.  A lesser 
rise  appears  in  the  summer  months  of  July 
and  August  and  is  in  all  likelihood  due  to  the 
enervating  influence  of  the  extreme  weather 
on  the  mother  during  the  period  she  is  carry- 
ing the  baby. 

It  is  of  interest  to  note  that  in  1930  Hunt- 
ington reported  a still  birth  rate  16%  higher 
than  the  average  urban  rate  of  the  country,  a 
neonatal  rate  32%  higher  and  a rate  from  1 
month  to  1 year  68%  higher.  This  marked 
excess  of  deaths  In  the  latter  period  indicates 
just  wherein  we  face  our  real  problem  in 


Huntington.  Between  the  ages  of  1 month 
and  1 year  and  the  ages  1 month  and  2 years, 
the  greatest  deviation  from  national  averages 
occurs. 

When  the  curves  representing  deaths  be- 
tween 1 month  and  2 years  or  infancy  proper 
are  studied  we  see  that  1923  with  171  repre- 
sents the  peak  with  1925  next  with  136  fol- 
lowing which  the  trend  has  been  toward  a 
greatly  lower  rate  with  79,  81  and 

83  recorded  In  the  years  1927,  1928 

and  1 93 1 respectively.  This  may  be 
considered  an  indication  that  Huntington  is  a 
much  safer  community  to  have  a baby  spend 
his  first  two  years  of  life  than  was  the  case 
1 0 years  ago.  As  to  seasonal  trends,  there 
occurs  a slight  Increase  In  the  infant  mortality 
rate  for  this  age  period  in  the  winter  months 
reaching  the  peak  in  January  and  February. 
This  small  increase  of  deaths  in  these  months 
may  safely  be  attributed  to  respiratory  infec- 
tion deaths  such  as  pneumonias,  colds  and 
their  complications,  etc.  In  the  summer 
months  of  July,  August  and  September  a 
most  startling  increase  in  infant  deaths  in  this 
age  period  is  to  be  noted.  This  excess  of 
deaths  in  the  summer  months  occurs  with 
regularity  each  year  and  in  the  main  explains 
the  unfavorable  position  of  Huntington  as 
regards  infant  mortality  statistics.  The  winter 
time  increase  in  infant  deaths  is  much  lower 
than  is  to  be  observed  in  more  northernly 
situated  cities  and  is  an  index  of  the  favor- 
ableness of  the  Huntington  climate  to  infant 
w'elfare  in  the  winter  months.  This  is  con- 
trary to  the  popular  notion  locally  that  Hunt- 
ington has  a wretched  winter  time  climate 
with  an  undue  number  of  infant  sicknesses 
and  deaths  at  this  period  of  the  year.  It  must 
be  said  that  the  infant  death  rate  as  reported 
by  official  figures  would  tend  to  obscure  the 
good  influence  of  the  winter  season  and  at  the 
height  of  the  summer  peak  our  summer  time 
rate  is  even  more  ugly  than  would  be  indi- 
cated by  the  composite  death  rate  of  the  year, 
not  studied  on  a seasonal  basis.  The  disad- 
vantageous position  presented  by  a very  high 
diarrheal  death  rate  in  the  summer  is  to  a 
great  extent  offset  by  a relatively  low  respir- 
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atory  death  rate  in  the  winter  months.  Wheel- 
ing exhibits  a curve  notably  different  in  that 
the  summer  time  elevation  is  much  less  there 
and  the  winter  time  elevation  considerably 
higher  than  ours.  A practical  point  to  em- 
phasize here  is  that  in  the  main  it  is  difficult 
to  influence  respiratory  death  rates  by  any 
known  means  whereas  by  means  of  education 
and  sanitation  it  is  possible  almost  entirely  to 
wipe  out  the  excess  of  diarrheal  deaths  in  the 
summer  time.  Respiratory  deaths  are  little 
preventable  while  diarrheal  deaths  are  in  the 
main  preventable  and  their  existence  a stigma 
on  the  social  endeavor  of  the  community. 
This  applies  with  full  force  to  our  Hunting- 
ton  situation. 

Huntington  had  a population  of  50,000  in 
1920  and  of  76,000  in  1930.  The  colored 
population  is  reported  as  4,600  or  about 
5.8%.  The  population  increase  in  10  years 
was  52%.  Residents  of  Wayne  County  in 
Huntington  have  not  been  included  in  this 
statistical  study. 

Even  if  we  assumed  that  the  high  infant 
mortality  rates  characteristic  of  the  colored 
race  in  the  South  prevailed  in  Huntington 
(where  it  is  essentially  the  same  as  for  the 
whites  in  Huntington)  this  would  only  ex- 
plain about  10%  of  our  high  infant  mortality 
rate  and  so  this  as  a largely  active  contributing 
factor  can  be  ruled  out.  It  is  impossible  to  go 
into  all  the  various  factors  which  contribute 
to  a large  infant  mortality  rate,  it  is  well  to 
state  that  socio-economic  status,  crowding, 
habits  of  hygiene,  etc.  are  all  factors  of  im- 
portance. 

It  would  be  well  to  point  out  here  that  be- 
tween 1922  and  1932  the  neonatal  rate 
remained  rather  constant  with  a slight  ten- 
dency to  a lowered  level  and  that  diarrheal 
diseases  and  respiratory  diseases  were  both 
more  active  in  the  period  1922-1927  than  in 
the  period  1927-1932. 

hVom  a study  of  infant  mortality  curves  in 
Huntington  for  the  period  1922-1932,  we 
are  forced  to  the  conclusion  that  while  our 
neonatal  death  rate  is  somewhat  in  excess  of 
the  average  for  comparable  cities,  yet  there  is 
a marked  excess  of  deaths  in  the  age  period 


1 month  to  1 year  and  1 month  to  2 years. 
This  excess  is  in  the  main  due  to  diarrheal 
disease  rather  than  to  respiratory  disease.  The 
high  summer  time  death  rate  is  ‘presumptive 
evidence’  that  bacillary  dysentery  is  the  main 
factor  active  in  the  production  of  a high  death 
rate  among  infants  in  Huntington  during  the 
period  1922-1932. 

As  the  above  is  undoubtedly  true  it  is  of 
interest  to  review  here  a study  of  bacillary 
dysentery  in  Huntington  made  between  the 
years  1921  and  1931.  Dysentery  was  ob- 
served as  a relatively  frequent  offender  in  the 
lives  of  300  normal  children  observed  during 
the  first  five  years  of  their  life  in  Huntington. 
The  births  of  these  children  took  place  be- 
tween 1921  and  1926  and  the  period  of  the 
last  fifth  year  observation  really  came  in 
1931.  From  the  Baby  Clinic  of  the  Hunt- 
ington Mothers’  Club  similarly  100  normal 
children  were  observed  during  the  same  time 
and  in  the  same  manner  so  as  to  be  thoroughly 
comparable.  All  children  were  observed 
from  shortly  after  birth  until  5 years  of  age. 
If  one  had  dysentery  during  the  period  of  ob- 
servation a black  mark  was  put  down  for  him. 
If  he  were  a private  patient  and  had  dysentery 
a black  circle  was  put  at  his  place  of  residence 
on  a spot  map  prepared  for  the  study.  If  he 
were  a baby  from  the  Baby  Clinic  and  had 
dysentery  a black  triangle  was  put  on  the  map 
at  his  then  place  of  residence.  If  at  the  end  of 
5 years  the  child  had  not  had  dysentery  he 
was  given  either  a plain  circle  or  a plain 
triangle  at  his  proper  place  of  residence.  The 
presence  of  loose  stools  with  blood,  pus  and 
mucus  was  considered  necessary  to  make  the 
diagnosis  certain  and  it  had  to  be  observed  by 
the  physician  actively  in  charge  of  the  case  so 
that  there  would  be  no  irregularities  intro- 
duced into  the  study  in  this  manner.  Histories 
of  blood  and  pus  in  the  stools  when  not  ob- 
served were  not  considered  as  certain  enough 
to  permit  of  a diagnosis  and  were  entered 
accordingly.  The  children  represented  by  the 
circles  in  the  main  represent  families  in  the 
socio-economic  groups  I,  II  and  III  whereas 
those  of  the  triangles  represent  groups  IV  and 
V,  mainly  the  latter.  On  the  tables  are 


September,  1933 


The  West  Virginia  Medical  Journal 


371 


shown  the  districts  studied  and  the  percentage 
of  children  having  dysentery  in  the  particular 
section  of  the  city  set  forth.  Just  as  the  rash 
in  measles  is  a symptom  of  the  malady  In  the 
individual,  so  is  the  evidence  provided  by  this 
study  of  the  city  of  Huntington  a ‘symptom’ 
of  a real  social  malady  in  the  city  of  Hunt- 
ington. The  black  spots  on  the  map  Indicate 
with  uncanny  accuracy  the  regions  of  the  city 
in  which  the  disposal  of  human  sew'age  is 
carried  on  in  an  insanitary  manner.  Facts 
coincide  absolutely  with  the  ‘presumptive  evi- 
dence’ supplied  by  this  map.  It  must  be 
stated  however,  that  this  study  was  started 
in  1921  and  that  much  of  it  was  completed 
by  1926  and  that  many  improvements  in  sani- 
tary conditions  in  the  city  have  been  made  in 
that  time.  The  yearly  curve  bears  evidence 
of  this  activity  in  the  improvement  shown  in 
the  fall  in  Infant  mortality  rates  from  1923 
to  the  present.  Even  with  this  true  and  with 
due  regard  for  our  Improvement,  yet  in  one 
of  the  best  and  lowest  of  our  years  of  recorded 
infant  deaths,  we  were  cited  as  having  the 
highest  urban  infant  mortality  rate  of  any  city 
with  a population  between  75,000  and  250,- 
000. 

We  can  make  progress  when  we  recognize 
the  problem  as  a social  one,  and  appreciate  the 
significance  of  a high  diarrheal  death  rate  in 
infancy  in  Huntington,  as  a sensitive  index  of 
our  social  welfare  and  sanitary  administration 
under  urban  conditions.  An  enlightened, 
sympathetic  and  active  public  opinion  is  now 
what  is  needed  to  correct  these  conditions. 
No  enforcement  no  matter  how  rigid  can 
clear  up  the  situation  without  the  whole- 
hearted sympathy,  and  the  intelligent  and 
active  cooperation  of  the  public,  not  for  one 
week  or  one  month  but  continuously  year  in 
and  year  out. 

In  summary  of  my  discussion  let  me  say 
that  vital  statistics  and  infant  mortality  rates 
are  helpful  in  studying  mortality  trends  and 
in  calling  attention  to  excessive  divergence  in 
rates  in  the  communities  concerned  and  in 
stimulating  them  to  analyze  their  own  locally 
active  factors  for  correction  or  explanation. 


The  crude  rate  itself  does  certainly  not  tell 
the  whole  story. 

In  Huntington,  the  still  birth  and  neo- 
natal mortality  rate  is  only  slightly  above  the 
expected  average.  Deaths  between  1 month 
and  2 years  are  excessively  high  especially  in 
the  summer  months  and  represent  the  ex- 
planation of  the  excessively  high  infant  mor- 
tality rates  for  the  city.  The  deaths  in  this 
age  period  are  relatively  low  in  the  winter 
months  but  excessively  high  in  the  summer 
months.  Bacillary  dysentery  or  infectious 
diarrhea  is  the  cause  of  most  of  the  deaths  in 
the  age  period  1 month  to  2 years  in  Hunt- 
ington. 

A spot  map  and  tables  show  the  sections  of 
the  city  and  indicate  in  which  sections  dysen- 
tery was  most  frequently  observed.  This  was 
considered  as  ‘presumptive  evidence’  that 
faulty  protection  of  human  excreta  in  the  pro- 
cess of  disposal  existed  in  these  sections  parti- 
cularly. 

Milk  and  water  were  not  observed  to  have 
acted  as  carriers  of  dysentery  in  this  study 
although  both  have  been  at  times  known  to 
have  carried  the  diseases  in  other  places  by 
other  observers.  Dysentery  is  especially 
common  in  all  of  the  hilly  counties  adjoining 
and  including  Cabell. 

The  fly  is  believed  to  have  been  the  most 
active  factor  in  the  dissemination  of  the  in- 
fection. The  ideal  combination  for  the  spread 
of  the  disease  is  -proximity  to  an  active  case  in 
the  neighborhood  plus  insanitary  sewage  dis- 
posal plus  a heavy  jly  infestation  plus 
crowded,  unhygienic  surroundings  plus  pov- 
erty plus  a warm  moist  summer  season. 

Just  as  flies  are  observed  in  many  Hunt- 
ington homes  throughout  the  year,  so  is  dys- 
entery to  be  found  in  Huntington  throughout 
the  year. 

The  need  for  a campaign  for  100%  sanita- 
tion in  the  city  and  a ceaseless  fight  against 
the  fly  in  all  quarters  would  seem  to  be  clearly 
indicated  from  the  careful  study  that  has  been 
made  of  this  grave  social  problem  in  Hunt- 
ington. 

In  conclusion  therefore,  with  the  recom- 
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mendation  already  so  obvious  may  I emphas- 
ize the  fact  that  cooperation  of  the  Health 
Department  is  of  course  most  valuable  but  can 
accomplish  relatively  little  unless  an  enlight- 
ened, sympathetic  and  active  public  supplv 
the  support  which  can  make  possible  the  pro- 
vision of  a safer  place  for  the  babies  of  Hunt- 


ington to  live  in.  If  in  your  home  sewage  dis- 
posal is  a health  menace,  by  what  possible 
stretch  of  the  imagination  can  you  desire  to 
maintain  it  as  such  at  the  possible  cost  of  life 
to  another  if  not  yourself?  This  is  truly  a 
social  problem  of  vital  importance  and  is  a 
real  challenge  to  us  all. 


Table  I 


Districts  Studied 
Represented  on  Map 
By  Numerals 

Children 

Studied 

Total 

Children 
Who  Had 
Dysentery 

Percentage 
Who  Had 
Dysentery 

Social  Group  of  Family 
of  Child  Included  in 
Study 

Social  Groups 
Prevailing  in  the 
District  Studied 

1. 

West  End 

...34 

16 

47% 

III,  IV,  V 

II,  III 

2. 

Central  

...47 

15 

32% 

II,  III 

II,  III 

3. 

East  End 

...  16 

10 

62% 

IV,  V 

III 

4. 

Southside 

...106 

16 

15% 

I,  II 

I,  II 

5. 

Four  Pole-Park 

. . . 19 

10 

52% 

I 

I 

6. 

Pottery 

. . . 9 

5 

56% 

III,  IV,  V 

III 

7. 

C & O Shops 

...  17 

10 

58% 

IV,  V 

III 

8. 

Walnut  Hills 

..16 

11 

68% 

IV,  V 

II,  III 

9. 

Highlawn  

...26 

11 

43% 

III,  IV,  V 

II,  III 

10. 

Guyandot 

...  10 

7 

70% 

III,  IV,  V 

II,  III 

300 

children  were  observed 

and  of 

these  111  or 

37%  had  dysentery  with  blood,  pus 

and  mucus. 

Table  II 


Districts  Studied  Children  Children  Percentage  Social  Group  of  Family  Social  Groups 

Kepresented  on  Map  Studied  Who  Had  Who  Had  of  Child  Included  in  Prevailing  in  the 

By  Numerals  Total  Dysentery  Dysentery  Study  District  Studied 


5.  A & B Street 8 6 75%  V V 

3.  Maple  Avenue 8 5 62.5%  IV  V 

6.  Ohio  Ave. — Johnson  Land  40  34  80.5%  V V' 

1.  West  End 20  12  60%  IV,  V V 

2.  C & O Shops 10  6 60%  IV,  V V 

4.  Guyandot 14  9 64.3%  V V 


100  children  were  observed  and  of  these  72  or  72%  had  dysentery  with  blood,  pus  and  mucus. 


Brotman,  D.D.S.,  e.xplains  in  “'I'hc  Effect  of  d'ceth 
on  Eacial  Expre.ssion,”  an  article  appearing  in  the 
August  Hygeia. 

Premature  loss  of  temporary  teeth,  retention  of 
temporary  teeth  too  long,  any  continuous  pressure  on 
the  moutli,  or  mouth  breathing  may  cause  malocclu- 
sion. 

* Habits  such  as  tlic  use  of  pacifiers,  thumb  or  finger 
sucking,  muscular  twitching  or  pressure  on  any  sec- 
tion of  tlie  dental  arclies,  and  pillowing  may  also 
bring  about  malocclusion. 


FACIAL  EXPRESSION 

Malocclusion  is  a term  referring  to  the  “rabbit- 
faced” individual  whose  upper  teeth  and  gums  are  so 
prominent  as  to  hang  out  over  the  lower  jaw;  to  the 
“chisel-chin”  type  whose  protruding  lower  jaw  gives 
a pugnacious  appearance;  to  tlie  cliinless  or  “Andy 
Gump”  type  whose  ailment  is  a much  underdevel- 
oped lower  jaw,  and  to  tlie  person  whose  upper  jaw 
may  he  underdevelo|)ed.  In  fact,  malocclusion  refers 
to  any  abnormality  in  the  positions  of  the  teeth, 
jaws  or  their  respective  dental  arches,  Robert  H. 
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MEDICAL  SERVICE* 


Bv  D.  A.  MacGregor,  M.  D., 
Presiilenty  W.  Va.  State  Medical  A ssociation 
W heeling. 


T LIKE  the  title  of  my  address — Medical 
^ Service.  Service  is  the  ultimate  object  of 
this  whole  conference.  We  aim  to  serve  the 
best  interests  of  children  generally  and  spe- 
cifically the  children  of  West  \hrginia.  Chil- 
dren are  served  by  many  agencies,  but  it  is  my 
province  to  address  you  on  one  phase  only — 
the  service  rendered  by  medical  science  and 
medical  art,  acting  through  the  agencies  of 
physicians,  surgeons,  nurses,  hospitals,  and 
special  institutions. 

For  several  months  past  v^arious  committees 
composed  of  physicians  have  been  at  work 
securing  and  compiling  data  relating  to  the 
medical  service  which  is  being  rendered  to 
the  children  of  West  Virginia  at  the  present 
time.  These  various  committees  have  been 
appointed,  guided,  and  assisted  by  one  man 
to  whom  great  credit  is  due.  Certainly  Gov- 
ernor Conley  was  most  fortunate  in  his  selec- 
tion of  Dr.  George  M.  Lyon  as  Chairman  of 
the  Executive  Committee.  To  Dr.  Lyon’s 
untiring  efforts  is  due  in  large  measure  the 
success  of  the  West  Virginia  White  House 
Conference. 

The  several  committees  of  physicians  have 
by  various  methods  secured  a large  amount 
of  statistical  data  concerned  with  medical  ser- 
vice to  the  children  of  West  Virginia.  This 
immense  amount  of  material  has  been  an- 
alyzed and  classified.  From  the  information 
at  hand  certain  conclusions  and  recommenda- 
tions have  been  made.  In  the  short  time  at 
my  disposal  it  is  manifestly  impossible  for  me 
to  do  more  than  mention  in  the  briefest 
possible  way  these  conclusions  and  recommen- 
dations. The  complete  reports  w'ill  be  com- 
piled and  made  available  for  reference.  It  is 
difficult  in  making  such  abstracts  to  be  certain 
that  the  true  meaning  and  intent  of  the  com- 

•Read  before  the  W.  Va.  White  House  Conference,  May  30,  1933, 


W.  Va. 

mittee  is  conveyed  accurately.  If  in  any  case 
I should  give  a wrong  impression,  I beg  to 
assure  you  that  any  failure  or  mistake  is  un- 
intentional. 

However  skillful  and  however  conscien- 
tious the  p')hysician  may  be,  all  his  efforts  will 
be  unavailing  unless  orders  for  care  and 
treatment  can  be  carried  out  correctly.  The 
carrying  out  of  these  orders  depends  on  the 
nursing  facilities  both  in  the  home  and  in  in- 
stitutions. In  this  connection  I wish  to  com- 
ment upon  the  excellent  report  given  by  Miss 
Margaret  Lambert  of  the  Huntington  Me- 
morial Hospital.  This  report  is  of  such  great 
value  that  I hope  it  will  be  published  in  its 
entirety  and  made  available  to  all  interested. 
I cannot  refrain  from  quoting  the  summary 
in  which  Miss  Lambert  analyzes  the  facilities 
for  hospitalization  and  nursing  care  of  chil- 
dren in  West  Virginia: 

“There  are  all  extremes,  from  nurses 
training  schools  which  fail  to  provide  adequate 
pediatric  training  at  all,  up  to  four  or  five 
schools  which  provide  relatively  acceptable 
training  in  pediatrics  with  a sufficient  volume 
of  pediatric  and  newborn  cases  and  with  a 
properly  trained  and  professionally  interested 
teaching  staff.  Instruction  in  pediatrics  in 
some  of  the  West  Virginia  training  schools  is 
excellent,  while  in  others  the  small  volume 
of  pediatric  and  newborn  cases,  the  lack  of 
interest  in  pediatric  cases  of  the  medical  and 
nursing  staff,  and  the  lack  of  appropriate 
training  of  the  staff  are  so  great  as  to  merit 
their  outright  discontinuance  as  a training 
school  for  nurses.  The  care  of  obstetric  cases 
and  of  pediatric  cases  constitutes  an  appreci- 
ably large  portion  of  the  work  and  opportun- 
ity of  the  graduate  nurse  in  private  practice, 
and  it  is  only  fair  to  the  girl  who  spends  three 
years  in  training  that  she  be  properly  trained 
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in  this  phase  of  nursing  activity  for  which  she 
is  so  apt  to  be  needed  when  she  attempts  to 
practice  her  professional  work  after  gradua- 
tion. Availability  of  good  pediatric  nursing  in 
West  Virginia  is  not  as  adequate  as  it  should 
be.” 

This  appraisal  of  pediatric  nursing  in  West 
Virginia  made  by  an  impartial  and  conscien- 
tious expert  should  influence  delinquent  hos- 
pitals to  take  the  necessary  steps  to  correct 
their  glaring  defects.  While  it  is  far  from 
agreeable  to  be  told  unpleasant  truths,  yet 
after  all  the  aim  of  the  conference  is  to  dis- 
cover faults  and  advise  methods  for  their 
correction.  To  sugar-coat  the  bitter  pill 
would  not  be  the  way  to  render  the  best  ser- 
vice to  our  children.  Special  attention  should 
be  directed  to  the  entirely  inadequate  training 
in  contagious  diseases  provided  the  student 
nurses  in  our  West  Virginia  hospitals,  also  to 
similarly  inadequate  training  in  the  care  of 
premature  infants.  The  fate  of  the  premature 
infant  depends  almost  entirely  on  skillful, 
conscientious  nursing  care,  and  without  ade- 
quate instruction  in  this  most  specialized 
branch  of  pediatric  nursing  many  lives  will  be 
lost  that  with  proper  care  might  be  saved. 
It  is  recommended  by  the  committee  that  hos- 
pitals unable  to  give  adequate  training  in 
pediatric  nursing,  particularly  in  the  care  of 
contagious  diseases  and  of  premature  infants, 
affiliate  with  hospitals  in  the  larger  cities 
(particularly  with  hospitals  connected  with 
teaching  institutions)  in  order  to  secure  for 
their  students  a complete  and  well-rounded 
course. 

More  and  more  the  public  is  appreciating 
the  advantages  of  hospitalization  for  patients 
requiring  both  medical  and  surgical  treat- 
ment. Certainly  hospitalization  is  just  as 
important  for  children  as  for  adults.  The 
report  of  the  committee  on  hospital  facilities 
would  indicate  that  in  many  sections  of  West 
Virginia  hospital  beds  for  children  are  not 
available  and  that  it  is  most  important  that 
such  hospital  facilities  should  be  provided. 
This  committee  calls  attention  also  to  the  in- 
adequate provision  for  the  care  of  commun- 
icable diseases  and  premature  infants. 


One  very  essential  branch  of  hospital  ser- 
vice is  almost  entirely  lacking  in  West  Vir- 
ginia— that  is,  the  social  service  department. 
There  is  a crying  need  for  social  service  ^ 
workers,  particularly  for  work  among  chil- 
dren. May  1 suggest  in  this  connection  that  ‘ 
social  service  work  demands  a very  special 
preparatory  training  and  that  graduation  from 
a nurses  training  school,  however  excellent 
that  training  school  may  be,  does  not  prepare  J 
a nurse  for  this  highly  specialized  type  of  . 
work?  I 

We  are  all  interested  in  the  excellent  work  ! 
that  is  being  done  for  the  crippled  children 
of  West  Virginia.  This  work  began  in  July, 
1929,  when  the  State  Legislature  made  a 
liberal  appropriation  for  aid  in  the  care  of 
these  unfortunates.  The  committee  states  that 
“up  to  the  present  time  1,741  crippled  chil- 
dren ....  have  been  examined,  and  of  this  i 
number  806  have  received  treatment.”  The  I 
committee  points  out  mistakes  in  the  selection  \ 
of  cases  for  treatment,  due  to  Ignorance  on  | 
the  part  of  certain  directors  of  the  movement  i 
and  to  other  faults  in  the  management  of  the 
patients.  Therefore,  the  committee  recom- 
mends that  the  State  care  of  crippled  children 
should  be  transferred  to  the  Department  of 
Health.  It  is  believed  that  with  such  super- 
vision errors  and  mistakes  of  the  past  might 
be  obviated. 

Cooperation  between  the  practicing  physi- 
cian and  the  Health  Departments,  both  state 
and  local,  is  far  from  perfect.  Unfortunately 
there  is  a certain  amount  of  antagonism  due  in 
all  probability  to  a lack  of  mutual  under- 
standing. The  practicing  physicians  take  the 
stand  that  the  function  of  the  Health  De-  j 
partment  should  be  administrative  and  educa-  I 
tlonal  and  that  the  health  officer  should  be  ^ 
cooperative  and  something  more  than  a police 
officer  and  detective.  They  feel  that  direct 
service  should  not  be  rendered  by  the  Health 
Department  except  to  those  unable  financially  i 
to  purchase  such  service.  I quote  from  the  i 

report:  “Physicians  will  cooperate  one  I 

hundred  per  cent  when  the  health  officer  * 
shows  Interest  in  their  individual  health  prob-  i 
lems  ....  being  part  of  the  county  society,  I 
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always  willing  to  go  into  consultation  as  a 
health  officer  ....  Inviting  them  to  participate 
in  clinics,  carrying  on  a proper  health  educa- 
tional program  . . . . ” 

It  is  suggested  that  a portion  of  the  service 
work  now  carried  on  by  Health  Departments 
be  returned  to  the  practicing  physicians.  This 
is  an  excellent  suggestion  and,  if  carried  out, 
would  doubtless  create  a much  better  feeling 
between  these  two  medical  groups. 

The  committee  on  welfare  supervision  and 
immunization  has  made  a most  Interesting 
and  enlightening  report.  The  more  important 
recommendations  made  by  this  committee  are 
presented  as  follows: 

( 1 ) An  extensive  educational  campaign 
to  impress  upon  the  public  (physicians  in- 
cluded) the  importance  of  periodic  health  ex- 
aminations and  immunization  work. 

(2)  Free  immunization  of  all  Indigent 
children. 

(3)  Strict  limitation  of  such  service  to 
those  unable  to  pay. 

(4)  A public  health  law  requiring  a cer- 
tificate of  successful  Immunization  against 
smallpox  and  diphtheria  for  admission  to 
kindergarten  and  school. 

The  State  Department  of  Free  Schools  has 
certain  objectives  in  view  for  safeguarding 
the  health  of  school  children,  which  may  be 
summarized  as  follows: 

( 1 ) To  teach  children  the  principles  of 
healthful  living. 

(2)  To  prevent  and  control  commun- 
icable diseases. 

(3)  To  detect  and  secure  correction  of 
remediable  physical  defects. 

(4)  To  reduce  the  number  of  absences 
and  the  number  of  those  who  repeat  grades. 

(5)  To  secure  proper  sanitation  of  school 
buildings  and  grounds. 

(6)  To  safeguard  the  health  of  those 
participating  in  athletic  contests. 

These  objectives  have  been  carried  out  to 
a certain  extent  in  some  of  the  schools  but  by 
no  means  in  all,  and  in  very  few  of  these 
entirely. 

The  Committee  reporting  on  this  plan  of 
medical  service  is  of  the  opinion  that  the  value 


of  Immunization  for  control  of  certain  com- 
municable diseases  has  been  amply  demon- 
strated so  that  educational  free  immunization 
programs  are  no  longer  necessary  or  desir- 
able. 

School  health  examinations  disclose  many 
remediable  physical  defects,  an  average  of 
about  two  to  each  child  examined.  It  is  with- 
in the  province  of  the  school  authorities  to 
urge  the  parents  that  such  defects  be  corrected. 
However,  the  right  to  give  such  advice  must 
be  based  upon  accurate  Information  secured 
by  a thorough  and  complete  physical  exam- 
ination made  by  a competent  physician. 

The  feeble-minded  child  and  the  epileptic 
child  are  ever-present,  serious,  medical  prob- 
lems, both  as  regards  the  individual  child  and 
the  community.  Facilities  for  the  institutional 
care  of  such  children  are  exceedingly  meager 
in  West  Virginia.  Most  of  them  are  under 
the  care  of  the  general  practitioners.  At  the 
present  time  the  average  practitioner  is  not 
trained  and  equipped  to  care  for  these  unfor- 
tunates properly,  and  he  does  not  take  a very 
great  interest  in  their  welfare.  Even  the 
patients  who  are  admitted  to  our  State  institu- 
tions receive  no  real  scientific  study  or  cura- 
tive medical  treatment.  They  are  simply  fed 
and  housed  in  an  unfavorable  environment. 
In  this  report  it  is  impossible  to  do  more  than 
simply  point  out  the  seriousness  of  the  prob- 
lem, toward  the  solution  of  which  little  or 
nothing  of  value  has  been  accomplished. 

At  this  closing  session  of  the  West  Virginia 
White  House  Conference  on  Child  Health 
and  Protection  we  realize  that  a wealth  of 
statistical  information  and  suggestions  for  ad- 
vancement have  been  brought  forward  by  the 
host  of  earnest  men  and  women  who  realize 
the  importance  of  our  problem.  We  hope 
that  this  information  and  these  suggestions 
will  not  be  laid  away  to  gather  dust  in  musty 
files.  This  good  work  must  go  on — these 
efforts  must  bear  fruit. 

In  this  connection  let  me  emphasize  one 
point  which  I believe  is  important.  The  ac- 
tivities of  the  various  organizations  and  in- 
dividuals interested  in  the  problems  of  the 
children  of  our  State  should  be  coordinated, 
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correlated,  and  guided  by  one  central  auth- 
ority in  so  far  as  that  is  feasible.  Working 
independently  without  guidance,  there  is 
bound  to  be  overlapping  of  activities,  much 
lost  motion,  and  almost  inevitably  a certain 
amount  of  rivalry  and  jealousy.  I believe 
that  the  Continuation  Committee  of  this  Con- 


ference will  be  able  to  outline  a workable  plan 
for  all  of  the  social  and  professional  agencies 
concerned  in  this  work,  and  further  that  the 
State-wide  administration  of  such  a plan 
should  be  entrusted  to  a single  executive  or- 
ganization— probably  and  preferably  a non- 
partisan State  Health  Council. 


THE  ACUTE  SURGICAL  ABDOMEN* 


By  M.  A.  Slocum,  M.  D. 
Pittsburgh^  Pennsylvania. 


J ASSUME,  in  addressing  you  this  evening, 

that  many  of  you  are  engaged  in  the  gen- 
eral practice  of  medicine.  May  I say  in  ad- 
vance that  I am  not  unmindful  of  the  prob- 
lems that  confront  you  all,  not  only  in  diag- 
nosing the  so-called  “acute  abdomen”,  but 
also  in  the  many  difficulties  that  you  meet  in 
convincing  patients  that  hospitalization  is 
essential  to  their  welfare. 

The  correct  diagnosis  of  acute  abdominal 
conditions  is  by  no  means  always  an  easy 
matter  to  the  well  trained  surgeon,  sur- 
rounded in  his  hospital  with  all  of  the  modern 
diagnostic  aids.  He  is  too  often  prone  to 
overlook  the  fact  that  the  physician  in  general 
practice  seldom  has  these  aids  available,  and 
must  of  necessity  attempt  a diagnosis  based 
on  the  history  and  physical  findings  alone. 

If  I may  be  so  bold  as  to  criticise  my  sur- 
gical brethern,  I would  say  that  far  too  little 
credit  ever  goes  to  the  man  who  makes  a 
correct  diagnosis,  even  if  only  to  label  the 
case  an  “acute  abdomen”.  1 am  strongly  of 
the  opinion  that  it  is  the  bounden  duty  of  the 
surgeon  to  make  clear  to  the  patient  or  his 
family  that  his  physician  has  played  as  great 
a part  in  his  recovery  as  the  surgeon  himself. 
Too  often  the  dramatic  recovery  following 
operation  limits  the  patient’s  appreciation  to 
the  surgeon  alone,  whereas  he  should  bestow 
his  undying  gratitude  upon  his  family  doctor 
for  having  made  the  diagnosis  that  led  up  to 
the  operation  that  saved  his  life.  Moreover, 
I consider  the  greatly  une(]ual  remuneration 

•Read  bffor*  tht  MononRalia  County  Medical  Society.  Morgan- 
town. W.  Va..  Nov.  1.  1912. 


that  the  referring  physician  and  the  surgeon 
receive,  most  unfair.  The  wrongful  practice 
of  fee  splitting  has  been  kept  alive,  to  a great 
extent,  by  the  system  by  which  the  family 
doctor  receives,  we  will  say,  a fee  of  three 
dollars  for  making  the  diagnosis  of  acute 
appendicitis,  while  the  surgeon  receives  many 
times  that  amount  for  the  operation.  We 
must  not  forget  that  had  the  referring  physi- 
cian not  made  the  diagnosis  the  surgeon  would 
not  get  his  fee. 

Our  profession  is  rightfully  concerned  with 
the  far  too  high  mortality  that  follows  in  the 
wake  of  the  acute  catastrophies  that  befall  the 
abdomen  and  its  contents.  The  problem  is, 
how  can  we  reduce  this  abnormally  high  mor- 
tality figure.?  Success  will  come  only  with 
the  greatest  cooperative  effort  on  the  part  of 
the  surgeon  and  the  general  practitioner. 

I shall  endeavor  tonight  to  remind  you  of 
the  commoner  pathologic  states  that  involve 
the  abdomen,  producing  acute  symptoms  that 
warn  one  that  surgical  Intervention  is  indi- 
cated. An  attempt  will  be  made  to  consider 
these  conditions  in  the  order  of  their  fre- 
quency. I shall  emphasize  the  fact  repeat- 
edly that  in  many  conditions  delay,  in  both 
diagnosis  and  hospitalization,  exact  a heavy 
toll  of  life.  Diagnostic  mistakes  are  easy  to 
make,  but  we  must  recognize  that  it  is  far 
better  to  err  on  the  wrong  side  and  send  a 
patient  to  the  surgeon  unnecessarily  than  to 
commit  the  folly  of  doing  the  opposite. 

Treatment  will  be  omitted  except  where  it 
is  palliative  and  preparatory  to  operative 
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measures.  Often  knowing  what  not  to  do 
is  equally  as  important  as  knowing  what  to  do. 
It  is  unfortunately  true  that  patients  acutely 
ill  too  often  demand  that  drugs  be  used.  Their 
faith  in  medicine  leads  them  blindly  to  hope 
that  drugs  can  correct  their  ailments  and  pre- 
vent the  operation  they  quite  naturally  dread. 
However,  we  must  realize  that  drugs,  es- 
pecially morphine,  not  only  lull  the  patient 
and  his  doctor  into  a false  sense  of  security, 
but  at  times  do  unremedial  harm  and  con- 
tribute greatly  to  the  mortality. 

Acute  Appendicitis. — The  finger  of  re- 
proach is  pointing  toward  our  profession  today 
because  of  the  high  mortality  that  attends  this 
disease  in  this  country,  variously  estimated  at 
about  20^/c . The  blame  for  a death  from 
appendicitis  can  be  laid  upon  one  of  three 
sources.  The  first  is  the  patient.  Self  treat- 
ment and  failure  to  consult  a physician  too 
often  brings  about  a fatality  that  the  medical 
profession  can  not  be  charged  with.  1 he 
second  is  the  first  physician  who  sees  the  case. 
If  he  temporizes  or  fails  to  diagnose  the  case 
correctly,  death  or  a prolonged  illness  may 
result.  The  third  is  the  surgeon.  Here  ex- 
perience, skill,  and  judgment  are  most  essen- 
tial. These  are  qualities  all  surgeons  should 
possess.  To  know  just  w'hen  to  operate, 
when  not  to,  or  just  how  much  surgery 
should  be  done  may  make  the  difference  be- 
tween recovery  and  death.  Remember  that 
this  disease  can  attack  all  ages  from  infancy 
to  extreme  old  age.  It  is  perhaps  most  im- 
portant to  remind  you  first  of  what  not  to  do. 
Under  no  circumstances  give  a purge  or  laxa- 
tive to  a patient  with  acute  abdominal  pain 
whether  it  be  acute  appendicitis  or  some  other 
acute  catastrophe.  Also  do  not  advise  an 
enema.  Many  acutely  inflamed  appendices 
have  ruptured  because  of  an  enema  being 
given.  It  is  sound  treatment  to  withhold  all 
food  or  liquids  by  mouth,  this  to  include  even 
water.  Do  not  give  morphine  or  any  other 
form  of  sedative.  Do  not  get  the  ice  cap  or 
“freezing  out”  habit.  It  is  true  many  cases 
will  subside,  but  how  are  you  to  know  them 
from  those  that  progress  to  perforation  and 
death?  When  one  reviews  the  “don’ts”. 


there  is  left  the  thought  that  little  remains 
for  the  family  doctor  to  do,  and  this  is  actually 
the  case.  Confine  your  efforts  to  making  a 
diagnosis  and  to  urging  strongly  hospitaliza- 
tion at  once.  Each  hour  of  delay  before  sur- 
gery is  fraught  with  the  greatest  peril.  Were 
these  few  simple  “don’ts”  and  rules  observed 
in  each  case  we  would  witness  a drop  in  mor- 
tality to  almost  the  vanishing  point.  It  is  a 
fact  that  in  the  average  hospital  today  there 
is  practically  no  mortality  in  that  group  of 
cases  that  are  received  within  the  first  24 
hours  of  their  illness  unpurged  and  untreated, 
and  operated  upon  with  only  average  skill.  I 
dwell  at  length  on  this  subject  of  acute 
appendicitis  for  it  is  a burning  one  today.  We 
should  all  interest  ourselves  in  obtaining  a 
prompt  reduction  of  its  disgraceful  death 
rate.  Do  not  forget  your  duty  in  educating 
your  practice.  Warn  all  mothers  against  the 
iniquitous  custom  of  dosing  their  children 
with  castor  oil  every  time  one  of  them  gets  a 
stomach-ache.  Were  we  to  know  just  how 
many  mothers  have  thus  unwittingly  mur- 
dered their  children,  we  would  indeed  be 
appalled.  Therefore,  lose  no  opportunity  to 
enlighten  the  public  upon  this  subject.  It  is 
a proper  one  for  talks  before  groups  of  school 
children,  women’s  clubs,  and  men’s  service 
clubs.  Each  year  I make  my  house  doctors 
learn,  parrot-wise,  that  little  verse  of  Lord 
Moynihans’  that  contains  such  a world  of 
valuable  advise  in  so  few  lines.  It  is  as 
follows: 

“Perforation  means  purgation 
The  appendix  kinked  and  bad 
Foods  and  drinks  they  worry  him 
And  aperients  drive  him  mad.” 

The  symptoms  of  acute  appendicitis  do 
vary  and  are  not  always  all  present  in  a given 
case.  However,  most  cases  do  run  true  to 
form.  The  onset  will  be  sudden.  Pain 
always  occurs  first,  usually  around  the  umbi- 
lical region.  In  four  to  six  hours  it  will  shift 
to  the  right  iliac  fossa.  Vomiting  will  then 
follow  the  pain  but  its  occurrence  and  fre- 
quency will  depend  on  the  length  of  time 
intervening  between  the  onset  of  the  disease 
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and  the  last  meal  ingested.  The  pain  may 
vary  from  one  so  slight  as  to  be  scarcely 
noticeable  to  one  of  the  excruciating  type. 
Examination  will  reveal  perhaps  fever  up  to 
99°  or  100°.  The  pulse  rate  is  seldom 
higher  than  90.  There  will  be  found  rigidity 
of  the  right  rectus  muscle  and  very  definite 
tenderness  over  McBurney’s  point.  These 
findings,  with  the  history,  warrant  immediate 
appendectomy,  if  possible  within  the  first  24 
hours.  With  early  diagnosis  and  early  op- 
eration, you  will  witness  almost  no  mortality. 
However,  delay,  purgation,  temporising  with 
ice  and  morphine,  invite  perforation,  peri- 
tonitis, abscess,  prolonged  convalescence,  if 
not  disaster  and  death. 

Time  does  not  permit  consideration  of  the 
differential  diagnosis  in  this  disease.  Suffice 
it  to  say  we  must  rule  out  pyelitis,  pneumonia, 
ureteral  calculus,  acute  salpingitis,  and  other 
conditions  that  do  often  simulate  the  picture 
of  acute  appendicitis. 

Strangulated  Hernia. — This  condition 

might  properly  be  considered  with  intestinal 
obstruction  although  the  latter  does  not 
always  follow  strangulation.  As  a rule  the 
symptoms  and  the  examination  easily  lead  to 
a correct  diagnosis.  There  is  usually  a history 
of  a previous  hernia  and  perhaps  attacks 
where  the  strangulation  has  reduced  itself 
spontaneously.  Remember  it  may  occur  in 
infants  as  well  as  in  adults.  Usually  you  will 
be  told  that  the  rupture  will  not  go  back,  that 
there  is  severe  local  pain,  followed  in  time  by 
vomiting  and  obstipation.  Do  not  be  mislead 
if  a bowel  movement  occurs  or  flatus  is  passed 
after  the  onset  of  the  strangulation,  as  this 
merely  signifies  the  emptying  of  the  loop  of 
bowel  below  the  strangulation.  Examination 
will  reveal  a hard  tender  mass  over  the  her- 
nial opening  and  little  or  no  peristalsis  will 
be  heard  with  the  stethoscope.  There  will  be 
little  change  in  the  temperature  and  pulse. 
Here  again  what  not  to  do  is  all-important. 
Above  all  do  not  try  forcible  reduction  or 
taxis.  Do  not  give  enemas  or  morphine  and 
withhold  everything  by  mouth.  Nothing  but 
immediate  operative  relief  of  the  strangula- 
tion will  do.  Plach  hour  lost  is  disastrous  and 


invites  peritonitis.  It  is  true  many  cases  have 
been  reduced  by  taxis.  But  it  is  unfortun- 
ately true  also  that  some  of  these  cases  are 
reduced  en-mass  and  the  loop  of  gangrenous 
bowel  replaced  in  the  abdomen  remains 
gangrenous  and  a fatality  results.  In  very 
early  cases  hot  tub  baths  may  be  successful. 
Remember  a strangulated  hernia  may  be  very 
small  or  even  just  a portion  of  the  bowel  wall 
may  be  imprisoned  (so-called  Littres’  hernia). 
In  all  acute  abdominal  conditions  it  is  a good 
habit  always  to  examine  all  the  hernial  rings, 
inguinal,  femoral,  umbilical,  epigastric,  and 
the  region  around  old  operative  healed  scars. 

Intestinal  Obstruction. — This  is  a fatal  dis- 
ease always.  It  demands  immediate  diag- 
nosis and  immediate  operation.  At  the  best 
the  mortality  is  frightfully  high  even  with 
operation,  ranging  around  40  to  60%.  I 
know  most  surgeons  would  be  deeply  thank- 
ful if  they  never  saw  another  case  of  obstruc- 
tion. However,  very  early  diagnosis,  im- 
mediate operation,  preceded  and  followed  by 
appropriate  treatment  will  gratify  us  all  by  a 
startling  drop  in  mortality  rate. 

The  causes  of  obstruction  are  numerous.  I 
will  enumerate  only  the  commoner  ones. 
Since  the  symptoms  are  more  or  less  the  same 
the  important  point  is  the  diagnosis,  regard- 
less of  the  cause,  which  at  times  is  baffling  to 
discover. 

The  commonest  type  is  that  following 
strangulation  of  hernias  covered  above.  Post- 
operative adhesions  come  next.  Here  always 
remember  the  significance  of  an  old  healed 
operative  scar  that  so  often  has  adhesions  be- 
neath it.  This  is  especially  true  in  the  case 
of  pelvic  operations  jn  women  where  a loop 
of  bowel  or  piece  of  omentum  so  often  adheres 
to  the  suture  lines  from  the  operation  perhaps 
done  years  before.  Strangulations  of  internal 
hernias  must  not  be  forgotten.  Gall  stones  that 
have  ulcerated  through  into  the  small  bowel 
may  be  a cause.  Intussusception  and  vol- 
vulus, especially  the  former  in  children,  arc 
causes.  Malignancy  of  the  bowel,  especially 
the  annular  or  constricting  cancers  of  the  sig- 
moid often  first  announce  themselves  by  pro- 
ducing obstruction.  It  is  well  to  remember 
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this  fact.  I have  seen  quite  a number  of  these 
cases  where  no  one  suspected  the  patient  had 
cancer.  Mesenteric  thrombosis  is  rare  but 
must  be  mentioned. 

The  symptoms  of  acute  intestinal  obstruc- 
tion must  be  considered  only  as  they  are  the 
result  of  the  obstruction  itself  and  not  in  rela- 
tion to  the  condition  causing  the  obstruction. 
These  symptoms  are  clear  cut,  w'ell  defined, 
and  remarkably  constant.  They  arise  from 
one  and  only  one  cause,  i.e.  the  fact  that  the 
patency  of  the  bowel  lumen  is  abolished.  They 
vary,  depending  on  the  suddenness  of  the 
closure,  its  site,  and  the  degree  of  impairment 
in  the  circulation  of  the  bowel.  The  out- 
standing symptoms  are  pain,  nausea,  vomit- 
ing, stoppage  of  the  stools,  distention,  general 
toxemia  with  rapid  feeble  pulse,  prostration, 
a clear  sensorium,  but  with  elevation  of  tem- 
perature unless  the  cause  is  gangrene  or  peri- 
tonitis. The  pain  at  the  onset  may  be  mild  or 
excruciating.  It  may  be  located  at  the  site  of 
obstruction  or  general  as  the  result  of  hyper- 
peristalsis. It  is  almost  always  paroxysmal  in 
character.  Later  pain  is  less  severe  and  more 
constant.  If  gangrene  supervenes  the  pain 
decreases  greatly  and  one  must  guard  against 
a false  sense  of  security  fostered  by  the  tem- 
porary relief.  Nausea  and  vomiting  occur 
early  and  continue  until  the  obstruction  is  re- 
lieved or  death  occurs.  The  vomitus  is  at 
first  stomach  contents  only,  followed  by  bile 
and  upper  intestinal  secretions.  As  the  disease 
progresses  the  emesis  become  dark  and  of  foul 
odor  and  in  time  fecaloid.  The  amounts 
vomited  at  first  are  large  and  Intermittent. 
Later  the  amounts  decrease  and  there  occurs 
almost  a constant  overflow  from  the  stomach 
out  the  mouth  of  acrid  stinking  fluid. 

Constipation  may  be  a misleading  symp- 
tom. While  nothing  can  possibly  pass  the 
point  of  mechanical  obstruction  there  may 
occur  one  or  more  spontaneous  stools,  un- 
loading the  bowel  below  the  obstruction. 
Obstipation  is,  however,  the  rule. 

Abdominal  distention  is  not  characteristic 
in  the  early  stages  of  this  disease.  The  thick- 
ness of  the  abdominal  wall  may  make  its  de- 
tection difficult.  In  12  to  24  hours,  how- 


ever, the  belly  takes  on  a full  rounded  ap- 
pearance. The  skin  appears  stretched  and 
the  outline  of  the  distended  bowel  loops  may 
be  seen. 

The  generalized  toxemia  may  come  on 
early  if  the  obstruction  is  high.  It  is  evi- 
denced by  a rise  in  pulse  rate,  and  a change  in 
quality  so  that  it  ultimately  becomes  very 
rapid,  weak  and  thready.  The  blood  pressure 
falls.  Excessive  muscular  weakness  and  severe 
prostration  follow.  The  face  assumes  an 
anxious  suffering  appearance.  At  first  the 
mind  is  clear.  Later  delirium  is  noted.  Let 
me  caution  you  here  that  if  one  waits  for  the 
tragic  picture  of  toxemia  before  seeking  sur- 
gical intervention  the  prognosis  is  most  un- 
favorable. 

Physical  Examination:  This  gives  a fairly 
typical  picture  of  the  condition.  At  first  you 
will  see  the  patient  usually  on  the  back  with 
legs  and  thighs  flexed.  The  facies  suggests 
suffering.  As  the  disease  progresses  the  pic- 
ture described  above  will  develop.  Palpation 
reveals  a distended  abdomen  somewhat  ten- 
der. Perhaps  a mass  will  be  felt  over  a her- 
nial ring  or  a malignant  growth  will  be  de- 
tected. Percussion  will  reveal  tympany. 
Auscultation  is  never  to  be  neglected  as  it 
gives  valuable  information.  In  the  mechan- 
ical type  loud  rumbling  will  be  heard  as  the 
gas  above  the  obstruction  makes  an  active 
effort  to  pass.  In  the  paralytic  type  peristal- 
sis is  absent.  I shall  again  emphasize  the  fact 
that  the  important  thing  is  to  know  you  are 
dealing  with  an  obstruction  and  that  the  actual 
cause  is  really  a minor  consideration.  Also  I 
will  repeat  that  in  delaying  operation  you  are 
inviting  disaster.  Each  hour  is  precious. 
When  a diffuse  peritonitis  appears  it  is  too 
late  for  surgery  and  death  is  inevitable. 

Perforated  Peptic  Ulcer. — Perforation  of 
a peptic  ulcer  often  occurs  without  previous 
symptoms  that  indicate  its  existence,  although 
careful  and  repeated  questioning  will  usually 
bring  to  light  some  digestive  disturbances. 
The  onset  of  this  condition  is  characterized  by 
its  dramatic  swiftness.  A man  may  be  at  work 
and  apparently  in  the  best  of  health  when 
suddenly  he  is  seized  with  the  most  violent 


380 


The  West  Virginia  Medical  Journal 


Seftembery  1933 


and  agonizing  pain  in  his  epigastrum.  He  may 
not  be  able  to  move  a muscle,  is  practically 
frozen  in  the  position  the  perforation  found 
him.  When  seen  the  picture  is  usually 
characteristic  and  the  diagnosis  easily  made. 
As  a rule  there  is  profound  shock.  The  face 
clearly  shows  agony  and  is  pale.  The  skin  is 
clammy.  The  diaphragm  is  fixed.  Breathing 
is  entirely  limited  to  the  thorax.  The  patient 
remains  almost  motionless,  with  legs  drawn 
upward.  He  will  be  fearful  of  your  approach 
and  plead  that  you  do  not  touch  or  move  him. 
Vomiting  may  occur  and  contain  blood.  As 
a rule  it  is  not  repeated.  On  examination  the 
pulse  is  somewhat  weak,  perhaps  of  increased 
rate.  There  will  be  no  fever  until  much  later. 
On  palpation  one  finds  board-like  rigidity  of 
the  entire  abdomen,  so  characteristic  of  this 
condition.  There  is  exquisite  tenderness 
everywhere,  but  more  marked  over  the  per- 
foration. With  such  findings,  especially  if 
accompanied  by  a history  that  suggests  the 
presence  of  an  ulcer  before,  there  is  but  one 
course  to  follow.  Immeditae  operation  is  im- 
perative. Again,  each  hour  of  delay  is  ex- 
tremely hazardous  with  a rapidly  mounting 
mortality.  No  cases  should  be  lost  if  operated 
upon  within  12  to  24  hours  after  perforation. 
Certainly  the  sooner  the  better  always.  The 
operation  itself  is  simple  and  can  be  done  in  a 
short  time.  After  24  hours  the  whole  picture 
changes  to  one  of  a beginning  peritonitis,  from 
which  recovery  is  doubtful.  I have  not  differ- 
entiated between  perforations  of  gastric  and 
duodenal  ulcers  as  the  symptomatology  is  so 
similar. 

Acule  Cholecystitis. — This  disease  is  almost 
too  common  and  well  known  to  deserve  con- 
sideration here.  However,  as  it  can  be  ac- 
companied by  very  severe  symptoms  at 
times,  it  can  rightfully  come  under  the  head- 
ing of  this  paper. 

The  intensity  of  the  symptoms  varies 
greatly.  The  attack  may  be  so  mild  as  to 
lead  the  patient  to  omit  calling  his  doctor.  On 
the  other  hand  it  may  be  ushered  in  with  the 
agonizing  pain  of  stone  colic.  It  matters  not 
whether  the  patient  has  stones.  An  acute 
cholecystitis  without  stones  can  present  just 


as  severe  symptoms.  Stones  are  merely  an 
incident  in  the  disease.  It  is  a good  habit  to 
use  the  term  “biliary  tract  disease”  instead  of 
thinking  in  terms  of  stone  or  infection  in  the 
gall  bladder  itself. 

The  past  history  is  important  in  the  diag- 
nosis. There  is  present  always  the  story  of 
past  attacks  of  similar  nature  or  at  least  of 
disturbances  of  digestion.  The  patient  likes 
to  diagnose  his  trouble  as  “acute  indigestion”. 
It  is  unfortunate  that  some  of  the  medical 
profession  also  still  use  this  term  for  actually 
there  is  not  such  a disease.  It  is  absolutely 
not  a clinical  entity  and  it  is  well  to  know 
that  the  term  covers  a multitude  of  serious 
diagnostic  errors.  A history  of  classic  gall 
stone  colic  is  not  necessary  to  make  the  diag- 
nosis of  acute  cholecystitis.  If  the  patient  con- 
fesses to  a feeling  of  fullness  after  meals, 
belching,  and  bloating,  then  we  have  enough 
evidence  to  make  the  diagnosis.  The  disease 
may  come  at  any  age.  While  it  is  common 
after  40  we  see  many  cases  below  20.  The 
onset  is  usually  sudden.  There  will  be  pain 
in  the  right  upper  quadrant  followed  by 
vomiting  that  may  be  often  repeated  and  later 
be  mostly  bile.  The  pain  soon  radiates  to  the 
right  scapular  region,  either  straight  through 
or  around  the  ribs.  It  is  continuous  and  not 
intermittent. 

On  examination  one  sees  a patient  not 
suflFering  acutely  as  a rule.  There  will  be 
fever  of  101°  to  103°.  The  pulse  rate  is 
elevated,  but  seldom  higher  than  100  to  110. 
Its  volume  is  normal.  On  palpation  there  is 
moderate  to  exquisite  tenderness  over  the  gall 
bladder  region  with  moderate  rigidity.  A mass 
may  be  felt.  The  belly  is  not  distended  and 
peristalsis  is  usually  quite  normal.  It  is  well 
to  comment  briefly  on  the  treatment  of  this 
condition.  When  the  diagnosis  is  established, 
morphine  ad  lib  can  be  given  to  control  pain. 
Absolutely  nothing  should  be  given  by 
mouth,  not  even  water.  Certainly  no  drugs 
are  indicated  except  morphine.  Sit  the  patient 
up  in  bed  and  apply  a large  Prieznitz  com- 
press to  the  abdomen.  Fluids  must  be  sup- 
plied either  by  bowel  or  intravenously.  Under 
this  simple  regime  recovery  from  the  attack 
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usually  takes  place  rapidly  unless  empyema 
of  the  gall  bladder  complicates  the  picture  in 
which  case  operation  should  be  done  after 
suitable  preparation.  Gangrene  of  the  gall 
bladder  is  rare.  When  it  occurs  the  symp- 
toms are  greatly  intensified  and  operation  is 
clearly  necessary. 

Acute  Pancreatitis. — This  is  a relatively 
rare  disease.  It  is  caused  by  a chemical  irri- 
tant (bile  or  duodenal  contents)  entering  the 
pancreas  through  the  pancreatic  duct.  Necrosis 
occurs,  followed  by  a secondary  reactionary 
inflammation.  The  hyper-acute  type  will  be 
described.  There  are  other  less  violent  types, 
such  as  acute  pancreatic  necrosis,  sub-acute 
pancreatitis,  etc. 

Hyper-acute  pancreatic  necrosis  is  a disease 
the  symptomatology  of  which  is  so  striking  as 
never  to  be  forgotten  when  one  has  witnessed 
a patient  with  it.  This  condition  is  a fulmin- 
ating one  and  almost  always  fatal.  Death  may 
occur  almost  with  the  onset  of  the  disease 
from  neurogenic  shock.  The  onset  is  remark- 
ably sudden.  The  pain  cannot  be  compared 
with  that  accompanying  any  other  acute  ab- 
dominal disease.  Words  fall  to  describe 
adequately  its  intensity,  the  agony  being  so 
severe.  Its  location  will  always  be  epigastric. 
Vomiting  will  follow.  Almost  at  once  the 
patient  is  plunged  into  shock.  Cyanosis,  a 
pinched  facies,  subnormal  temperature,  a ris- 
ing pulse  of  very  weak  volume,  a falling  blood 
pressure,  and  collapse  are  symptoms  noted 
and  they  appear  with  amazing  speed.  The 
mind  will  remain  clear  almost  to  the  end. 
Peritonitis  and  paralytic  obstruction  soon  com- 
plicate the  picture.  Death  always  occurs  in 
one  or  two  days. 

In  the  treatment  of  the  hyper-acute  type 
operation  must  be  looked  upon  as  a last  re- 
sort. The  result  is  so  uniformly  poor  as  to 
make  one  question  its  advisability.  However, 
in  the  acute  type  immediate  drainage  of  the 
pancreas  saves  many  cases.  Here  delay  even 
of  minutes  is  dangerous.  All  efforts  as  to  pre- 
liminary treatment  should  be  confined  to 
using  anti-shock  measures. 

Trauma  to  the  Abdomen  and  Its  Contents. 
— In  these  days  of  rapidly  moving  vehicles 


we  note  a steadily  increasing  number  of  acci- 
dents where  injury  to  the  abdomen  has 
occurred  alone  or  in  conjunction  with  other 
injuries.  It  is  very  important  to  examine 
carefully  the  abdomen  in  all  accident  cases 
showing  multiple  Injuries.  Unless  this  is 
done  it  is  very  easy  to  overlook  a ruptured 
viscus  and  center  all  our  attention  to  perhaps 
a head  injury  or  compound  fractures,  etc.  It 
is  quite  embarrassing  to  do  a good  job  on  a 
broken  leg  only  to  find  the  next  day  that 
there  is  a divided  intestine  and  it  is  too  late 
to  do  any  surgery.  It  is  surprising  how  small 
a degree  of  trauma  can  do  great  harm  in  the 
belly. 

Among  the  common  types  of  trauma  we 
find  automobile  and  sled  riding  accidents, 
falls,  blows  by  the  fist,  crushes  (such  as 
getting  caught  between  an  automobile  and  a 
wall),  and  blows  by  heavy  objects  such  as  a 
steel  beam. 

The  traumatising  force  will  either  rupture 
a solid  or  hollow  viscus  or  a blood  vessel. 
There  is  often  no  external  evidence  of  the 
injury  as  the  elastic  abdomen  wall  can  give 
to  a marked  degree.  The  onset  of  the  symp- 
toms may  be  sudden  or  very  slow  depending 
on  the  amount  of  damage  done.  There  may 
be  severe  shock,  tenderness  over  the  entire 
abdomen  with  great  rigidity  and  severe  ab- 
dominal pain.  Vomiting  is  usual.  Or  perhaps 
many  hours  will  elapse  before  the  symptoms 
appear,  especially  where  the  damage  is  slight 
such  as  a small  tear  in  the  liver.  In  any  event 
unless  prompt  surgical  intervention  is  done 
peritonitis  or  hemorrhage  will  cause  the 
patient’s  death.  It  is  a wise  precaution  to 
keep  all  cases  of  abdominal  trauma  under 
observation  for  (Several  days. 

There  is  Included  under  the  heading  of 
trauma,  cases  of  gunshot,  stab  wounds,  and 
perforating  wounds  from  any  cause.  Here 
obviously  we  are  dealing  with  a patient  who 
must  be  immediately  hospitalized  for  no  one 
can  visualize  what  degree  of  damage  has 
been  done.  There  are  cases  of  course  where 
the  traumatizing  agent  has  only  penetrated 
the  abdominal  wall.  One  must  view  these 
with  suspicion,  however,  until  proven  other- 


382 


The  West  Virginia  Medical  Journal 


Seftenibery  1933 


wise.  When  one  is  certain  that  a viscus  has 
been  damaged  immediate  exploration  is  im- 
perative. Again  each  hour  of  delay  provides 
fertile  soil  for  the  dread  peritonitis  that  will 
surely  follow. 

Ru-pture  of  the  Urinary  Bladder. — This 
condition  usually  follows  a crushing  type  of 
trauma  and  often  is  a complication  of  frac- 
tures of  the  pelvis.  Think  of  a ruptured 
bladder  whenever  the  pelvis  or  lower  abdo- 
men has  been  crushed.  Stab  and  bullet 
wounds  may  enter  the  bladder  also.  There 
are  two  types.  The  extra-peritoneal  type 
can  be  described  as  one  where  the  rupture 
takes  place  any  place  except  that  portion 
covered  by  peritoneum.  The  passing  of  bloody 
urine  is  evidence  of  this  condition.  When  no 
urine  is  voided  the  catheter  should  be  used. 
The  symptoms  include  great  pain  and  dysuria. 
Extravasation  of  urine  along  the  fascial  planes 
usually  is  noted  early  and  of  course  estab- 
lishes the  diagnosis.  The  intraperitoneal 
type  is  the  one  where  the  rupture  permits  the 
urine  to  pass  directly  into  the  peritoneal 
cavity  and  here  the  symptoms  are  more 
urgent.  No  urine  will  pass  per  urethra,  ex- 
travasation will  be  absent  and  the  signs  of 
peritoneal  irritation  appear  early.  To  differ- 
entiate the  two  types,  one  can  introduce  into 
the  bladder  under  strict  aseptic  technic  a 
measured  amount  of  sterile  water.  If  the 
total  amount  cannot  be  recovered  then  one 
can  be  certain  that  they  are  dealing  with  the 
intra-peritoneal  type.  Immediate  operation  is 
imperative  in  either  type,  otherwise  a fatal 
outcome  can  be  expected. 

Rupture  of  the  Kidney. — This  condition  is 
looked  for  following  trauma  in  the  region  of 
the  loin.  Shock  is  usually  present  with  great 
pain  and  tenderness  over  the  organ.  Bloody 
urine  is  usually  present  although  where  the 
tear  is  in  the  cortex  the  urine  may  remain  nor- 
mal and  later  a large  hematoma  will  sur- 
round the  injured  kidney.  Again  early  oper- 
ation is  urged. 

Ovarian  Cyst  or  Tumor  with  Twisted 
Pedicle. — Twist  of  the  pedicle  of  a cyst  or 
tumor  causes  acute  symptoms  by  obstructing 
the  venous  return  flow  of  blood.  We  are  not 


concerned  here  as  to  the  cause.  The  symptoms 
come  on  suddenly  and  are  the  classic  ones  of 
peritoneal  irritation.  There  is  acute  severe 
pain  over  the  affected  side  and  rigidity  of  the 
muscles.  The  breathing  is  thoracic.  The 
patient  herself  may  notice  a sudden  enlarge- 
ment of  the  cyst.  Vomiting  soon  occurs  and 
the  pulse  and  temperature  rise.  This  condi- 
tion is  one  of  the  surgical  emergencies  de- 
manding immediate  operation.  Delay  invites 
the  inevitable  peritonitis  and  death.  Drugs  or 
food  are  as  distinctly  contra-indicated  as  In 
all  of  the  conditions  already  considered. 

Tubal  Abortion  and  Ruptured  Ectopic 
Pregnancy. — These  conditions  can  be  con- 
sidered together.  A carefully  elicited  history 
is  most  helpful  in  making  the  diagnosis.  The 
patient  misses  her  period  and  believes  herself 
pregnant.  The  usual  objective  and  subjective 
signs  of  pregnancy  are  noted.  Perhaps  slight 
discomfort  will  be  felt  over  the  involved  side. 
Then  irregular  bleeding  may  occur.  Then 
the  rupture  of  the  tubal  abortion  occurs. 
Sudden  lancinating  pain  is  felt  over  the  lower 
abdomen  on  the  side  involved.  When  the 
amount  of  blood  that  pours  into  the  peri- 
toneal cavity  is  large  we  have  then  all  the 
signs  of  internal  concealed  hemorrhage,  such 
as  pallor,  air  hunger,  a rapid  thready  pulse, 
falling  blood  pressure,  and  cold  clammy 
extremities.  If  the  first  hemorrhage  is  not 
fatal  and  usually  it  is  not,  we  are  confronted 
with  the  signs  of  peritoneal  irritation.  Pelvic 
examination  reveals  exquisite  tenderness  on 
moving  the  cervix  and  a fluctuant  collection 
can  be  felt  in  the  cul-de-sac.  Cullen’s  sign, 
when  present,  is  a helpful  diagnostic  aid.  It 
is  a bluish  discoloration  about  the  umbilicus. 

If  the  case  is  one  of  a slow  leak  from  an 
impending  tubal  abortion,  then  the  symp- 
toms are  less  urgent  and  we  do  not  see  the 
picture  of  massive  internal  hemorrhage.  In 
any  event  when  the  diagnosis  Is  made,  imme- 
diate operation  is  to  be  done  to  prevent  fur- 
ther loss  of  blood  or  the  impending  rupture 
of  a tubal  abortion. 

It  will  be  apparent  to  you  that  I have  not 
considered  all  of  the  causes  of  the  so-called 
“acute  abdomen.”  Nor  have  I gone  into  the 
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minute  details  of  diagnosis  and  differential 
diagnosis.  It  has  been  my  effort  to  bring  to 
your  attention  a few  facts  that  bear  on  the 
diagnosis  and  preliminary  treatment  of  the 
commoner  acute  abdominal  conditions.  I have 
stressed  the  “don’ts”  because  of  their  great 
importance.  I would  again  point  out  to  you 
that  once  the  diagnosis  is  made  of  “an  acute 
abdomen”  the  most  important  thing  to  do  is 
urge  immediate  hospitalization.  The  next 


thing  is  to  do  practically  nothing.  Purges, 
enemas,  drugs,  and  food  add  insult  to  injury. 
Delay  will  invite  diaster.  Better  be  content 
to  know  that  an  acute  catastrophy  has  occurred 
or  is  threatening  than  to  use  valuable  time  to 
establish  the  exact  diagnosis. 

I trust,  in  conclusion,  that  in  reviewing  the 
conditions  taken  up  in  this  paper,  I shall  have 
stimulated  your  Interest  in  a subject  that  of 
necessity  concerns  us  all. 


BACK  INJURIES* 


By  Harry  E.  Mock,  M.  I).,  D.  Sc.,  F.  A.  C.  S. 
Chicago,  Illinois 


'~Phe  title  of  this  article  may  be  misleading 
because  the  subject  of  back  injuries  is  so 
extensive  that  it  is  impossible  to  cover  it  in 
one  paper,  therefore  of  necessity  this  must  be 
limited  largely  to  a discussion  of  the  more 
serious,  readily  diagnosed  back  traumas. 

Like  skull  fractures,  back  injuries  are 
occurring  in  every  hamlet,  village  and  small 
city  of  this  country  as  well  as  in  the  great 
medical  centers  where  specialists  are  located. 
The  automobile  has  become  a potential  carrier 
of  serious  accidents  to  every  part  of  the 
country.  Again,  like  skull  fractures,  when  a 
serious  back  injury  occurs,  the  specialist  must 
be  taken  to  the  patient  rather  than  the  patient 
to  the  specialist.  This  is  not  always  the  rule 
but  it  is  true  in  the  large  majority  of  these 
serious  cases. 

Again,  so  many  associated  injuries  occur 
with  serious  back  injuries  that  it  is  extremely 
difficult  to  classify  these  cases  within  the  bor- 
ders of  any  one  specialty,  for  example,  the 
orthopedic  specialty.  Skull  fractures  and 
fractured  backs  are  frequently  associated, 
especially  fractures  or  dislocations  in  the  cer- 
vical vertebras.  Within  the  year  I have  seen 
three  cases  of  undiagnosed  cervical  fracture 
complicating  skull  fracture.  The  cervical 
vertebras  fractures  were  discovered  anywhere 
from  six  to  eighteen  weeks  after  recovery 

•Read  before  a meeting  of  the  Tri-County  Medical  Society.  May 
25,  1 932,  Morgantown.  W.  Va. 


from  the  skull  fractures.  Internal  abdom- 
inal injuries,  for  example,  rupture  of  the 
liver,  tears  of  the  mesentery,  rupture  of  a 
kidney  or  rupture  of  the  bladder  have  all 
been  associated,  in  my  experience,  with  fract- 
ured vertebras.  Fractures  of  the  pelvis,  of 
the  femur,  of  both  bones  of  the  leg,  of  the 
os  calcis,  and  other  associated  fractures  in  the 
extremities,  are  not  uncommon  in  the  presence 
of  fractured  vertebras. 

Because  of  these  facts  I am  not  strongly  in 
favor  of  developing  a group  of  back  special- 
ists in  this  country.  Injuries  of  the  back  be- 
long in  the  realm  of  the  general  surgeon  and 
the  general  physician,  especially  as  many  of 
these  cases  are  occurring  in  localities  where  the 
specialist  is  unknown.  Therefore,  in  this 
paper  the  author  will  endeavor  to  develop  a 
few  facts  concerning  back  Injuries  which  will 
cause  a general  discussion  resulting  in  a better 
understanding  of  the  problem  on  the  part  of 
all  of  us. 

Diagnosis: — The  gross  lesions  of  the  back 
following  trauma  such  as  a definite  compres- 
sion fracture  or  a dislocated  vertebras  are  not 
difficult  to  diagnose  providing  proper  atten- 
tion is  paid  to  the  history  of  the  injury,  to 
the  complaints  of  the  patient,  and  suitable 
x-ray  pictures  are  taken.  Always  in  these  con- 
ditions a thorough  general  examination  is 
necessary  to  discover  associated  injuries  or 
signs  of  associated  disease,  postural  defects  or 
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infectious  conditions  which  may  aggravate  the 
injury  and  be  of  great  importance  in  the  prog- 
nosis. 

The  less  serious  back  traumas  are  far  more 
difficult  to  diagnose.  So  many  associated  con- 
ditions both  in  the  spinal  and  in  the  general 
systemic  examination,  having  a potential  in- 
fluence, may  be  found  that  it  requires  the 
greatest  ingenuity  on  the  part  of  the  examiner 
to  differentiate  between  these  and  the  alleged 
trauma. 

The  history  of  the  case  is  of  the  greatest 
importance  in  diagnosing  these  back  injuries. 
If  the  patient  is  brought  into  the  hospital  fol- 
lowing a major  accident,  for  example  a head- 
on  collision  between  two  automobiles,  the  his- 
tory develops  potentialities  for  all  kinds  of 
major  and  minor  injuries  to  the  individual. 
Here  a careful  physical  examination  is  made 
of  the  head,  neck,  chest,  abdomen,  back, 
pelvis  and  extremities,  and  often  a catherized 
specimen  of  urine  is  obtained  to  ascertain  the 
condition  of  the  kidneys,  bladder  and  urethra. 
The  x-ray  is  brought  in  as  a diagnostic  aid  as 
soon  as  the  condition  of  the  patient  warrants. 
The  injury  to  the  vertebras  is  discovered 
either  as  the  sole  Injury  or  associated  with  a 
skull  fracture,  fractured  ribs,  a fractured  pel- 
vis or  other  injuries. 

But  in  those  disabling  back  conditions 
which  fail  to  show  definite  x-ray  pathology  or 
which  develop  several  days  after  the  alleged 
injury  the  history  assumes  greater  import- 
ance. How  severe  was  the  injury-  When 
was  it  received.?  Was  the  injury  due  to  a 
direct  or  Indirect  force.?  Has  the  patient 
been  subject  to  back-ache.?  Have  there  been 
previous  Injuries  to  the  back,  their  nature  and 
when.?  What  was  the  position  of  the  patient 
when  injured — sitting,  standing,  bending 
over  or  erect.?  Has  he  had  recent  toothache 
or  tonsillitis  or  have  teeth  been  pulled  or  the 
tonsils  removed  recently.?  Has  he  been  sub- 
ject to  colds  or  sinus  trouble.?  What  is  the 
condition  of  the  bowels.?  Has  appendicitis 
been  diagnosed  or  an  appendectomy  per- 
formed? Has  he  been  jaundiced.?  In  the 
case  of  a woman,  have  there  been  any  pelvic 


complaints.?  In  man,  any  history  of  urinary 
or  prostatic  trouble.?  Has  there  been  any 
marked  loss  or  decided  gain  in  weight  recent- 
ly.? Has  there  been  any  foot  trouble  or  pains 
in  the  calves  of  the  legs  or  thighs.?  What  is 
the  exact  nature  of  his  or  her  work?  Has 
there  been  any  recent  change  from  sedentary 
to  heavy  occupation.?  What  have  been  the 
past  illnesses.?  What  is  the  family  history.? 

These  and  every  other  possibility  which 
might  throw  light  upon  the  alleged  back  dis- 
ability must  be  delved  into  in  the  history. 

The  complete  physical  examination  is  of 
equal  or  usually  greater  importance.  If  the 
case  is  one  from  a major  accident  the  exam- 
ination starts  with  the  head  and  includes  every 
part  of  the  body  that  might  have  been  in- 
jured, followed  by  a careful  routine  examina- 
tion as  soon  as  the  condition  of  the  patient 
permits.  If  the  patient  comes  complaining 
of  back  disability  from  an  alleged  trauma  the 
injured  part  is  first  examined  followed  by  a 
painstaking  complete,  general  examination. 
Each  physician  should  develop  a fixed  routine 
for  this  or  any  other  examination  in  order  not 
to  overlook  any  part. 

If  the  patient  is  in  bed  it  may  be  very  diffi- 
cult to  turn  him  over  for  an  examination  of 
his  back  but  this  should  be  done,  if  at  all 
possible,  avoiding  undue  pain  of  movement  or 
the  danger  of  increasing  his  trauma.  If  the 
case  is  ambulatory  the  examination  is  best 
started  with  the  patient  sitting  on  a stool  and 
later  with  him  standing  and  finally  in  the 
prone  position  on  the  examining  table. 

Close  but  unobtrusive  observation  of  the 
patient  should  be  made  during  the-  taking  of 
the  history,  while  he  is  undressing  and  during 
the  examination.  Often  data  will  be  obtained 
in  this  way  which  will  be  invaluable  in  arriv- 
ing at  a true  diagnosis. 

In  the  case  of  a severe  trauma  to  the  spine, 
for  example  a compression  fracture,  if  prop- 
erly treated,  one  seldom  encounters  signs  or 
symptoms  of  neurosis.  On  the  other  hand 
the  signs  and  symptoms  in  some  of  these  less 
severe  back  injuries  are  so  obscure,  or  so  diffi- 
cult for  the  patient  to  express,  or  give  such 
atypical  complaints  that  there  is  too  often  a 
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tendency  on  the  part  of  the  physician  to 
classify  the  case  as  one  of  traumatic  neurosis. 
Unquestionably  many  back  injuries,  due  to 
failure  to  receive  relief  after  many  changes  in 
physicians  and  in  the  lines  of  treatment,  or 
due  to  inherent  fears  of  the  hopelessness  of  a 
“broken  back”,  or  due  to  a desire  for  com- 
pensation for  their  suffering,  abetted  fre- 
quently by  over-zealous  relatives  or  lawyers, 
do  develop  various  types  of  traumatic 
neurosis.  It  is  sometimes  extremely  difficult 
to  distinguish  between  the  true  organic  and 
the  functional  condition  or  to  evaluate  either 
properly  when  there  is  a mixture  of  both  in 
the  same  case. 

The  x-ray  is  necessary  in  the  diagnosis  of 
back  injuries.  It  is  too  often  neglected  in 
cases  resulting  from  rather  minor  accidents  or 
is  not  resorted  to  until  w'eeks  or  months  later. 
The  late  x-ray  may  show  osteoarthrltlc 
changes  or  other  findings  and  because  of  the 
failure  to  take  the  earlier  x-ray  one  is  unable 
to  say  definitely  that  this  or  that  condition 
was  pre-existant  and  has  no  relationship  to 
the  alleged  injury. 

The  x-ray  is  invaluable  in  the  diagnosis  of 
alleged  tnpiry  when  the  ■patient  first  presents 
himself.  If  the  site  of  the  injury  is  not  de- 
finitely localized  x-ray  well  above  and  below 
the  injured  part  and  in  many  cases  it  is  safer 
to  x-ray  the  entire  spine. 

It  is  still  necessary  to  emphasize  and  re- 
emphasize to  the  profession  the  importance  of 
taking  both  an  antero-posterior  and  a lateral 
view  of  every  spine  requiring  an  x-ray  no 
matter  whether  for  an  injury  or  a suspected 
disease.  Hardly  a month  goes  by  that  I do 
not  see  patients  with  a definite  vertebral  in- 
jury who  have  been  in  the  hands  of  some 
other  physician  and  had  an  x-ray  examination 
yet  when  x-rayed  at  our  hospital  the  lateral 
views  show  a compression  fracture.  Asking 
for  and  examining  the  first  x-ray  films  re- 
veals the  fact  that  only  an  antero-posterior 
view  had  been  made.  This  failure  to  take  the 
lateral  view  accounts  for  far  too  many  failures 
in  diagnosis  and  far  too  many  cases  of  pro- 
longed back  disability  due  to  inadequate  treat- 
ment. 


Again,  if  the  first  x-ray  is  negative  and  yet 
the  signs  and  symptoms  of  injury  persist  one 
should  always  resort  to  a second  x-ray,  both 
views,  within  two  to  four  weeks  and  again 
repeat  within  a few  weeks  thereafter  if  neces- 
sary. Too  often  the  compression  fracture 
won’t  show  on  the  first  films  but  due  to  move- 
ment or  weight  bearing  the  compression  grad- 
ually occurs  and  the  later  film  reveals  the  true 
condition.  Or  the  2nd,  3rd  or  even  the  4th 
films,  in  the  case  of  persistent  trouble,  will 
be  the  only  means  of  diagnosing  the  trau- 
matic arthritis  or  the  metastatic  tumor  that 
most  probably  was  the  original  cause  of  the 
back  pain  rather  than  some  minor  injury 
which  was  coincidental. 

The  following  case  reports  Illustrate  these 
points  concerning  x-ray  examination: 

Case  1 . Dr.  T.,  age  52,  attended  a med- 
ical meeting.  As  he  sat  down  the  chair  slid 
out  from  under  him  and  as  he  fell  forcibly  to 
the  floor  the  back  of  the  chair  struck  him  in 
the  mid-dorsal  region.  He  was  in  immediate 
excruciating  pain  and  was  carried  to  a couch 
in  the  ante-room.  As  soon  as  the  essayist,  a 
noted  surgeon,  was  through  he  went  to  the 
injured  doctor,  examined  him  through  his 
shirt,  felt  a swelling  over  his  mid-dorsal  spine 
and  advised  that  the  patient  be  taken  to  the 
essayist’s  hospital  at  once  for  most  probably  a 
sub-luxation  of  a dorsal  vertebras.  The  doctor 
patient  was  moved  at  once  to  this  hospital  and 
early  the  next  morning  an  x-ray — both  views 
— was  made  of  his  spine.  An  hour  later  the 
surgeon  and  the  roentgenologist  came  to  the 
patient’s  room,  bringing  the  x-rays  with  them 
and  told  him  nothing  was  broken  or  dislocated 
in  his  spine  and  he  would  be  all  right  after  a 
few  days’  rest.  No  further  examination  was 
made  by  this  surgeon.  The  doctor  suffered 
severely  and  required  morphine  for  four  or 
five  days.  He  had  a special  nurse  who  rubbed 
his  back  but  otherwise  no  treatment  was  given. 
At  the  end  of  the  week  the  doctor  called  one 
of  our  best  internists.  He  examined  the 
patient  thoroughly  and  also  examined  the 
x-rays.  His  only  findings  were  almost  com- 
plete absence  of  breath  tones  in  the  left  chest, 
tenderness  over  the  mid-dorsal  vertebras  and 
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a spasm  of  the  muscles  on  attempted  deep 
breathing  and  an  extremely  nervous  individ- 
ual. 

During  the  second  week  the  surgeon  began 
to  plague  the  doctor  about  being  a “neuro” 
and  the  latter  sensed  this  to  be  the  feeling  of 
most  of  the  hospital  staff.  Therefore,  on  the 
advice  of  the  internist  he  left  the  hospital  on 
the  15th  day,  going  to  his  home.  The  16th 
day,  fearing  that  perhaps  he  was  a “neuro”, 
this  doctor  got  up  and  dressed  and  went  to  his 
office  in  a taxicab.  He  could  hardly  stand  the 
jolts  on  this  ride  and  after  a few  hours  in  his 
office  he  collapsed.  The  pain  was  extreme 
and  he  could  hardly  breathe.  He  was  taken 
home  and  the  internist  was  called.  Again  he 
found  a spasm  of  the  back  and  chest  muscles 
on  the  least  effort  at  deep  breathing.  He  ad- 
vised the  doctor  to  remain  in  bed.  The  in- 
ternist again  visited  the  hospital  and  examined 
the  old  x-rays  but  could  find  no  sign  of  injury 
to  the  vertebras.  The  doctor  remained  in  bed 
for  a month  except,  after  a week,  he  could  be 
helped  to  the  toilet.  By  the  end  of  the 
month  this  internist  agreed  with  the  surgeon 
that  this  was  a case  of  neurosis.  His  opinion 
was  strengthened  by  the  fact  that  the  doctor 
planned  a lawsuit  against  the  hotel  where  the 
meeting  was  held,  holding  a defective  chair 
responsible  for  his  injuries. 

After  another  month  the  internist  asked  the 
writer  to  see  this  doctor,  stating  that  while  he 
was  a “neuro”  yet  he  might  have  some  injury 
to  his  back.  It  took  three-quarters  of  an 
hour  to  secure  a complete  history  from  this 
doctor.  Examination  showed  a definite 
knuckle  deformity  over  the  8th  dorsal  verte- 
bras. He  had  several  variable  tender  verte- 
bras but  the  tenderness  was  always  constant 
and  marked  on  pressing  over  this  8th  dorsal. 
The  writer  suggested  that  he  be  taken  to  St. 
Luke’s  Hospital  the  next  morning  for  an 
x-ray  and  possible  treatment  and  this  pro- 
gram was  carried  out. 

The  x-ray  examination  the  next  day  showed 
in  both  views  a very  marked  compression 
fracture  of  the  8th  dorsal  vertebra;.  I exam- 
ined later  the  original  x-rays  and  agreed  that 
they  failed  to  show  this  fracture.  The  doctor 


was  rather  difficult  to  treat  but  gradually  re-  ' 
covered  from  his  pain  and  discomfort  under 
rest,  heat  and  massage  and  a body  corset. 

This  case  illustrates  the  failure  to  secure  a 
complete  history  or  to  give  sufficient  weight  to 
certain  facts  in  the  history;  failure  to  examine 
the  patient  thoroughly  by  the  original  sur- 
geon on  the  case;  failure  to  take  a second 
x-ray  when  the  signs  and  symptoms  persisted, 
and  finally  failure  adequately  to  treat  the 
case  because  of  failure  to  diagnose  the  condi- 
tion properly.  The  mistake  of  calling  him  a 
“neuro”  is  the  usual  mistake  when  all  these 
failures  are  present. 

Case  2.  Mrs.  M.,  age  40,  married,  sus- 
tained a fall  of  little  consequence  in  March, 
1929.  Approximately  two  weeks  later  she  j 
complained  of  pain  in  her  lower  back.  A 
good  surgeon  was  consulted  and  after  obtain- 
ing this  history  of  falling  and  after  examining 
her  and  finding  pain  and  tenderness  near  the 
left  sacro-iliac  region  he  had  an  x-ray  made. 
This  x-ray  was  negative.  The  diagnosis  of 
sacro-iliac  sprain  was  made  and  patient  was 
treated  with  heat,  massage  and  strapping. 
The  pain  persisted  and  finally,  after  five 
months  of  treatment  without  relief  the  sur- 
geon had  another  x-ray  examination.  This 
film  showed  a marked  metastatic  carcinoma  of 
the  left  ilium,  near  the  sacro-iliac  joint. 

1 saw  this  patient  with  the  surgeon  and 
helped  to  explain  to  the  husband  that  his  wife 
had  a hopeless,  incurable  condition  and  tried 
to  make  him  understand  why  it  showed  in  the 
2nd  x-ray  and  not  in  the  1st.  Of  course  the 
condition  could  have  been  discovered  earlier 
by  the  principle  laid  down  above,  viz. — z'/  a 
condition  persists  .and  the  1st  x-rays  were 
negativey  re-x-ray  within  four  weeks  and  re- 
peat again  in  a few  weeks  if  necessary. 

Case  3.  Mr.  B.,  age  60,  an  engineer,  fell 
from  his  engine  striking  with  his  back  across 
a rail.  He  was  carried  to  his  home  and  the 
doctor  was  called.  Examination  was  nega- 
tive but  the  doctor  suggested  that  if  the 
patient  was  still  in  pain  the  next  morning  he 
would  take  him  to  the  hospital  for  an  x-ray. 
I'he  next  morning,  however,  the  patient  was 
better  and  no  x-ray  was  taken  then  or  at  a 
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Jater  date.  This  patient  after  a week  got  out 
of  bed  and  limped  around  the  house  and  yard 
but  always  complained  of  pain  In  his  spine 
when  he  tried  to  get  up  from  bed  or  from  a 
chair  and  again  when  he  tried  to  sit  down. 
After  six  months  he  was  sent  to  the  writer 
for  an  examination,  with  the  statement,  from 
his  doctor,  that  he  thought  the  old  man  was 
making  too  much  out  of  his  Injury  and  wanteci 
to  get  a pension. 

The  history  was  Important,  namely,  the  fall 
across  the  rail.  The  patient  acted  perfectly 
natural  and  showed  none  of  the  earmarks  of 
exaggerating  his  complaints.  The  examina- 
tion showed  a definite  spasm  of  the  muscles 
in  the  lumbar  region  when  he  attempted  to 
rise  from  the  sitting  position.  Palpation  over 
the  vertebrce  showed  no  variable  points  of 
tenderness  but  always  a constant  point  of 
tenderness  over  the  4th  lumbar  vertebrae.  The 
x-ray  examination  confirmed  our  diagnosis  of 
compression  fracture  of  the  4th  lumbar.  This 
fracture,  however,  did  not  show  upon  the 
antero-posterior  view  and  without  the  lateral 
view  would  have  been  missed. 

The  failure  to  take  an  x-ray  here  resulted 
in  this  doctor  missing  his  diagnosis  and  later 
calling  the  patient  a “neuro”  or  exaggerator. 

Dijferential  Diagnosis: — One  must  be  alert 
to  discover  dlseasesd  conditions  of  the  spine 
which  simulate,  in  their  early  stages  at  least, 
the  traumatic  back. 

T raumatic  Lumbago — Myofascitis : — The 
differential  diagnosis  between  the  traumatic 
back  and  certain  diseasesd  conditions  is  not 
always  easy  but  is  of  prime  importance  both 
in  prescribing  treatment  and  in  those  cases  of 
a medico-legal  trend  where  the  honest  deci- 
sion of  the  surgeon  is  necessary  in  deciding 
between  liability  and  non-liability,  compensa- 
tion and  non-compensation. 

In  the  case  of  a slight  injury  followed  by  a 
painful  low  back  the  question  of  deciding 
whether  this  is  a “rheumatic  lumbago”  or  a 
“traumatic  lumbago”  is  very  difficult.  Mus- 
cular rheumatism  or  a myofascitis  very  fre- 
quently attacks  the  erector  spinas  muscles.  If 
the  patient  states  that  he  was  lifting  when  the 
attack  suddenly  started,  or  if  he  was  carrying 


a heavy  desk  with  a fellow  employee  and  the 
latter  dropped  his  end  of  the  desk  throwing 
all  the  weight  of  the  desk  upon  the  patient  or 
that  he  slipped  upon  some  grease  while  walk- 
ing through  the  factory;  and  if  there  were 
witnesses  to  this  slight  accident,  and  finally  if 
the  examination  reveals  a definitely  lame  back, 
then  it  is  practically  impossible  to  disprove  the 
injury  element.  Even  if  there  is  a past  his- 
tory of  lumbago  and  the  findings  are  definite- 
ly those  of  lumbago  the  slight  accident  can  be 
held  to  be  an  aggravation  of  an  existing  con- 
dition. But  if  the  patient  gets  a sudden  attack 
of  lumbago  when  arising  from  bed  or  upon 
turning  over  in  bed,  or  following  a Saturday 
afternoon  of  helping  his  wife  clean  house  then 
the  question  of  accident  seldom  arises  and  the 
case  is  clearly  one  of  “rheumatic  lumbago.” 
As  a rule  both  conditions  are  exactly  the  same. 
In  these  indefinite  back  conditions  the  ques- 
tion of  injury  would  not  be  raised  so  often  if 
there  was  not  an  accident  insurance  policy  or 
an  employer’s  liability  law  involved. 

Posture — Body  Mechanics — Flat  Foot: — 
In  all  cases  of  back  injury,  or  backache,  es- 
pecially in  the  low  back  pain  the  surgeon  must 
search  for  faulty  posture,  poor  bodily  mechan- 
ics and  such  defects  as  flat  foot.  A third 
degree  flat  foot  is  very  frequently  the  active 
etiological  factor  in  the  alleged  truamatic 
back — the  slight  injury  being  only  the  excit- 
ing or  contributing  cause.  Months  of  pro- 
longed treatment  in  such  cases  may  be  avoided 
by  discovering  and  stressing  the  treatment  of 
the  flat  foot  condition. 

Tuberculous  Spondylitis  may  be  the  cause 
of  the  pain  and  disability  for  which  some 
trivial  injury  is  held  responsible.  The  appear- 
ance of  a psoas  abscess  may  be  the  first  indi- 
cation which  the  patient  develops  to  show  the 
true  condition. 

KummelPs  Disease  or  the  development  of  a 
traumatic  spondylitis  months  after  the  injury 
must  be  differentiated  from  the  tuberculous 
spondylitis  and  from  the  osteoporotic  type  of 
arthritis. 

In  those  regions  still  subjected  to  typhoid 
epidemics  the  Typhoid  Spine**  must  likewise 
be  considered  in  a differential  diagnosis. 
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Metastatic  Malignancy  has  already  been 
mentioned.  The  spine  is  a very  frequent  site 
for  these  metastatic  malignancies.  Early  the 
x-ray  may  be  negative  but  one  must  persist  in 
their  x-ray  studies  of  the  spine  whenever  the 
possibility  of  this  condition  is  known  to  exist 
or  can  be  suspected. 

Case  4.  M.  T.,  63  years  old,  slipped  on 
the  ice  while  working  for  the  village  of  R — . 
He  completed  his  day’s  work  but  the  next  day 
had  pain  in  his  back  and  therefore  went  to  the 
village’s  physician.  An  x-ray  was  taken  but 
was  negative.  His  back  was  strapped.  Pain 
persisted  but  he  was  able  to  work  on  and  off 
for  a few  weeks  and  then  was  forced  to  quit. 
He  was  referred  to  the  writer  about  two 
months  following  this  alleged  accident  for  ex- 
amination and  opinion  as  to  whether  it  was  a 
traumatic  back  and  suggestions  as  to  treat- 
ment. 

Examination  showed  an  old  man  who  was 
definitely  suffering  pain.  The  back  examina- 
tion was  negative  except  for  some  limitation 
of  motion,  that  could  easily  be  due  to  osteo- 
arthritis, and  for  a definite,  constant  point  of 
tenderness  in  region  of  4th  lumbar  vertebra. 
The  rectal  examination  revealed  an  enlarged, 
indurated  prostate  that  was  undoubtedly 
malignant. 

X-ray  examination  showed  a destructive 
process  in  the  body  of  the  4th  lumbar  verte- 
bras. 

Diagnosis  was  readily  made  of  primary 
carcinoma  of  the  prostate  with  a secondary 
growth  in  the  vertebras. 

The  complete  physical  examination,  in- 
cluding the  rectal  examination,  combined  with 
the  later  follow  up  x-ray  examination,  made 
it  possible  to  differentiate  this  from  an  acci- 
dental or  traumatic  condition.  It  likewise 
saved  the  village  of  R — a considerable  sum 
of  money  when  suit  was  brought  to  collect 
damages  for  the  alleged  accident. 

I have  mentioned  the  importance  of  un- 
obtrusively observing  a patient  carefully  dur- 
ing the  examination.  Occasionally  a patient 
will  corqplain  of  stiffness  in  the  back  and  dur- 
ing the  examination  shows  definite  limitation 
of  flexion  movement.  When  the  examination 


is  completed  see  that  the  patient’s  clothes  are 
lying  on  the  floor.  Tell  him  to  dress  and  then 
apparently  leave  the  examining  room  or 
otherwise  pay  no  attention  to  the  patient. 
Occasionally  such  a patient  will  lean  over  and 
pick  up  his  clothes  showing  that  now  that  the 
examination  is  over  his  back  is  not  nearly  so 
stiff  as  during  the  examination. 

One  of  my  favorite  ways  of  disproving  an 
alleged  stiffness  in  the  back  is  the  following: 
A glove  is  slipped  on  and  patient  is  told  that 
you  want  to  make  a rectal  examination. 
Patient  is  placed  in  front  of  a low  table  or 
chair  j finger  is  inserted  in  the  rectum  and  of 
course  it  is  painful  j patient  is  told  to  lean 
over  the  table  or  chair  and  it  won’t  be  so 
painful  and  the  examination  is  kept  up  until 
the  patient  has  flexed  his  back  equal  to  any 
normal  flexion.  These  and  many  other 
methods  can  be  adopted  to  prove  the  neurosis 
or  malingering  cases. 

Diagnosis  has  been  considered  at  length 
before  taking  up  the  problems  of  treatment 
because  of  the  surprisingly  great  number  of 
these  back  Injuries  receiving  various  lines  of 
treatment  without  any  definite  diagnosis  of 
the  real  condiiton  having  been  made.  I have 
seen  many  cases  who  should  have  been  in 
bed  at  absolute  rest,  going  daily  to  a doctor’s 
office  for  physical  therapy  treatment,  namely, 
quartz  light  treatment,  or  more  often  dia- 
thermy or  in  some  Instances  baking  and  mas- 
sage. Some  of  these  patients  have  had  com- 
pression fractures  undiagnosed.  Other  cases 
with  trivial  injuries  kept  in  bed  for  weeks,  or 
fitted  with  a Taylor  belt  or  given  physical 
therapy  treatments,  usually  light  or  dia- 
thermy, have  developed  true  neurosis  due 
chiefly  to  over-treatment.  Therefore  one  can- 
not write  concerning  the  traumatic  back  with- 
out emphasizing  the  importance  of  diagnosis. 
The  two  must  go  hand  in  hand. 

Anatomy: — Time  will  not  permit  an  ex- 
haustive review  of  the  surgical  anatomy  of 
the  spine.  It  is  obvious,  however,  in  observ- 
ing the  treatment  of  back  Injuries  in  the 
hands  of  many  of  us,  that  too  little  attention 
is  given  to  the  strucure  and  anatomy  of  the 
back.  The  x-ray  shows  the  fracture,  the 
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patient  Is  put  at  absolute  rest  In  bed,  or  in  a 
cast  or  in  a complicated  back  brace  for  weeks 
or  months  until  the  fracture  in  the  bony  part 
is  healed.  But  little  thought  is  given  to  the 
damage  in  the  adjacent  joints  of  the  back  by 
this  prolonged  immobilization. 

Every  segment  of  the  back  is  surrounded 
by  numerous  joints  with  their  capsules,  syn- 
ovia; ligaments  and  often  bursa;.  Outside  of 
these  joints  and  their  component  parts  are 
found  tendons,  muscles  and  aponeurosis  or 
fascia.  It  is  of  far  more  importance  to  con- 
sider the  damage  done  to  these  joints  and  the 
surrounding  soft  tissues  either  the  result  of 
the  Injury  or  the  result  of  prolonged  Immob- 
ilization than  it  is  to  give  too  great  considera- 
tion to  the  treatment  of  the  fracture. 

Practically  every  surgeon  has  learned  the 
importance  of  protecting  the  adjacent  joints 
in  injuries  of  the  extremity  if  full  function  is 
to  be  restored.  Fractures  in  the  humerus  and 
injuries  about  the  shoulder  joint  offer  the  best 
example  of  protecting  the  joint  for  future 
functional  restoration.  The  injury  in  or  about 
the  shoulder  joint  is  treated  with  the  arm  in 
abducted,  elevated  position,  either  in  a plas- 
ter airplane  splint  or  some  modification  of  the 
airplane  splint.  Massage  of  the  muscles  in 
and  about  the  shoulder  joint  and  early  active 
movement  of  this  joint,  always  with  the  arm 
in  the  abduction  position  are  necessary  if  pro- 
longed immobilization  Is  indicated.  We  have 
learned  the  axiom  that  it  is  much  easier  to  get 
the  arm  down  to  the  side  of  the  body  than  It 
is  to  elevate  it  from  the  side  of  the  body  when- 
ever prolonged  immobilization,  especially  in 
an  adult,  is  necessary.  Again,  In  Codes’ 
fractures  we  have  learned  the  lesson  of  early 
message  and  active  movement  of  the  wrist 
joint  if  full  functional  restoration  is  to  be 
secured. 

It  is  of  equal,  if  not  greater,  importance  to 
remember  the  numerous  joints  of  the  back 
and  to  protect  their  function  by  early  massage 
and  a certain  amount  of  active  motion  in  all 
cases  of  severe  injury  of  the  back. 

In  skull  fractures  we  have  learned  that  the 
fracture  in  the  bony  skull  is  of  far  less  im- 
portance than  is  the  damage  within  this  bony 


shell — viz. — to  the  brain  and  Its  coverings. 
In  fractures  of  the  back,  instead  of  thinking 
of  the  damage  to  the  bony  parts,  I want  you 
to  think  of  the  associated  injuries  in  and  about 
the  neural  canal.  In  order  that  I may  better 
visualize  my  fractured  vertebrje  cases  I keep 
in  mind  at  all  times  the  following  short  out- 
line: 

7.  Fractured  Vertebra". 

A.  I9amage  Within  the  Neural  Canal — 
To  the  Cord  and  Its  Membranes. 

1.  Is  it  compressed  or  lacerated? 

2.  Is  it  simply  a hemorrhage  into  the 
cord? 

3.  Is  it  a simple  contusion  with  edema? 

4.  Can  it  be  relieved  by  operation? 

5.  Is  operation  advisable? 

E.  Damage  Without  The  Neural  Canal. 

1 . Hemorrhage  or  soft  tissue  injury  about 
nerve  roots. 

2.  Evulsion  of  the  nerve  roots  as  in 
brachial  plexus  injuries. 

3.  Injuries  to  the  joints  of  the  vertebras. 

4.  Injuries  to  the  capsule  and  ligaments. 

5.  Injuries  to  the  muscles  and  fascia. 

C.  Damage  To  The  Bony  Spine. 

1.  Is  there  a compression  fracture  of  the 
vertebra;? 

2.  Is  there  a fracture  through  one  or  both 
laminae  (often  overlooked  and  frequently  a 
cause  of  prolonged  disability). 

3.  Is  there  a fracture  to  the  transverse 
processes? 

4.  Is  there  a fracture  to  the  spinous  pro- 
cesses? 

5.  Is  there  a partial  or  complete  disloca- 
tion or  rotation  of  the  vertebrae? 

From  this  outline  you  will  note  that,  in 
my  judgment,  the  injuries  within  and  about 
the  fractured  vertebrae  are  of  more  Import- 
ance than  the  fracture  itself.  The  resulting 
disability  from  the  majority  of  compression 
fractures  of  the  vertebrae  is  due  to  permanent 
changes  in  the  soft  tissues  about  the  joints  of 
the  vertebrae,  far  more  often  than  to  the  fract- 
ure itself. 

Treatment  treatment  of  fractures 


390 


The  West  Virginia  Medical  Journal 


September,  1933 


of  the  vertebrse  can  be  divided  into  operative 
and  closed  methods  and  the  after  care.  For- 
merly, operative  treatment  was  used  chiefly 
in  those  cases  with  cord  injury.  Of  recent 
years  there  has  been  a growing  tendency  to 
operate  compression  fractures  without  cord 
injury.  The  operations  of  choice  were  either 
an  Albee  autogenous  bone  graft  or  the  Hibbs 
operation  whereby  the  spinous  processes  were 
chiseled  loose  and  turned  down  forming  the 
graft.  The  purpose  of  the  operation  is  to 
cause  a bony  ankylosis  between  the  fractured 
vertebrae  and  the  adjacent  vertebrae,  above 
and  below. 

The  treatment  of  skull  fractures  has  gone 
through  its  era  of  operative  interference,  viz. 
— the  sub-temporal  decompression.  In  a re- 
view of  20,000  cases  of  skull  fractures  in  the 
literature,  from  1900  to  1928,  I found  that 
the  operative  treatment  increased  from  12% 
in  the  first  decade  to  24.5%  in  the  second  de- 
cade, to  16%  in  the  first  seven  years  of  the 
third  decade,  and  since  then  has  dropped  to 
approximately  10%.  In  watching  this  grow- 
ing tendency  for  operative  interference  in  back 
injuries,  without  cord  compression,  I believe 
we  are  going  through  the  same  experience.  A 
decade  ago,  few  simple  compression  fractures 
of  the  spine  were  operated.  Within  the  last 
few  years  many  of  our  best  surgeons  are  ad- 
vocating the  operative  treatment  of  compres- 
sion fractures.  Within  the  last  year  or  two 
there  is  a strong  sentiment  developing  against 
this  operative  procedure.  I grant  that  in  a 
few  cases  it  may  be  indicated,  but  in  the  great 
majority  of  cases,  the  more  conservative 
method  of  closed  non-operative  treatment, 
especially  in  the  hands  of  the  rank  and  file  of 
the  profession,  who  are  seeing  most  of  these 
fractured  backs,  will  give  far  better  results. 
A great  orthopedic  surgeon  recently  said  to 
me  that  he  was  thoroughly  convinced  of  the 
value  of  bone  grafting  the  compression  fract- 
ure. He  added,  however,  that  there  were 
entirely  too  many  “bone  graft  crimes”  being 
committed  because  only  a few  men  in  the 
country  really  understood  the  Albee  or  Hibbs 
operation.  Since  these  few  men  capable  of 
doing  this  operation  are  seeing  or  will  see  only 


a very  small  percentage  of  the  back  fractures 
of  the  country  I contend  that  it  is  our  duty  to 
teach  the  rank  and  file  of  the  profession  the 
best  and  most  conservative  means  for  treating 
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these  cases  without  running  the  risk  of  adding 
to  the  number  of  “bone  graft  crimes.” 

In  the  case  of  definite  cord  compression  or 
laceration  of  the  cord  with  immediate  paral- 
ysis, usually  of  the  bladder,  rectum  and  lower 
extremities,  the  question  of  whether  or  not  to 
operate  becomes  paramount.  Too  frequently 
the  operation  is  postponed  to  see  if  the  patient 
will  get  over  his  paralysis.  If  the  paralysis 
develops  immediately  it  is  prima  facie  evi- 
dence of  definite  injury  of  the  cord.  Neither 
the  x-ray,  lumbar  puncture,  nor  any  other 
method  thus  far  known,  will  tell  to  what  ex- 
tent that  cord  is  injured  or  whether  or  not  it 
could  be  relieved  by  laminectomy.  The  longer 
the  compression  of  the  cord  persists,  the 
greater  the  damage  to  the  cord.  Therefore,  I 
am  strongly  in  favor  of  an  immediate  laminec- 
tomy in  such  cases.  If  a cord  has  been  com- 
pletely severed  or  so  far  damaged,  that  a 
laminectomy  will  do  no  good,  at  least  no 
harm  is  done  to  the  patient  by  this  procedure. 
On  the  other  hand,  by  the  earliest  possible 
relief  of  the  compression  of  the  cord,  when 
it  is  not  damaged  beyond  repair,  the  patient  is 
given  a chance  for  partial  or  complete  re- 
covery. 

If,  however,  the  paralysis  of  the  extrem- 
ities is  not  immediate,  but  develops  within  a 
few  hours  or  a day  or  two  after  the  injury  and 
if  there  has  been  no  manipulation  or  undue 
chance  of  further  damage  to  the  cord  by  the 
fracture  itself,  then  it  is  almost  paramount 
evidence  that  one  is  dealing  with  a hemorr- 
hage in  or  about  the  cord  or  to  a contusion 
with  an  edema  gradually  developing.  In 
either  of  these  cases  recovery  usually  occurs 
without  a laminectomy. 

In  the  presence  of  paralysis  of  the  extremi- 
ties, whether  a laminectomy  has  been  per- 
formed or  not,  it  is  of  the  greatest  importance 
to  protect  the  joints  and  soft  tissues  of  the 
extremities  from  developing  faulty  deform- 
ing positions  which  will  prevent  function  when 
recovery  takes  place.  Thus,  the  feet  must 
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be  protected  from  the  foot-drop,  or  the  hand 
from  the  wrist-drop.  Gentle  but  daily  and 
gradually  increasing  massage  must  be  given 
to  the  extremities  and  every  other  method 
which  will  prevent  marked  atrophy  and  com- 
plete loss  of  muscle  tone  must  be  adopted. 
Muscle  training  exercises  and  joint  re-educa- 
tion should  start  early  in  every  paralyzed  case, 
looking  forward  to  the  day  when  the  patient 
may  be  able  to  use  the  extremities  once  more. 
I have  seen  too  many  cases  of  excellent  lam- 
inectomies with  recovery  of  the  motor  power 
in  the  extremities  but  with  such  marked  de- 
formities within  the  joints,  especially  foot- 
drop,  that  the  patient  is  unable  to  walk. 

Fractures  of  the  Spine  Without  Cord  Le- 
sions can  be  divided  into: 

(a)  Compression  fractures  of  the  body; 

(b)  Fractures  of  the  transverse  processes; 

(c)  Fractures  of  the  lamlnas  and  arches; 

(d)  Fractures  of  the  spinous  processes. 

Compression  fracture  of  one  vertebral  body 

is  the  commonest  type.  It  may  be  accom- 
panied by  similar  fractures  in  other  vertebras 
or  by  associated  fractures,  as,  fractures  of  one 
or  more  transverse  processes.  The  usual 
mechanism  is  a forcible  flexion  of  the  spine, 
causing  a crushing  of  the  anterior  portion  of 
the  body.  At  times  there  is  a forward  dis- 
placement of  a small  wedge  of  the  body  of 
the  vertebrae. 

The  Immediate  surgical  treatment  of  this 
condition  varies  from  absolute  recumbence  in 
bed  to  operative  fixation  by  bone  transplant 
across  the  site  of  fracture.  In  between  these 
two  extremes  many  methods  of  repair  are 
recommended. 

The  principles  of  treatment  governing 
these  compression  fractures  are: 

(a)  Correction  of  the  deformity  by  hy- 
perextension of  the  spine. 

(b)  Immobilization  by  recumbency  on  a 
bed  with  some  device  to  maintain  the  hyper- 
extension; in  a body  cast  with  recumbency  in 
bed;  rest  in  bed  and  traction;  a body  cast  that 
allows  patient  to  be  ambulatory,  or  a specially 
built  back  brace. 

(c)  Immobilization  and  rest  for  a vari- 


able period,  ranging  from  eight  weeks  to  six 
months. 

Walsh,  of  Pittsburgh,  has  long  advocated 
the  hyperextension  treatment  of  these  verte- 
bral fractures  and  has  developed  a special  bed 
which  can  be  raised  in  the  middle,  thus  giving 
a position  of  hyperextension  to  the  recumbent 
patient.  Davis,  of  Erie,  describes  a method 
which  consists  of  a sling  about  the  feet  with  a 
rope  passing  from  the  sling  through  a pulley 
in  the  ceiling;  the  anesthesized  patient  is  lying 
face  downward  and  as  his  feet  and  legs  are 
raised  in  the  air  his  weight  rests  upon  the 
upper  chest.  Manipulations  of  the  spine  are 
made  with  patient  in  this  hyperextended  posi- 
tion. A plaster  bed  is  then  applied  directly 
to  the  patient  while  still  in  this  position.  Later 
this  cast  can  be  bisected  and  the  back  half 
removed  for  massage.  R.  Watson  Jones,  of 
Liverpool,  describes  a simple  method  where- 
by two  tables  are  arranged  end  to  end  with  a 
space  between  slightly  greater  than  the  length 
of  the  patient’s  trunk.  The  front  table  is 
raised  on  blocks  on  chairs,  approximately  two 
feet  higher  than  the  other  table.  The  patient 
is  then  placed  with  his  head  and  arms  resting 
on  the  higher  table  and  the  front  of  his  thighs 
on  the  lower  table.  This  produces  a marked 
hyperextension  of  the  back  by  the  sagging  of 
the  trunk  between  the  tables.  The  cast  is 
then  applied  from  the  neck  and  axilla  down 
to  and  including  the  upper  portion  of  the 
pelvis.  After  approximately  one  week  in  bed 
Jones  allows  his  patients  to  walk  about,  thus 
securing  a certain  amount  of  back  exercise  by 
the  mere  function  of  walking.  He  has  them 
wear  this  cast  for  approximately  sixteen 
weeks.  Most  of  his  cases  are  back  at  work  at 
the  end  of  six  months. 

During  the  last  four  years  my  treatment  of 
these  compression  fractures  of  the  spine  has 
been  undergoing  a definite  evolution.  It 
started  from  my  effort  to  prove  that  operative 
treatment — viz.  bony  ankylosis,  across  the  site 
of  the  compression  fracture  was  not  necessary; 
that  such  a fixation  was  not  the  ideal  toward 
which  the  ideal  of  treatment  was  aimed  and 
that  simpler,  common-sense  methods  aimed  at 
maintaining  function  in  the  back  joints,  should 
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give  quicker  and  more  functional  results  than 
we  have  been  obtaining  in  the  past.  Thus, 
various  methods  have  been  used  and  have 
largely  been  discarded — for  example: 

Rest  in  bed  with  traction  to  the  head  and 
lower  extremities,  or  traction  and  counter- 
traction by  elevating  one  end  of  the  bed,  has 
been  employed.  A Bradford  frame  was  used 
or  a firm  pillow  placed  under  the  back  at  the 
point  of  the  fracture  to  secure  hyperextension. 
The  patient  was  kept  in  traction  or  on  the 
frame  for  approximately  two  months,  fol- 
lowed by  one  month  of  Physical  Therapy 
while  still  in  bed,  followed  by  gradual  exer- 
cise with  a view  of  returning  him  to  work  at 
the  end  of  six  months. 

The  traction  method  was  then  dropped  and 
rest  in  bed  with  hyperextension  only  institu- 
ted. Rest  in  bed  with  earlier  Physical 
Therapy  methods  was  persisted  in  for  eight 
weeks,  followed  by  approximately  eight 
weeks  of  exercise  and  gradual  redeveloping  of 
back  joints  and  muscles,  with  a view  of  re- 
turning the  patient  to  work  at  the  end  of  four 
months. 

During  the  last  two  years  my  treatment  of 
these  compression  fractures  has  consisted  of 
the  following  steps: 

The  patient  is  placed  upon  a Bradford 
frame  the  first  day  he  is  admitted  to  the 
hospital.  I am  employing  an  adjustable 
Bradford  frame  so  that  the  amount  of  hyper- 
extension can  be  increased  daily  until  the 
desired  amount  is  obtained.  An  ordinary 
Bradford  frame  can  be  employed.  It  is  bent 
in  the  region  of  the  fracture  so  as  to  give  a 
marked  convexity  to  the  firm  canvas  bed 
spread  across  the  frame,  thereby  providing 
the  desired  hyperextension.  The  frame  can 
be  made  with  a removable  strip  of  canvas  at 
the  buttocks  to  facilitate  the  use  of  the  bed 
pan. 

At  first  the  patient  can  be  firmly  attached 
to’  the  Bradford  frame  by  wide  flannel 
binders.  The  patient  soon  lies  low  on  the 
frame  perfectly  relaxed  when  it  is  turned 
from  side  to  side.  Thus,  by  turning  the 
frame  from  side  to  side,  the  position  of  the 
patient  can  be  changed  while  maintaining  his 


hyperextension,  thus  preventing  the  feared 
pulmonary  complications. 

After  approximately  one  week  the  patient 
is  turned  on  the  frame,  completely  over  to  lie 
upon  the  mattress  or  upon  a cart  placed  at  the 
side  of  the  bed.  The  mattress  or  cart  has 
sufficient  pillows  to  raise  the  upper  portion  of 
the  chest  at  least  two  feet,  thereby  maintaining 
the  hyperextension.  The  Bradford  frame  is 
now  lifted  from  the  patient’s  back  and  heat 
and  massage  applied  to  the  entire  musculature 
of  the  back.  Following  this  the  patient  is 
taught  exercises,  such  as  pushing  his  chest 
backward  by  supporting  himself  upon  his 
arms,  thereby  even  Increasing  the  amount  of 
hyperextension.  After  a due  time  of  massage 
and  exercise  the  Bradford  frame  is  again 
placed  upon  the  patient’s  back  and  he  is  gently 
turned  back  upon  the  bed,  again  reclining 
upon  the  Bradford  frame.  This  procedure  is 
repeated  daily  with  increasing  amounts  of 
hyperextension  exercise  and  of  strength  of 
the  massage.  Each  time,  following  the  pro- 
cedure, the  frame  is  reapplied  and  the  patient 
turned  back  into  a recumbent  position. 

The  aim  of  this  procedure  is  to  immobilize 
the  joints  of  the  back  during  the  period  of 
hyperextension  treatment  of  the  compressed 
fractured  vertebrse.  It  is  based  upon  the  same 
principles  that  prevail  in  the  treatment  of 
joints  near  fractures  in  the  long  bones.  In  both 
Instances,  massage  and  exercise  are  indispens- 
able in  maintaining  function  in  the  joints 
during  the  period  of  healing  of  the  fracture. 

At  the  end  of  three  weeks  of  the  above 
treatment  a cast  is  applied  to  the  back  after 
the  method  of  Jones.  More  recently  I have 
been  placing  these  cases  on  their  hands  and 
knees  on  a table  allowing  the  back  to  sag  as 
far  as  possible,  thus  giving  an  ideal  hyperex- 
tension position.  With  the  patient  maintaining 
this  position  the  cast  is  applied.  It  is  important 
to  apply  the  cast  on  the  anterior  surface  of  the 
bed  almost  as  high  as  the  clavicles,  and  as  low 
as  the  pubis.  After  the  cast  is  dried  a large 
circle  is  cut  out  of  the  back  of  the  cast,  in 
order  to  allow  massage  of  the  muscles.  The 
patient  is  allowed  to  walk  anywhere  from  the 
third  to  the  fourth  week.  The  cast  is  re- 
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moved  at  the  end  of  eight  weeks.  Massage 
and  exercise  is  continued  for  another  two 
weeks. 

I now  have  six  cases  who  have  returned  to 
regular  employment  by  the  end  of  twelve 
weeks.  In  not  a single  instance  has  a body 
brace  been  applied  to  these  patients. 

All  fractured  vertebrx  do  not  fall  into  the 
class  of  cases  just  described.  Some  of  them 
seem  to  recover  completely  without  any  treat- 
ment, while  others  continue  to  have  symp- 
toms in  spite  of  the  most  careful  handling. 
The  surgeon  must  use  his  judgment  in  the 
handling  of  each  individual,  and  w'ill  find 
that  many  will  respond  even  more  rapidly  to 
the  treatment.  Again,  considerable  weight 
must  be  given  to  the  forms  of  treatment  now 
being  advocated  by  many,  which  allows 
earlier  ambulatory  care. 

Fractures  in  the  cervical  region  usually 
need  immobilization  for  a period  of  six  or 
eight  weeks.  This  can  be  accomplished  by 
rest  in  bed  with  a jury-mast  traction  appar- 
atus, by  cast  or  by  specially  made  neck  braces 
with  head  support.  A combination  of  trac- 
tion with  neck  brace  is  most  often  used.  Fre- 
quently these  braces  or  a cast  are  worn  for 
six  months  or  a year  which  is  absolutely  un- 
necessary. 

It  is  my  opinion  that  gentle,  but  gradually 
increasing  in  force,  massage  should  start  with- 
in the  first  week  while  the  case  is  still  in  bed 
and  in  traction.  The  massage  should  include 
the  neck,  shoulder  and  arm  muscles.  I am 
opposed  to  a cast  as  it  prevents  this  massage 
and  later  exercise.  A brace  can  be  removed 
and  massage  given.  Such  a patient  should 
be  placed  in  bed  or  on  a table,  immobilization 
maintained  by  sand  bags  placed  on  either  side 
of  the  head  during  the  treatment  and  then 
the  brace  replaced.  This  should  be  given 
every  day  or  at  least  every  other  day.  After 
four  weeks  very  slight  active  exercise  as 
gently  turning  the  head  from  side  to  side, 
and  assisted  active  exercise  as  helping  patient 
to  lift  his  head  slightly  from  the  table,  should 
be  instituted.  After  8 weeks,  providing  the 
x-ray  shows  no  contra-indication,  the  brace 
can  be  removed  for  longer  periods  each  day 


and  the  amount  of  exercise  and  massage  in- 
creased rapidly.  By  the  end  of  ten  to  twelve 
weeks  most  of  the  average  cases  of  fracture  of 
cervical  vertebrae  without  cord  symptoms 
should  be  free  of  all  immobilization,  all  braces 
and  should  have  full  function  in  the  neck. 

1 have  seen  cases  of  cervical  fracture  still 
wearing  a brace  with  stiff  neck  due  to  liga- 
ment and  muscle  contraction,  who  have  been 
told  that  they  must  wear  the  brace  for  at  least 
a year.  Unquestionably,  more  attention 
paid  to  maintaining  function  in  the  soft  tissues 
of  the  neck  and  more  faith  in  the  ability  of 
these  fractured  vertebrae  to  heal  would  ob- 
viate the  necessity,  often  born  of  fear  of  dis- 
aster, of  wearing  these  casts  or  braces  for  even 
six  months,  let  alone  a year. 

Throughout  this  paper  I have  frequently 
referred  to  such  physical  therapy  procedures 
as  massage,  active  exercise,  muscle  training 
exercises,  etc.  Not  only  in  back  injuries  but 
in  all  fracture  cases,  physical  therapy  is  one  of 
the  most  important  adjuncts  to  the  surgical 
treatment.  If  full  functional  restoration  is 
to  be  secured  the  surgeon  cannot  afford  to 
ignore  physical  therapy.  Too  often  the  sur- 
geon thinks  he  is  giving  physical  therapy 
when  he  uses  a “light”  or  resorts  only  to 
diathermy. 

To  treat  back  injuries  successfully  one 
must  remember  — The  Sfine  is  Made 
up  of  Numerous  Joints  With  the  Two 
Targe  Sacro-Iliac  Joints  Adjacent  to  It.  Im- 
mobilize These  Joints  for  any  Length  of  Time 
and  Stiffness  is  Bound  to  Follow.  Massage 
and  Exercise  are  the  Two  Best  Means  of 
Combating  Ankylosis  Here  as  Well  as  in 
Other  Joints. 

122  South  Mich.  Ave. 


VOICE  DYNAMICS 

So  neglected  is  the  field  of  voice  dynamics  by  the 
ear,  nose  and  throat  specialist  that  the  play  has  been 
taken  entirely  out  of  the  hands  of  the  specialist,  and 
numerous  teachers  have  come  into  existence  with  all 
kinds  of  fantastic  theories  which  do  not  comport  to 
the  laws  of  physiology  or  physics,  according  to  Dr. 
Leon  Felderman  who  writes  about  the  “Production 
of  the  Human  Voice”  in  Hygeia  for  August. 
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PRESIDENT’S  PAGE 

During  the  past  few  years  many  countries  have  passed  through  remarkable  periods 
of  financial  inflation  and  deflation.  In  some  instances  inflation  has  been  restricted  to 
an  increase  in  commodity  prices;  in  others  to  an  expansion  of  credits;  and  in  others 
(notably  Germany)  there  has  been  an  actual  currency  inflation.  There  is  normally 
a continuous  rise  and  fall  in  the  commodity  value  of  money.  Usually  these  changes 
take  place  gradually  and  adjustments  are  accomplished  without  much  hardship.  How- 
ever, the  movement  is  so  violent  at  times,  for  instance  in  the  Fall  of  1929,  as  to  cause 
a great  deal  of  inconvenience  and  suffering. 

Ordinarily  wages  and  prices  fluctuate  together.  If  they  maintain  a reasonably 
constant  ratio  to  each  other,  periods  of  inflation  bring  no  hardship  to  the  laborer.  How- 
ever, there  is  a large  group  of  workers,  to  which  the  physician  belongs,  whose  incomes 
do  not  tend  to  expand  in  proportion  to  the  rise  of  commodity  prices.  It  is  an  embar- 
rassing and  difficult  task  for  a physician  to  increase  his  schedule  of  fees  even  when  the 
ordinary  costs  of  living  have  increased  to  the  point  that  it  is  impossible  for  him  to  pay 
his  bills.  At  the  time  when  Germany  had  inflated  her  currency  to  the  point  where  it 
took  a trillion  paper  marks  to  buy  a gold  mark,  the  country  doctor  was  charging  his 
patients  on  the  same  old  scale.  His  fee  for  a house  call  w'ould  not  buy  a loaf  of  bread 
for  his  family. 

Our  President,  through  the  National  Industrial  Recovery  Act,  attempts  to  accom- 
plish an  inflation  of  commodities  and  wages.  If  this  measure,  along  with  others,  less 
radical,  does  not  bring  prosperity,  he  is  empowered  to  inflate  the  currency.  All  these 
things  mean  a higher  price  level  and  a higher  cost  of  living. 

During  the  years  of  the  depression  the  doctor’s  pocketbook  has  grown  thin.  His 
collections  havT  been  poorer  than  usual.  He  has  been  called  upon  for  an  unprecedented 
amount  of  charity  work.  He  has  cut  down  his  usual  fees,  either  by  request  or  volun- 
tarily. In  the  face  of  rising  prices,  he  is  in  a very  uncomfortable  position  and  should 
take  steps  to  protect  himself. 

The  individual  physician  cannot  accomplish  very  much  independently.  The 
County  Medical  Societies  should  have  frequent  meetings  for  the  discussion  of  economic 
problems.  Fee  schedules  should  be  reviewed  and  revised  if  necessary.  A strong  effort 
should  be  made  to  secure  the  complete  cooperation  of  all  members.  The  National 
Government  endorses  collective  bargaining  for  laborers,  and  manufacturing  codes  for 
industry.  Common  sense  endorses  cooperative  regulation  of  the  physician’s  fee  sched- 
ule. N.  I.  R.  A.  provides  minimum  wages  and  maximum  hours  for  labor,  and  sanc- 
tions a reasonable  profit  for  capital.  The  professional  man  does  not  come  within  the 
purview  of  the  act.  “The  forgotten  man”  will  have  to  take  care  of  himself! 


President. 
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TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 

The  annual  meeting  of  the  National  Tuber- 
culosis Association,  held  jointly  with  the 
Canadian  Tuberculosis  Association  at  Toronto, 
June  28-30,  drew  together  a large  representa- 
tion from  both  countries,  as  well  as  two  dis- 
tinguished visitors  from  England.  Dr. 
Esmond  R.  Long,  of  Henry  Phipps  Institute, 
reports  in  this  number  brief  abstracts  of  the 
papers  and  symposiums  of  the  Pathological 
section. 

WHAT  IS  NEW  IN  TUBERCULOSIS  PATHOLOGY 

Sir  Humphry  Rolleston,  who  reviewed  the  subject 
of  non-pulrnonary  tuberculosis,  dwelt  especially  on 
chronic  hyperplastic  tuberculosis  of  the  intestines  and 
the  accompanying  hyperplastic  peritonitis.  He  made 
the  interesting  suggestion,  proposed  by  preceding 
investigators,  that  these  unusual  forms  of  tuber- 
culosis, in  which  tubercle  bacilli  are  difficult  to  find, 
might  be  due  to  different  phases  of  the  several  stages 
of  the  life  cycle  of  the  bacillus  of  tuberculosis,  re- 
cently described  by  several  investigators. 

Drs.  Petroff  and  Winn  of  Trudeau,  New  York, 
reported  further  developments  in  their  study  of 
colony  variation  in  the  growth  of  avian  tubercle 
bacilli.  From  a single  strain  of  this  bacillus  they 
separated  out  four  types,  the  extremes  of  which 
formed  “smooth”  and  “rough”  colonies  on  culture 
media  and  were  respectively  virulent  and  avirulent 
for  chickens. 

A paper  presented  by  Dr.  Daines  of  Salt  Lake 
City  may  explain  some  of  the  positive  tuberculin  re- 
actions reported  from  time  to  time  leading  to 
slaughter  of  cattle  subsequently  proved  not  to  be 
tuberculous.  He  described  acid-fast  bacteria,  ap- 
parently not  tubercle  bacilli,  obtained  from  certain 
skin  lesions  of  cattle  reacting  positively  to  tuber- 
culin, but  not  tuberculous,  as  shown  by  post-mor- 
tem examination.  The  bacteria,  which  appeared 
to  be  a previously  undescribed  variety,  and  the  skin 
lesions  they  caused,  evidently  induced  a sensitization 
to  tuberculin. 

A complicated  life  cycle  of  the  tubercle  bacillus, 
in  which  several  granular  phases  occur,  was  reported 
by  Dr.  Kahn  of  Cornell  University.  He  embedded 
single  colonics  of  tubercle  bacilli  growing  on  solid 
culture  media  and  sectioned  them.  Stained  by  the 
usual  methods  for  tubercle  bacilli,  sections  showed 


zones  of  acid-fast,  partially  acid-fast  and  non-acid- 
fast  bacteria,  conforming  closely  to  the  types  prev- 
iously described  by  Dr.  Kahn  in  his  cultures  from 
single  organisms. 

At  a later  meeting  Dr.  Wyckoff  of  the  Rocke- 
feller Institute,  New  York,  also  presented  a paper 
on  the  growth  of  tubercle  bacilli,  which  was  appar- 
ently not  in  agreement  with  Dr.  Kahn’s  work.  Dr. 
Wyckoff  used  the  ingenious  method  of  motion 
photography  of  the  growing  bacteria  on  clear  solid 
media.  Several  kinds  of  tubercle  bacilli,  chiefly  de- 
rived from  tuberculosis  of  cold  blooded  animals,  re- 
produced by  the  simplest  of  all  methods,  elongation 
and  fission  into  two  new  organisms  like  the  original. 

Another  paper,  presented  by  Drs.  Soper,  Alpert 
and  Adams,  dealt  with  the  relative  immunizing 
properties  of  a “smooth”  type  variant  of  bovine 
tubercle  bacilli,  killed  by  heat,  the  well  known  living 
attenuated  BCG  strain  of  bovine  bacilli,  and  living 
human  type  bacilli.  The  heat-killed  bacilli  caused 
the  greatest  protection.  Dr.  Willis  of  Detroit  de- 
scribed a surprising  frequency  of  tubercle  bacilli  in 
the  urine,  as  well  as  sputum,  of  children  with  child- 
hood type  tuberculosis. 

The  second  symposium  was  devoted  to  silicosis. 
(A  forthcoming  number  of  Abstracts  will  be  de- 
voted to  this  subject). 

Progress  in  Research. — A third  symposium  was 
given  to  reports  from  investigators  working  under 
grant  from  the  National  Tuberculosis  Association. 
Dr.  Richardson  of  Cornell  University  reported  ex- 
periments by  himself  and  colleagues  on  the  respira- 
tion of  tubercle  and  related  bacilli.  The  most  sig- 
nificant fact  was  the  high  sensitivity  of  the  patho- 
genic acid-fast  bacteria  to  deprivation  of  oxygen,  a 
characteristic  probably  playing  a role  in  the  limita- 
tion of  their  growth  in  the  animal  body. 

Several  papers  dealt  with  the  proteins  of  tubercle 
and  related  acid-fast  bacilli.  It  was  brought  out 
clearly  by  several  investigators  that  the  pure  proteins 
of  these  bacteria  are  capable  of  sensitizing  the  animal 
body  so  that  subsequent  injections  of  the  same  mate- 
rial into  the  skin  elicit  an  inflammatory  response 
much  like  that  caused  by  tuberculin  in  the  tuber- 
culous animal.  Dr.  Aronson  of  the  Phipps  Institute, 
reported  that  while  the  protein  M.AIOO  almost 
exactly  paralleled  Old  Tuberculin  as  skin-testing 
material,  it  possessed  the  capacity,  on  repeated  injec- 
tions in  children,  of  sensitizing  the  skin  so  that  ffilse 
positive  reactions  were  given  with  later  higher  dos- 
ages. (Continued  on  fage  xxiv) 
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PUBLIC  HEALTH  APPROPRIATIONS 

A few  years  ago  the  standard  by  which  state 
health  commissioners  were  measured  was 
based  largely  upon  the  amount  of  money  they 
were  able  to  secure  from  their  respective  legis- 
latures. Those  commissioners  who  managed 
to  secure  large  appropriations  were  able  to 
branch  out  in  many  new  and  untried  fields. 
There  were  therefore  the  so-called  “pioneers” 
of  public  health  work.  On  the  other  hand 
those  commissioners  whose  budgets  were  cut 
to  the  bone  had  to  take  a back  seat  and  listen 
to  the  reports  of  their  more  fortunate 
brothers. 

We  are  beginning  to  feel  that  a new  era 
has  been  reached  in  the  public  health  field 
and  that  in  the  not  too  distant  future  our 
health  commissioners  and  health  officers  will 
be  rated  highest  who  can  show  the  best  results 
on  the  least  amount  of  money.  We  believe 
that  the  heyday  of  the  money-spender  is  past. 
Lavish  appropriations  for  public  health  work 
have  already  been  curtailed  in  most  states  and 
we  hope  that  we  will  soon  see  the  various  de- 
partments of  public  health  confined  to  the 
original  activities  for  which  they  were  created. 

Not  long  ago  we  heard  of  a health  com- 
missioner of  another  state  who  appeared  be- 
fore the  budget  committee  of  his  state  legis- 
lature and  made  this  statement,  “Gentlemen, 
if  you  reduce  our  appropriation  for  public 
health  work  you  will  set  our  department  back 
20  years.” 


To  which  a physician  member  of  the  com- 
mittee slyly  replied,  “Anything  that  will  set 
public  health  work  back  20  years  is  bound  to 
be  a good  thing  so  by  all  means  let  us  cut  the 
appropriation.” 

Perhaps  this  was  “rubbing  it  in”  a bit  too 
hard,  but  there  is  no  question  that  many  of 
the  present  day  health  activities  were  brought 
about  more  through  the  tendency  to  spend 
public  money  than  through  necessity.  It  is 
also  apparent  that  in  many  ways  the  health 
work  of  20  years  ago  was  more  concentrated, 
more  efficient  and  more  to  the  point  than  it  is 
today. 

It  all  comes  right  down  to  the  point  of  how 
far  we  should  go  in  public  health  matters.  In 
the  past  this  has  depended  largely  upon  how 
much  the  public  would  stand  for.  Now  that 
a definite  reaction  has  set  in,  we  expect  to  see 
a considerable  curtailment  of  public  health 
activities.  In  the  main,  we  believe  that  such 
a curtailment  will  be  a good  thing.  Certainly 
a health  department  that  concentrates  on 
health  education  and  sanitation  should  do  the 
job  much  better  than  a health  department 
with  a dozen  or  more  irons  in  the  fire. 

We  are  not  advocating  the  elimination  of 
any  of  the  present  functions  of  our  own  state 
health  department.  While  we  believe  that 
some  of  these  functions  are  rather  far  afield, 
we  still  feel  that  West  Virginia  is  much  more 
fortunate  in  regard  to  public  health  work  than 
many  of  her  sister  states.  Steps  have  already 
been  taken  to  stop  some  of  the  inroads  on  the 
private  practice  of  medicine.  Here  in  West 
Virginia  it  looks  like  we  are  going  to  have  a 
period  of  concentration  rather  than  of  expan- 
sion. Our  public  health  problems  in  this 
state  have  never  reached  the  dilemma  stage 
at  any  time  and  now  they  seem  to  be  in  a fair 
way  of  being  reduced  to  a minimum.  We 
are  glad  to  say  that  our  “flaw-picking”  in  the 
early  paragraphs  of  this  editorial  is  not  aimed 
at  local  conditions.  We  have  a high  regard 
for  the  personnel  of  our  state  health  depart- 
ment and  we  believe  that  now  is  the  time  to 
give  that  department  a helping  hand. 
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HOSPITAL  EXTRAVAGANCE 

Several  years  ago  we  visited  the  formal 
opening  of  a new  hospital  in  Southern  West 
Virginia.  Everyone  present  viewed  the  new 
structure,  both  inside  and  out,  in  amazement. 

“This,”  they  said,  “is  the  finest  hospital 
in  the  state.” 

Two  years  later  another  new  hospital  was 
opened  and  dedicated  to  suffering  humanity. 
It  was  even  more  wonderful  than  the  first. 

“Here  at  last,”  said  the  visitors,  “is  the 
finest  of  all.” 

Last  year  we  attended  a third  hospital 
opening.  The  tiled  walls,  the  modernistic 
furniture,  the  expensive  lighting  fixtures  all 
went  together  to  eclipse  anything  that  had 
yet  been  seen  in  hospital  construction  in  West 
Virginia.  The  visitors  were  astonished  to  find 
such  a marvelous  institution  within  the  borders 
of  our  state.  Here  again  was  heard  the  oft- 
repeated  remark,  “This  hospital  has  topped 
them  all.  Nothing  is  left  to  be  desired.” 

Let  us  stop  for  one  minute  and  consider 
who  pays  the  bills  for  these  elaborate  institu- 
tions. The  doctor  or  doctors  who  erect  them? 
Not  at  all!  The  patients  who  enter  these 
hospitals  are  the  ones  who  pay  the  bills. 
Although  such  patients  are  almost  invariably 
in  financial  as  well  as  physical  distress,  they 
are  the  ones  who  chip  in  and  “pay  the  freight” 
for  elaborate  and  extravagant  hospital  con- 
struction. 

Hospitals  claim  they  can’t  make  any 
money.  Patients  claim  they  can’t  pay  for 
hospital  service.  In  the  face  of  this  we  still 
see  hospital  construction  paying  its  annual 
toll  to  the  false  gods  of  rivalry  and  conceit. 

If  the  depression  accomplishes  nothing 
else,  we  hope  it  will  at  least  curb  the  desire 
of  hospital  owners  and  superintendents  to 
outshine  their  neighbors  in  hospital  construc- 
tion. If  the  depression  brings  about  an  era 
of  common  “horse”  sense  in  this  particular 
field,  we  feel  that  it  will  have  accomplished 
at  least  one  useful  purpose.  We  have  always 
felt  that  a patient  could  suffer  quite  comfort- 
ably in  a clean  bed,  regardless  of  whether  the 
bed  rested  on  yellow  pine  flooring  or  mosaic 
tile. 


We  have  always  liked  the  comment  of  H. 
L.  Mencken  in  his  American  Mercury  edito- 
rial on  the  report  of  the  Committee  on  the 
Costs  of  Medical  Care.  Speaking  of  the  vast 
increase  in  the  cost  of  medical  care,  Mr. 
Mencken  stated  that  he  did  not  believe  that 
the  doctors  had  profited  to  any  considerable 
extent  by  this  increase.  “Nor  has  most  of 
the  excess  gone  to  the  specialists,”  he  wrote, 
“It  has  gone  to  the  hospitals,  and  they  have 
got  it,  not  in  the  character  of  institutions  for 
the  care  and  cure  of  the  sick,  but  in  the  char- 
acter of  luxurious  hotels  for  the  entertain- 
ment and  flattery  of  the  sick.” 


ANNUAL  HOSPITAL  MEETING 
Plans  for  the  annual  meeting  of  the  Hos- 
pital Association  of  West  Virginia,  which 
will  be  held  at  Clarksburg  on  October  3,  are 
rapidly  getting  under  way  and  the  program 
is  expected  to  be  announced  in  the  near  future. 
A meeting  of  the  program  committee  was 
held  in  Huntington  on  August  10  and  the 
general  topics  for  discussion  were  assigned. 

It  is  understood  that  the  Clarksburg  meet- 
ing, which  will  take  place  at  the  Stonewall 
Jackson  Hotel,  will  be  honored  by  a visit 
from  Dr.  N.  W.  Faxon  of  Rochester,  New 
York,  President  of  the  American  Hospital 
Association.  Dr.  Faxon  will  take  part  in  the 
afternoon  session  and  will  be  one  of  the  prin- 
cipal speakers  at  the  convention  banquet. 

Among  the  topics  that  will  be  discussed  at 
the  coming  meeting  are  those  pertaining  to 
group  hospital  insurance  plans,  hospital  par- 
ticipation in  the  National  Recovery  Act,  the 
effect  of  the  new  gross  sales  tax  on  West  Vir- 
ginia hospitals,  and  workmans  compensation. 

Following  the  banquet  at  Clarksburg,  a 
convention  dance  will  be  sponsored  by  the 
Hospital  Association  for  all  those  in  attend- 
ance. 


THE  HOSPITAL  AND  THE  NRA 
In  answer  to  many  hospital  inquiries,  we 
wish  to  announce  that  the  professional 
employees  such  as  physicians,  internes,  nurses, 
students  in  training,  dietitians  and  technicians 
are  exempt  from  the  terms  of  President 
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Roosevelt’s  agreement  under  the  National 
Recovery  Act.  This  information  was  con- 
tained in  a telegram  sent  by  General  Hugh  S. 
Johnson,  Administrator  of  the  Act,  to  the 
American  Hospital  Association  on  August  2. 

In  view  of  this  assurance,  the  American 
Hospital  Association  has  advised  all  hospitals 
to  sign  the  President’s  reemployment  agree- 
ment and  to  work  under  the  agreement  until 
such  time  as  a readjustment  can  be  worked 
out.  During  the  past  month  a committee 
representing  the  American,  Catholic  and 
Protestant  hospital  associations  met  with  the 
National  Recovery  Administration  in  Wash- 
ington and  urged  that  all  voluntary  hospitals 
be  exempted  from  the  provisions  of  the  NR  A 
to  the  same  degree  and  in  the  same  manner 
that  tax  supported  hospitals  are  exempted. 

The  full  text  of  General  Johnson’s  mes- 
sage, which  throw's  considerable  light  on  the 
subject  of  hospital  participation  in  the  Presi- 
dent’s program,  is  published  herewith: 

“Administration  expects  hospitals  to  com- 
ply w'ith  terms  of  President’s  agreement. 
Orderlies,  maids,  w'aitresses,  scrubw'omen, 
sub-janitors  and  yardmen  classified  under 
paragraph  two.  President’s  reemployment 
agreement.  Professional  employees,  physi- 
cians, internes,  nurses,  students  in  training, 
dietitians  and  technicians  are  exempt  from 
terms  of  President’s  agrement.  Administra- 
tion urges  speedy  submission  of  permanent 
code  for  hospitals  which  may  provide  for  con- 
ditions peculiar  to  hospital  employees.  Stay 
of  provisions  of  President’s  reemployment 
agreement  may  be  applied  for  so  that  agree- 
ment may  be  adopted  pending  approval  of 
code.” 


PULLING  TOGETHER 
Throughout  the  three  and  one-half  years 
of  the  depression  the  Journal  managed  to 
keep  its  head  above  water  and  now,  w'ith  con- 
ditions rapidly  improving,  we  find  ourselves 
much  better  off  than  we  were  before  the  crash. 
During  this  period  the  financial  welfare  of 
the  Journal  was  maintained  entirely  through 
the  advertising  pages.  We  feel  that  the  record 
of  the  Journal  Is  something  to  be  proud  of. 


In  view  of  the  above,  we  want  to  proposi- 
tion the  doctors  who  read  these  pages.  This 
Journal  belongs  to  you.  You  and  your 
confreres  contribute  the  material  that  goes 
into  it  and  you  select  the  editorial  board 
w'hich  runs  it.  The  Journal  is  the  official 
organ  of  your  Association  and  you  make  up 
that  Association.  Now,  we  want  you  to 
develop  a wholesome  interest  in  these  ad- 
vertisers who  make  your  Journal  possible. 

We  do  not  want  you  to  blindly  follow  the 
Journal  advertising  pages  in  purchasing 
equipment  and  drugs  or  in  selecting  a home 
or  institution  for  some  nervous  or  mental 
patient.  What  w'e  do  want  is  for  you  to  con- 
sult the  Journal  advertising  pages  frequently 
and  regularly  and,  when  other  considerations 
are  equal,  to  give  preference  to  the  adver- 
tisers who  support  our  publication.  This,  we 
feel,  is  a very  modest  request.  Yet  if  only 
one-half  of  the  members  of  the  Association 
would  follow  this  suggestion  we  would  soon 
have  an  overflow  of  advertising  copy. 

After  all,  this  is  a pretty  fair  and  square 
proposition.  If  certain  pharmaceutical  and 
supply  houses  and  sanitaria  support  us,  we 
ought  to  support  them.  Unquestionably  a 
goodly  number  of  doctors  are  supporting  our 
advertisers  or  we  would  never  have  been  able 
to  make  such  a splendid  showing  during  the 
lean  years  of  the  depression.  We  hope  this 
support  will  be  continued  and  enlarged.  We 
will  continue  to  preach  this  gospel  of  adver- 
tising support  until  all  of  our  members  are 
familiar  with  the  doctrine  that  we  should 
patronize  the  friends  who  patronize  us.  Let’s 
get  behind  this  idea  and  put  it  across. 

DR.  WILLIAM  F.  WALKER 

Dr.  William  F.  Walker,  58  years  of  age,  of  Elk- 
view,  died  in  a Charleston  hospital  on  July  26, 
following  a short  illness.  He  had  practiced  at  Elk- 
view  for  more  than  25  years  and  was  widely  known 
throughout  Kanawha  County.  He  was  graduated 
from  the  University  of  Louisville  in  1907. 

Dr.  Walker  was  unmarried.  He  is  survived  by 
five  brothers,  including  Dr.  R.  H.  Walker  of  Char- 
leston, and  two  sisters.  He  was  held  in  the  highest 
esteem  by  his  fellow  practitioners  and  his  death  re- 
moves another  member  of  the  old  school  of  “family 
doctors.” 
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COUNTY  SOCIETY  NEWS 


MONONGALIA  COUNTY 
Dr.  S.  J.  Goodman  of  Columbus,  Ohio,  was  the 
scientific  essayist  at  the  August  1 meeting  of  the 
Monongalia  County  Medical  Society  which  was  held 
at  the  Hotel  Morgan,  Morgantown.  His  subject 
was  “Treatment  of  Post-partum  Hemorrhage  and 
Progress  of  Obstetrics,”  which  was  generally  dis- 
cussed by  the  members  present. 

Preceding  the  scientific  session,  a chicken  dinner 
was  served  to  those  in  attendance. 

G.  R.  Maxwell,  Secretary. 

FAYETTE  COUNTY 
The  Fayette  County  Medical  Society  held  its 
regular  monthly  meeting  at  the  Hotel  Hill,  Oak 
Hill,  on  the  evening  of  August  8 with  a good  attend- 
ance. It  was  voted  at  this  meeting  to  secure  the 
speaker  for  the  September  meeting  from  Richmond 
and  to  invite  the  Kanawha  and  Raleigh  County 
Medical  Societies  to  attend. 

Under  the  head  of  new  business,  Dr.  Duke 
Arthur  Dent  of  McKendree  was  received  as  a new 
member  of  the  Society. 

The  scientific  program  was  opened  by  Dr.  E.  S. 
Hamilton  who  displayed  an  interesting  case  of 
Squamous  Eczema  and  gave  a brief  history  of  this 
condition  together  with  treatment. 

Dr.  G.  H.  Barksdale,  Charleston,  was  the  visit- 
ing essayist  and  gave  a splendid  paper  on  “Myocar- 
dial Degeneration”  which  was  ably  presented  and 
generally  discussed  by  the  members  present. 

A very  timely  and  complete  paper  was  read  by 
Dr.  Hamilton  of  Oak  Hill  on  present  day  economics 
and  finance  in  general  and  more  especially  pertain- 
ing to  the  medical  profession.  His  subject  was 
“Chasing  the  Beefsteak  Under  the  New  Deal.” 

In  addition  to  the  essayist.  Dr.  Barksdale,  the 
guests  included  Dr.  H.  A.  Bailey  of  Charleston. 

Ralph  Hogshead,  Secretary. 


MONONGALIA— PRESTON 

A joint  meeting  of  the  Monongalia-Preston 
County  Medical  Societies  was  held  in  Cornwell 
Cottage  at  Hopemont  on  I'uesday,  July  18,  at 
seven  o’clock. 

In  the  absence  of  Dr.  Miller,  President  of  the 
I’rcston  County  Medical  Society,  Dr.  C.  C.  Rominc, 
President  of  the  Monongalia  County  Medical  Soci- 
ety presided.  Dr.  Evans  welcomed  us  to  Hope- 
mont. Dr.  D.  A.  MacGregor,  President  of  the 


State  Medical  Association,  gave  us  greetings  from 
the  State  Association.  This  was  followed  by  a 
short  talk  by  Dr.  Roy  Ben  Miller  of  Parkersburg, 
President-elect  of  the  State  Medical  Association. 
Dr.  C.  H.  Maxwell,  past  President  made  a few 
remarks.  About  seventy-five  doctors  were  present. 
Invitations  were  sent  to  every  physician  in  the 
Second  District  and  also  the  adjoining  counties.  We 
also  had  representatives  from  the  adjoining  state  of 
Maryland. 

Dr.  Charles  R.  Habilston,  Associate  Professor  of 
Medicine,  University  of  Maryland,  was  the  speaker. 
He  gave  a most  interesting  talk  on  “Primary  Car- 
cinoma of  the  Lung,”  illustrated  with  lantern  slides. 
The  discussion  was  opened  by  Dr.  MacGregor.  He 
was  followed  by  Dr.  Evans,  Hopement;  Dr.  Ste- 
vens, of  Fairmont;  Dr.  Cherry  of  Clarksburg;  Dr. 
Brake  of  Clarksburg,  and  several  others. 

Following  this  an  elaborate  buffet  luncheon  was 
served  by  Mrs.  Pettit.  Her  hospitality  was  appre- 
ciated by  all  present.  W e always  look  forward  to 
our  annual  meeting  at  Hopemont. 

G.  R.  Maxwell,  Secretary. 

CABELL  COUNTY 

The  regular  meeting  of  the  Cabell  County  Med- 
ical Society  was  held  at  the  Hotel  Pritchard  on 
Thursday,  August  10,  with  a good  attendance.  A 
most  interesting  case  report  was  presented  by  Dr. 
I.  I.  Hirschman,  Huntington,  and  a number  of 
important  business  matters  were  discussed. 

W.  W.  Strange,  Secretary. 

GENERAL 

Dr.  Chester  R.  Ogden  of  Clarksburg  sailed  last 
month  for  Norway  on  an  extended  tour  of  the 
northern  European  countries.  He  expects  to  re- 
turn about  the  middle  of  September. 

Dr.  R.  J.  Condry  of  the  staflF  of  the  Davis  Memo- 
rial Hospital,  Elkins,  sailed  on  .‘\ugust  1 1 for 
Europe  where  he  expects  to  spend  about  three 
months  in  various  European  clinics. 

DR.  FRED  STANSBURY 

Dr.  Fred  Stansbury,  43,  of  Bccklcy,  died  at  a 
hospital  there  on  .August  10.  He  is  survived  by  his 
widow  and  one  son.  'Fwo  brothers,  Herbert 
Stansburv  of  Becklcy  and  Harry  A.  Stansbury, 
athletic  director  at  the  University,  also  survive. 

Dr.  Stansbury  was  graduated  from  the  Loyola 
University  college  of  Medicine,  Chicago,  in  1919 
and  shortly  thereafter  began  the  private  practice  of 
medicine  at  Bccklcy.  He  was  well  known  through- 
out Raleigh  county. 
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ENDOSCOPIC  REVISION 


By  R.  I).  Gill,  M 
W heeling, 

Jt  seems  rather  a paradox  that  so  Important 

a structure  as  the  prostate  gland  and  one 
so  liable  to  grave  pathological  changes  had 
not  assumed  an  important  place  in  the  sur- 
gical sun  until  the  last  three  decades. 
Symptoms  of  prostatism  have  been  known 
and  described  from  time  immemorial.  Accord- 
ing to  Galen,  Herophilus  first  used  the  word 
“prostate”.  Its  discovery,  however,  is  attribu- 
ted to  Nicolo  Massa,  a Venetian  physician, 
who  died  in  1563.  About  the  middle  of  the 
sixteenth  century  Rlolanus  first  suggested  that 
the  bladder  might  be  obstructed  by  swelling 
of  the  prostate.  It  is  quite  probable  that  the 
first  prostatlc  tissue  ever  removed  was  done 
perineally  by  some  of  the  ancient  lithotomlsts. 
Covillard  is  reported  to  have  done  this  in 
1639,  probably  mistaking  an  enlarged  middle 
lobe  for  a bladder  stone.  Perineal  opera- 
tions came  into  favor  earlier  than  suprapubic 
ones  due  to  the  once  wide  spread  practice  of 
“cutting  for  stone.”  In  the  light  of  present 
tendencies,  however,  it  is  interesting  to  note 
that  transurethral  attempts  to  relieve  prostatic 
obstruction  probably  antedate  all  other 
methods.  John  Hunter  and  others  in  the 
eighteenth  century  practiced  “tunneling  of 

•Read  before  the  Section  on  Surgery.  W.  Va.  State  Medical  Asso- 
ciation. at  Charleston  on  Mav  22.  1933. 
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the  obstructing  body”  by  catheter.  It  re- 
mained, however,  for  Guthrie,  an  English 
surgeon,  to  describe  accurately  prostatic  ob- 
struction. In  1834  he  established  the  first 
regular  surgical  procedure  for  the  relief  of 
this  condition  which  he  called  “division  of  the 
bar  at  the  neck  of  the  bladder.”  For  this 
operation  he  designed  an  instrument,  a 
catheter  carrying  a concealed  blade,  the  evolu- 
tionary progenitor  of  all  modern  “prostatec- 
tomes”  and  performed  with  this  Instrument 
the  first  transurethral  operation  on  the  pros- 
tate. The  great  French  urologist,  Mercier, 
devised  many  different  instruments  for  the 
same  purpose  from  1839  to  1852.  With  the 
advent  of  electricity,  Bottinl,  in  1876,  im- 
proved the  Mercier  instruments  by  adding  a 
galvano-cautery  blade  attempting  to  control 
hemorrhage.  Disastrous  results  due  to 
sloughing,  hemorrhage  and  infection,  how- 
ever, were  very  common  and  after  a period  of 
several  years  the  procedure  fell  into  disrepute. 
With  the  coming  of  aseptic  surgery  in  general 
and  the  development  of  prostatic  surgery  in 
particular  by  McGill,  Freyer,  Fuller,  Young, 
Keys  and  many  others,  transurethral  methods 
lagged.  In  1909,  however.  Young  devel- 
oped his  punch  instrument  for  the  sole  pur- 
pose of  removing,  urethrally,  fibrous  obstruc- 
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tions  of  the  bladder  neck  that  could  not  be 
adequately  removed  by  open  operation.  This 
instrument  and  modifications  thereof  contin- 
ued to  be  used  for  this  purpose  only  until  1 920 
when  Caulk  with  his  cautery  punch  began 
attacking  true  hypertrophy  of  the  gland,  be- 
lieving that  he  could  remove  sufficient 
amounts  of  tissue  to  restore  normal  bladder 
function.  It  is  well  to  pay  tribute  to  Dr. 
Caulk’s  untiring  and  never-ceasing  energy  in 
this  work  for  he,  for  the  most  part,  fought 
a lone  battle.  The  great  majority  of  urol- 
ogists preferred  not  to  attack  the  hyper- 
trophied prostate  transurethrally  and  reserved 
the  punch  instruments  for  the  fibrotic  con- 
tracted bladder  necks  and  fibrous  bars.  With 
the  coming  of  the  great  mechanical  and  elec- 
tric era  transurethral  surgery  was  not  destined 
to  come  to  a stand  still.  I shall  not  attempt 
to  trace  historically  and  minutely  the  rapid 
development  of  this  work  during  the  last  few 
years.  Suffice  it  to  say  that  through  the  most 
brilliant  efforts  of  T.  M.  Davis  of  Greenville, 
South  Carolina,  McCarthy"*  of  New  York, 
Stern,  Day,  Foley,  Bumpus,  Kirwin  and  many 
others  there  have  been  developed  instruments 
of  remarkable  precision  and  electrical  cutting 
and  coagulating  currents  of  astounding  quali- 
ties. In  brief,  the  procedure  of  attacking 
prostatic  enlargements  per  urethram  has  been 
changed  from  a blind  bloody  operation,  a stab 
in  the  dark,  to  a highly  technical  and  scien- 
tific instrumentation  under  direct  vision  and 
control.  During  the  last  eighteen  months 
urological  literature  has  been  flooded  with  re- 
ports of  this  work  and  one  can  surely  say  that 
the  prostate  is  now  occupying  the  center  of  the 
surgical  stage,  a place  it  has  rightfully  de- 
served for  many  years.  There  has  been  no 
new  treatment  or  new  operative  procedure 
brought  forth  in  recent  years  that  has  attracted 
such  wide  attention  both  among  urologists 
and  the  whole  profession j indeed  it  has  even 
become  common  gossip  among  many  of  the 
laity.  From  this  extraordinary  publicity 
doubtless  some  good  things  will  come  but  also 
there  may  be  some  outgrowths  that  are  ex- 
ceedingly distasteful. 

When  the  reports  of  this  work  first  began 


to  receive  attention  there  was  a tremendous 
wave  of  enthusiasm.  The  reports  were  all 
good,  mortality  rate  was  exceedingly  low  or 
nil  and  the  procedure  was  discussed  as  being 
a very  minor  operation  with  nearly  perfect 
results.  Some  enthusiastic  writers  envisioned 
that  the  operation  of  prostatectomy  was  soon 
to  become  entirely  obsolete.  It  appeared  as 
though  the  prostatic  millennium  had  come. 
More  recenlly,  however,  many  observers  have 
dampened  the  fire  of  enthusiasm  to  a consid- 
erable extent,  reporting  numerous  accidents 
and  trouble  with  the  procedure,  with  mortal- 
ity rates  varying  from  four  to  five  percent  to 
twenty  or  twenty-four  percent  j and  so  the 
pendulum  seems  to  be  swinging  in  the  op- 
posite direction.  There  must  always  be  some 
difference  of  opinion.  Medical  history  as 
well  as  history  in  general  repeats  itself. 
Whenever  any  new  medicine  is  advanced  or 
any  new  surgical  treatment  is  advised  there 
are  always  the  ultra  enthusiasts.  There  are 
also  the  skeptics  and  those  who  belittle  the 
new  and  modern  advances  upon  the  old  estab- 
lished methods.  One  must  give  due  credit 
to  the  optimists  for  it  is  their  ingenuity  and 
spirit  of  exploration  that  speaks  for  progress 
in  all  science  rather  than  the  skeptical  plod- 
dings  of  the  pessimists.  It  appears  to  me, 
however,  that  a position  of  middle  ground  is 
by  far  the  most  sensible  for  the  great  majority 
of  us  who  have  as  our  job  the  correction  of 
an  obstruction  at  the  bladder  outlet.  I feel 
that  we  should  not  be  extremists  or  faddists, 
but  that  maintaining  an  attitude  conservative 
and  analytical  we  should  give  praise  where 
praise  is  due,  recognizing  and  accepting  pro- 
gress when  it  is  well  proven.  At  this  time  I 
consider  that  it  would  be  worth  while  to 
attempt  to  evaluate  the  procedure  and  define 
its  indications  or  limitations  in  the  light  of 
my  own  experience  and  the  experience  of 
many  others.  Although  the  method  is  quite 
new  and  we  know  not  what  future  develop- 
ments may  bring,  1 believe  the  time  has  come 
to  take  stock  of  ourselves,  so  to  speak,  and 
from  experience,  so  far  and  our  knowledge  of 
physiology  and  pathology  deduce  if  possible 
a more  reasonable  basis  upon  which  to  attempt 
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the  alleviation  of  bladder  neck  obstruction. 
In  other  words  we  should  seek  now  to  deter- 
mine the  constant  arc  to  be  described  by  the 
normal  steady  swing  of  the  pendulum  after 
the  extreme  gyrations  have  ceased.  It  will 
be  my  purpose,  then,  first  to  point  out  certain 
fundamental  conceptions  of  the  condition  of 
bladder  neck  obstruction  and  second  to  give 
my  opinion  as  to  the  method  of  choice  in  the 
correction  of  the  most  common  types. 

It  seems  paramount  to  me  that  in  selecting 
an  operative  procedure  due  regard  for  the 
pathology  present  should  be  the  foremost  con- 
sideration. If  a gastric  surgeon  selected  the 
identical  operation  for  every  type  of  stomach 
lesion  his  results  could  not  always  be  the  best. 
1 believe  the  same  is  true  in  most  instances 
and  quite  true  in  the  instance  of  prostatic  ob- 
struction, for  here  the  pathology  certainly 
varies  greatly.  It  is  with  this  in  mind  then 
that  we  call  attention  to  the  well  recognized 
and  fundamenal  features  of  the  obstructing 
prostate. 

To  begin  with  there  are  three  varieties  of 
pathology  found  at  the  bladder  neck  that  lead 
to  urinary  retention  and  bring  the  patient  to 
the  surgeon  for  operative  relief.  First  and 
most  common  of  these  is  true  glandular 
hypertrophy 5 second,  median  bar  formation 
and  third,  carcinoma  of  the  prostate.  To  dis- 
cuss in  some  detail  each  of  these  three  types, 
at  least  to  review  some  of  the  well  established 
pathological  facts,  seems  pertinent  in  order 
more  rationally  to  anticipate  the  success  and 
future  of  transurethral  surgery. 

1.  Glandular  Hypertrophies. — In  this 
class  falls  all  of  the  types  that  we  usually 
think  of  as  enlarged  prostates  except  the 
malignant  ones.  It  is  the  usual  benign  pros- 
tatic hypertrophy.  Urologists,  in  fact  the 
whole  profession,  owe  a great  debt  of  grati- 
tude to  Dr.  Alexander  RandalP  of  Philadel- 
phia, who  has  done  more  than  anyone  to  help 
us  understand  more  clearly  the  morphology 
and  surgical  pathology  of  prostatic  enlarge- 
ments. The  prostate  is  a complex  glandular 
organ  consisting  of  usually  five  lobes  or 
groups  of  compound  racemose  glands.  En- 
largement of  any  or  all  of  these  different 


groups  of  glands  may  take  place  and  thereby 
produce  a great  variety  of  pathological 
pictures.  The  glandular  hypertrophies,  ac- 
cording to  RandalP,  are  of  the  eight  different 
types. 

1.  Simple  bilateral  lobe  hypertrophy. 

2.  Solitary  posterior  commissural  hpyer- 
trophy. 

3.  Bilateral  and  commissural  hyper- 
trophy. 

4.  Solitary  subcervical  lobe  hypertrophy. 

5.  Bilateral  and  subcervical  lobe  hyper- 
trophy. 

6.  Bilateral,  subcervical  and  commissural 
hypertrophy. 

7.  .interior  lobe  hypertrophy. 

8.  Subtrigonal  lobe  hypertrophy. 

The  last  two  varieties  are  relatively  quite 
rare  and  will  be  eliminated  from  this  discus- 
sion. A brief  description  of  the  other  types 
and  the  problems  that  each  present  follows: 

1 . The  simple  bilateral  lobe  hypertrophy 
represents  two  separate  glandular  masses 
growing  independently  of  each  other  well  en- 
capsulated and  does  not  produce  dilatation  of 
the  internal  sphincter  or  protrusion  into  the 
bladder  lumen.  This  enlargement  produces 
obstruction  by  compression  of  the  urethra. 
During  cystoscopy  the  lateral  lobes  are  often 
seen  to  impinge  one  on  the  other.  This  type 
is  often  spoken  of  as  an  intraurethral  bilateral 
lobe  enlargement  in  contradistinction  to  an 
intravesical  enlargement  of  the  lateral  lobes. 
It  is  in  this  type  one  may  find  a massive 
hypertrophy  but  no  residual  urine;  also  fre- 
quently, from  some  form  of  prostatic  irrita- 
tion, there  occurs  swelling  and  congestion  of 
the  gland  and  acute  retention  follows.  After 
repeated  catheterization  or  drainage  by  the  in- 
dwelling urethral  catheter  one  may  be  sur- 
prised that  the  patient  Is  able  to  void  as  well 
as  before  and  without  residual.  In  applying 
transurethral  surgery  to  this  type  of  enlarge- 
ment one  is  apt  to  Interpret  improvement  as 
the  result  of  the  operation  when  as  a matter 
of  fact  relief  might  have  been  as  pronounced 
following  catheter  drainage  alone.  Techni- 
cally the  procedure  presents  difficulty  in  that 
when  the  instrument  Is  Introduced  the  lateral 
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lobes  are  spread  apart  or  pushed  away  render- 
ing resection  of  sufficient  obstructing  tissue 
awkward.  In  this  type  of  prostatic  enlarge- 
ment the  perineal  operation,  in  my  opinion, 
is  the  operation  of  choice.  If  it  is  attempted 
suprapubically  the  internal  sphincter,  which 
is  not  dilated,  is  apt  to  be  injured.  If  the 
operation  is  carried  out  perineally  it  can  be 
done  entirely  extravesically  and  without 
danger  to  the  internal  sphincter.  Certainly  if 
transurethral  methods  are  persistently  em- 
ployed there  is  most  apt  to  be  a great  number 
of  eventual  failures  in  spite  of  early  apparent 
successes. 

2.  Solitary  'posterior  commissural  hyper- 
trophy arises  from  what  anatomically  is  called 
the  middle  lobe.  The  posterior  prostatic 
commissure  is  the  glandular  mass  of  tissue 
lying  under  the  urethra  and  trigone  and 
bridging  between  the  two  lateral  lobes.  Here 
hypertrophy  is  quite  common  and  often  occurs 
without  hypertrophy  in  other  parts  of  the 
gland.  It  can  readily  be  seen  that  with  much 
enlargement  here  the  function  of  the  trigone 
is  interfered  withj  it  will  be  remembered  that 
the  function  of  the  trigone  is  to  open  the  in- 
ternal vesical  orifice  at  voiding.  Contrary  to 
previous  opinion  that  the  mere  presence  of  an 
obstructing  body  at  the  bladder  neck  was  suf- 
ficient to  produce  residual  and  retention,  it  is 
thought  today  that  it  is  the  interference  with 
the  normal  action  of  the  muscular  elements  of 
the  bladder  neck.  Chief  among  these  is  the 
trigone.  This  reasoning  more  logically  ex- 
plains why  a relatively  small  enlargement, 
strategically  located,  will  produce  acute  reten- 
tion; whereas,  one  much  larger  may  produce 
only  moderate  urinary  difficulty.  Posterior 
commissural  hypertrophy  when  relatively 
small  and  situated  chiefly  at  the  posterior 
vesical  lip  has  been  referred  to  clinically  as 
glandular  median  bar.  This  should  not  be, 
for  it  is  confusing  two  entirely  different  patho- 
logical entities.  A commissural  hypertrophy 
is  in  no  sense  a fibrotic  bar. 

Now,  as  to  the  surgical  relief  of  a solitary 
posterior  commissural  hypertrophy,  or 
“middle  lobe”  as  it  is  frequently  termed,  it 
seems  to  me  that  one  has  to  apply  only  com- 


mon sense.  If  the  enlargement  is  huge,  hav-  | 
ing  dilated  the  internal  sphincter  greatly,  | 
pushing  it  upward  and  backward  and  her-  i 
niating  itself  into  the  bladder  lumen,  actually 
occupying  a goodly  portion  of  the  general 
bladder  cavity  and  rendering  cystoscopic  ) 
vision  quite  inadequate,  it  would  seem  quite  > 
foolish  to  attempt  resection.  Just  recently  we 
did  a suprapubic  cystostomy  on  such  a case 
and  the  middle  lobe  was  about  the  size  of  a 
small  orange.  I am  sure  if  it  had  been  re- 
moved at  the  time  it  would  have  weighed 
well  over  100  grams.  To  attack  such  an  en- 
largement transurethrally  might  almost  be 
compared  to  moving  a straw-rick  one  straw 
at  a time.  In  smaller  hypertrophies  revision 
or  resection  should  in  my  opinion  be  the  op-  i 
eration  of  choice  and  should  produce  excellent  i 
results.  Suprapubic  enucleation  for  the  very  ; 
large  growths  is  much  less  difficult  than  per-  • 

ineal  and  much  less  likely  to  injure  normal  ^ 

anatomy.  In  the  great  majority  of  cases  the  i| 
enlargement  is  probably  sufficiently  small  that  i| 
transurethral  surgery  is  applicable  and  indi-  | 
cated.  The  point  I wish  to  emphasize,  how-  i 
ever,  is  that  when  the  surgeon  is  confronted  i 
with  a tremendous  hypertrophy  obviously 
rendering  resection  wholly  inadequate,  he 
should  not  allow  himself  to  be  a faddist  and 
attempt  resection,  thereby  endangering  the 
life  of  his  patient  with  practically  no  chance 
of  establishing  permanent  relief.  Such  prac- 
tices can  only  bring  the  operation  into  dis- 
repute and  probably  ruin  the  patient’s  chances 
of  securing  an  operative  cure. 

3.  Bilateral  and  posterior  commissural 
hypertrophy  is  simply  a combination  of  the 
two  previous  types.  In  bilateral  lobe  enlarge-  < 
ment  o«/y,  it  will  be  remembered  that  there  is 
no  intravesical  protrusion.  When  there  is  an 
accompanying  posterior  commissural  enlarge- 
ment, however,  the  Internal  sphincter  is  dila- 
ted and  the  lateral  lobes  grow  upward,  her- 
niating themselves  through  the  sphincter  into  | 
the  bladder,  usually  becoming  much  larger  I 
than  the  middle  lobe.  This  is  a very  com-  C 
mon  type  of  enlargement,  particularly  in  I 
rather  advanced  cases,  and  is  characterized  r 
clinically  by  persistent  large  residual  urine,  a | 
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large,  dilated,  thin-walled  bladder  and  many 
times  large,  dilated  ureters  and  kidney  pelves 
with  marked  kidney  deficiency.  It  is  with 
this  type  of  enlargement  that  some  of  the 
poorest  surgical  risks  are  seen  and  it  is,  there- 
fore, most  important  that  they  have  adequate 
pre-operative  treatment  before  any  type  of 
surgery  is  contemplated.  Bilateral  and  pos- 
terior commissural  lobe  enlargement  is  re- 
ferred to  by  some  as  the  “horse  collar  hyper- 
trophy.” In  some  instances  the  lateral  lobes 
cause  great  tumefactions  in  the  bladder.  Here 
again,  I feel,  the  matter  of  applying  the 
proper  surgical  procedure  depends  upon  the 
extent  of  enlargement.  In  the  earlier  cases 
resection  of  the  middle  lobe  and  also  resection 
of  intravesical  lateral  lobes  will  produce  very 
gratifying  results.  In  the  more  advanced 
cases  where  it  is  technically  impossible  to  re- 
sect properly  sufficient  of  the  lateral  lobes,  the 
resection  of  the  middle  lobe  alone  may  allow 
the  lateral  lobes  to  fall  together  in  the  mid- 
line and  produce  a more  marked  obstruction. 
Another  point  in  this  type  of  enlargement  is 
the  estimation  of  the  Intraurethral  lateral  lobe 
encroachment.  If,  in  a given  case,  there  is 
marked  compression  of  the  urethra  by  the 
lateral  lobes  and  yet  it  appears  quite  possible 
to  resect  all  of  the  intravesical  protuberance 
of  the  gland,  it  is  doubtful  that  the  transur- 
ethral approach  should  be  attempted.  For  in 
many  of  these  cases  the  bladder  musculature 
is  greatly  thinned  out  and  weakened,  and  even 
after  the  intravesical  enlargement  is  removed, 
the  bladder  does  not  have  sufficient  power  to 
press  aside  the  Intraurethral  lobes  and  allow 
normal  evacuation.  This  may  account  for 
some  failures  in  this  type  of  enlargement. 
Suprapubic  enucleation  is  preferable  in  the 
very  large  “horse  collar  hypertrophies”,  a 
type  which  frequently  grows  to  extraordinary 
size. 

4.  Solitary  suhcervical  lobe  hypertro-phy 
is  enlargement  of  the  group  of  gland  acini 
that  lie  just  under  the  mucous  membrane  of 
the  urethra  between  the  posterior  vesical  lip 
and  the  verumontanum.  Albarran  first  called 
this  group  of  gland  acini  the  “subcervical 
gland”  and  many  refer  to  hypertrophy  of 


this  region  as  Albarran’s  lobe.  When  enlarge- 
ment occurs  here  it  first  presents  as  a protru- 
sion into  the  urethra  but  gradually  pushes  up- 
ward through  the  internal  sphincter,  acting  as 
a ball  valve  to  produce  marked  obstruction. 
It  can  readily  be  seen  that  obstruction  may  be 
quite  complete  yet  the  growth  be  very  small. 
This  growth  is  the  second  variety  of  true 
“middle  lobe  hypertrophy”  and  as  it  origin- 
ates sub-urethrally  it  is  covered  only  by 
mucous  membrane  and  not  at  all  contained 
within  the  prostatic  capsule.  When  such  a 
lobe  is  viewed  through  the  open  bladder  it  is 
seen  presenting  through  the  internal  os  as  a 
pedunculated  tumor  being  attached  down  in 
the  urethra  by  a slim  pedicle.  When  the  en- 
largement is  small  and  does  not  interfere  with 
introduction  of  the  electrotome  and  its  man- 
ipulation, transurethral  removal  should  be 
ideal  and  the  functional  result  should  be  ex- 
cellent. When  the  hypertrophy  protrudes 
into  the  bladder  and  presents  as  a large  lobe, 
the  procedure  of  choice  is  surgical  removal 
through  the  open  bladder  by  simply  twisting 
the  lobe  on  its  pedicle  until  it  is  severed  or 
pinching  off  its  pedicle  between  the  fingers. 

Types  five  and  six,  namely,  bilateral  and 
subcervical  lobe  hypertrophy  and  bilateral, 
commissural  and  subcervical  lobe  enlarge- 
ments present  no  pecularities  deserving  of  spe- 
cial description.  These  conditions  are  simply 
a combination  of  the  previously  mentioned 
types  presenting  hypertrophy  of  all  three  or 
four  lobes.  Because  of  the  uniform  and  gen- 
eralized enlargements  of  all  the  lobes  we  are 
likely  to  encounter  our  largest  total  hyper- 
trophies in  these  classes j indeed  sometimes 
these  enlargements  are  tremendous,  weighing 
between  1 00  and  200  grams  or  more.  For  ob- 
vious reasons  transurethral  surgery  is  less 
likely  to  be  feasible  or  effective  and  if  prac- 
ticed routinely,  will  meet  with  utter  failures 
and  disastrous  results.  It  may  be  well  to 
mention  that  when  subcervical  lobe  enlarge- 
ments occurs  in  conjunction  with  uniform  en- 
largement of  the  other  lobes  it  is  difficult  to 
diagnose  at  times  and  is  apt  to  be  overlooked 
if  prostatectomy  is  done  by  the  perineal  route. 
I have  seen  two  cases  where  large  bilateral 
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lobes  were  very  nicely  removed  perineally 
but  the  patients  were  still  unable  to  void  due 
to  a plugging  of  the  internal  os  by  a subcer- 
vical  lobe,  which  was  entirely  undiscovered  at 
both  cystoscopy  and  operation.  This  accident 
could  not  occur  with  suprapublic  exposure, 
which  1 feel  is  the  procedure  of  choice  in  the 
majority  of  the  huge  mutilobular  hyper- 
trophies. 

To  summarize,  then,  in  the  case  of  true 
glandular  hypertrophies  it  is  thought  that 
transurethral  approach  is  indicated  in  any  of 
the  various  types  mentioned  except  bilateral 
lobe  enlargement  only,  providing  the  hyper- 
trophy is  sufficiently  small  not  to  distort  the 
bladder  neck  and  urethra  in  such  fashion  that 
the  highly  technical  operation,  which  necessi- 
tates free  movement  of  the  instrument  and 
unhampered  vision  at  all  times,  cannot  be 
definitely  and  unhesitatingly  carried  out.  The 
bilateral  lobe  enlargement  which  encroaches 
upon  the  urethra  without  protrusion  into  the 
bladder  is  best  attacked  perineally.  The  ter- 
rifically enlarged,  boggy,  spongy,  easily 
bleeding  type  of  gland  that  frequently  occu- 
pies a large  portion  of  the  bladder  cavity  and 
usually  represents  a generalized  enlargement 
of  all  parts  of  the  gland  had  best  be  removed 
by  suprapubic  enucleation. 

II.  Median  Bars.  — During  the  last 
twenty  years  median  bars  have  been  much 
written  and  talked  about.  In  1 834  Guthrie 
said,  “This  bar  at  the  neck  of  the  bladder  has, 
I believe,  been  mistaken  for  an  enlarged  pros- 
tate; it  has  not,  at  all  events,  been  considered 
as  a separate  disease.”  While  in  the  uro- 
logical ranks  the  pathology  of  this  condition 
is  well  understood,  1 do  not  believe  the  pro- 
fession as  a whole  thoroughly  appreciates  the 
difference  between  obstruction  due  to  median 
bar  and  that  caused  by  prostatic  hypertrophy. 
While  they  both  arc  conditions  of  the  prostate 
and  both  produce  urinary  obstruction  and  re- 
tention, they  have  no  other  similar  features. 
We  have  seen  that  in  hypertrophy  of  the  pros- 
tate there  is  an  adenomatous  enlargement  of 
the  gland  or  various  parts  of  the  gland  pre- 
senting differently  shaped  protuberances  into 
the  urethra  or  bladder,  and  always  there  is  an 


actual  increase  in  the  total  size  of  the  gland. 
In  median  bar  formation,  on  the  other  hand, 
the  prostate  is  not  enlarged  at  all,  but  smaller 
than  normal.  The  true  pathology  is  a re- 
placement of  much  of  the  normal  glandular 
elements  by  fibrous  tissue;  the  eventual 
shrinking  and  contraction  which  produces  a 
stenosis  of  the  internal  vesical  orifice,  and  an 
acute  elevation  of  the  posterior  vesical  lip. 
When  any  instrument  is  introduced  into  the 
bladder  neck  one  can  usually  notice  imme- 
diately the  lack  of  the  normal  elasticity  of  this 
region.  When  viewed  cystoscopically  the 
posterior  vesical  lip  is  elevated  a centimeter 
or  more,  presenting  a thin  rigid  dam  across 
the  bladder  neck.  On  the  urethral  side  of 
the  bar  there  is  a sharp  drop  to  the  floor  of  the 
urethra  and  a very  characteristic  finding  is  the 
verumontanum  drawn  up  to  a point  almost  at 
the  foot  of  this  declivity.  This  marked 
shrinking  and  fibrosis  of  the  gland  is  thought 
to  be  unquestionably  due  to  long  standing  in- 
fection of  a rather  severe  character.  This  is 
the  type  of  gland  that  is  seen  many  times  in 
the  old  roue  and  is  very  frequently  seen  in  the 
individual  who  has  had  a long  standing  ureth- 
ritis or  urethral  stricture.  In  some  localities, 
the  idea  still  prevails  that  when  a man  suffers 
from  any  prostatic  obstruction  he  is  being  re- 
paid for  the  sowing  of  his  wild  oats,  that  there 
is  some  definite  connection  between  venereal 
disease,  gonorrhea  in  particular,  and  prostatic 
hypertrophy.  The  basis  of  such  ideas  prob- 
ably originated  with  the  pathological  condi- 
tion which  we  are  now  discussing.  Patients 
with  true  glandular  hypertrophy  should  not 
be  unjustly  accused  and  looked  at  askance. 
While  we  cannot  absolutely  define  the  cause 
of  prostatic  hypertrophy  as  yet,  it  is  my  belief 
that  if  a given  patient  approaches  the  male 
menopause  with  a normal  prostate,  that  is,  one 
not  greatly  infected  or  incipiently  fibrotic,  his 
gland  will  eventually  hypertrophy,  to  some 
extent,  at  least.  1 further  believe  the  day 
is  not  far  distant  when  we  will  find  the  true 
cause  of  hypertrophy  in  the  imbalance  in  the 
endocrine  system  that  ensues  during  male 
senescence.  Be  that  as  it  may,  I believe  that 
it  is  our  duty  to  relieve  the  disease  of  any 
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stigma  that  might  embarrass  certain  patients 
and  prev'ent  them  from  seeking  relief  earlier. 

Median  bar  formation  has  been  given  many 
different  names.  The  conciition  has  been 
called  “contracted  bladder  neck,”  “hbrosis  of 
the  vesical  orifice,”  “atrophy  of  the  prostate,” 
“sclerosis  of  the  internal  sphincter”  and  by 
the  French  “prostatisme  sans  prostate.”  For 
a long  time  it  has  been  generally  agreed  by 
all  that  the  method  of  choice  for  handling 
bar  cases  was  some  form  of  transurethral  sur- 
gery. There  may  be  many  differences  of 
opinion  regarding  other  types  of  pathology 
but  1 dare  say  there  is  no  other  urological 
lesion  in  which  opinion  as  to  method  of  treat- 
ment is  in  such  full  accord. 

As  was  mentioned  before.  Young  originally 
designed  his  punch  instrument  for  the  treat- 
ment of  this  specific  lesion,  and  with  the 
modern  instruments  where  the  operation  be- 
comes a more  scientific  nicety  under  full  vision 
and  with  adequate  control  of  hemorrhage,  it 
seems  to  me  that  transurethral  excision  should 
always  remain  the  treatment  par  excellence 
for  median  bar. 

III.  Carcinoma  of  the  Prostate. — Carci- 
noma of  the  prostate  is  a very  discouraging 
disease  to  the  physician  and  an  almost  unbear- 
able and  ghastly  ordeal  for  the  patient.  There 
is  little  that  is  new  regarding  the  pathology 
of  this  condition  except  for  the  correction  of 
the  idea  that  malignancy  nearly  always  orig- 
inates m the  posterior  lobe.  Ample  proof  has 
been  brought  forward  to  prove  that  carcinoma 
may  originate  in  any  portion  of  the  gland.  In 
many  instances  of  malignancy  the  urethra  is 
encroached  upon  and  surrounded  by  a hard 
irregular  well  fixed  mass,  which  grasps  the 
cystoscope  in  a rather  characteristic  manner. 
By  this  peculiar  hugging  of  the  instrument 
the  trained  cystoscopist  can  frequently  sur- 
mise that  he  is  dealing  wtih  a carcinoma  when 
rectal  palpation  of  the  gland  is  rather  incon- 
clusive. There  is  nothing  particularly  char- 
acteristic in  the  mechanism  or  pathology  of 
obstruction  caused  by  carcinoma,  except  pos- 
sibly that  when  the  obstructive  process  begins 
it  progresses  more  consistently  and  method- 
ically to  the  ultimate  end  in  a shorter  period 


of  time.  Now  as  to  the  election  of  surgical 
treatment.  I personally  feel  that  when  a 
malignancy  is  strongly  suspected  by  rectal 
palpation  of  the  gland,  any  surgery  that  has 
for  its  purpose  the  permanent  cure  of  the 
disease  is  most  likely  to  meet  with  failure. 
If,  by  rectal  examination,  the  gland  is  only 
slightly  suspicious  and  a radical  prostatectomy 
is  done,  in  some  instances  a cure  may  be  at- 
tained. If  there  is  no  suspicion  at  all  of 
malignancy  and  for  other  reasons  the  gland 
is  surgically  removed  and,  on  section,  a small 
area  of  carcinoma  is  found,  accidentally,  the 
best  chance  for  complete  cure  has  been  given 
the  patient.  In  the  great  majority  of  in- 
stances, carcinoma  of  the  prostate  is  inoper- 
able so  far  as  cure  is  concerned,  the  lesion 
having  progressed  to  produce  urinary  obstruc- 
tion, by  the  time  we  see  the  case.  Our  problem 
then  is  to  relieve  the  bladder  neck  obstruction 
as  easily  as  possible  and  keep  them  as  com- 
fortable as  possible.  Endoscopic  revision  has 
one  of  its  widest  uses  in  these  cases,  and  in 
many  instances  the  patients  can  be  carried 
along,  voiding  without  difficulty,  with  little 
or  no  residual,  until  Providence  is  kind 
enough  to  relieve  them  of  their  earthly  suffer- 
ing. Occasionally,  however,  the  malignancy 
breaks  through  the  prostate  capsule,  involving 
the  whole  bladder  neck  and  even  the  bladder 
proper,  and  presents  large  sloughing  masses 
which  recur  very  rapidly  after  resection.  In 
such  cases  I feel  that  the  only  humane  thing 
to  do  is  to  establish  a permanent  suprapubic 
drainage,  to  relieve  the  patients  of  their 
suffering. 

In  reviewing,  then,  the  three  types  of 
bladder  neck  obstruction  commonly  encount- 
ered, we  find  that  in  two  of  them,  median  bar 
and  carcinoma  of  the  prostate,  this  new 
method  of  endourethral  surgery  might  well 
be  considered  the  method  of  choice  in  the 
great  majority  of  cases.  These  two  types 
probably  comprise  30  to  40%  of  obstructive 
lesions.  The  third  type,  namely,  true  hyper- 
trophy of  the  prostate,  is  the  condition  con- 
cerning which  the  greatest  difference  of 
opinion  exists.  In  the  judgment  of  the 
author,  when  the  answer  to  this  question  is 


408 


The  West  Virginia  Medical  Journal 


October  y 1933 


finally  written,  it  will  be  based  upon  the  true 
pathology  at  the  bladder  neck  presented  by 
each  individual  case.  At  the  present  I feel 
that  we  should  confine  our  transurethral 
attack  to  the  small  and  moderately  enlarged 
middle  lobe,  the  moderately  enlarged  middle 
and  lateral  lobes  combined,  and  the  moderate- 
ly enlarged  subcervical  lobe.  These  comprise 
probably  at  least  60  to  70%  of  the  true  hyper- 
trophies, depending  upon  whether  the  indiv- 
idual surgeon  sees  the  avergae  case  early  or 
late  in  the  course  of  the  disease.  The  very 
large,  spongy,  boggy  prostate  that  bleeds 
readily  on  instrumentation  had  better  be  re- 
moved in  the  conventional  manner.  The 
patients  with  hypertrophied  glands  that  are 
subacutely  infected,  the  cases  that  have  acute 
febrile  reactions  following  diagnostic  cysto- 
scopy, and  the  cases  whose  urethrse  show  a 
rather  marked  inflammatory  and  edematous 
reaction  to  indwelling  catheter,  in  my  opinion, 
also  constitute  contraindications  to  transur- 
ethral surgery.  In  general,  I feel  that  any 
case  that  requires  more  than  forty-five 
minutes  or  an  hour  to  resect  should  not  be 
attempted  by  this  method.  Roughly  speaking, 
it  may  be  said  that  between  75  and  90%  of 
all  types  of  bladder  neck  obstruction  might 
rightfully  be  treated  by  transurethral  reseo 
tion. 

Time  does  not  permit  a technical  descrip- 
tion of  the  pre-operative  treatment,  opera- 
tion, post-operative  care,  complications,  etc. 
Suffice  it  to  say  that  this  is  not  an  office  or 
minor  procedure  and  that  the  identical  well- 
established  pre-operative  routine  for  prostatic 
cases  should  be  carried  out  in  every  case. 

The  technique  itself  varies  greatly  with  the 
case  and  with  the  Individual  surgeon.  There 
are  quite  a variety  of  instruments  and  power 
plants  now  available  which  are  unquestion- 
ably quite  adequate  for  the  purpose.  The 
matter  of  mastering  the  technique  with  a 
given  instrument  and  becoming  thoroughly 
adept  is  of  much  more  importance  than  the 
selection  of  a particular  instrument.  It  is  a 
highly  technical  procedure  and  too  much 
emphasis  cannot  be  put  on  the  fact  that  the 
operator  should  be  thoroughly  trained  in 


endourethral  instrumentations,  acutely  aware 
at  all  times  of  the  Imminent  danger  in  the 
careless  use  of  these  instruments  j above  all 
he  should  have  sufficient  clinical  and  patho- 
logical training  to  insure  the  proper  selection 
of  cases.  Dr  Joseph  McCarthy'*,  one  of  the 
originators  of  this  procedure,  a master  instru- 
ment designer  and  instrumenteur,  has  em- 
phasized these  points  time  and  again. 

It  was  intimated  earlier  in  this  discussion 
that  this  new  method  of  handling  prostatics 
had  received  considerable  attention  from  the 
public.  I would  like  to  quote  a paragraph 
from  a recent  paper  by  Dr.  Bransford  Lewis®. 
“Moreover,  the  work  has  been  avidly  taken 
up  by  the  laity,  and  instead  of  relying  on  the 
experienced  judgment  of  a urologist  for  the 
determination  of  the  method  most  approp- 
riate, they  go  to  the  ones  who  agree  to  use  this 
marvelous  and  innocuous  new  method.  It  is 
reminiscent  of  the  old  phrase,  ‘without  the  use 
of  the  knife,’  which  has  ever  been  allurement 
for  the  unthinking  public.” 

When  the  time  comes  that  the  medical  pro- 
fession has  to  depend  entirely  upon  the  laity 
for  a decision  as  to  the  type  of  operation  to 
employ,  we  had  better  sell  ourselves  outright 
to  the  government.  One  good  feature  of  the 
publicity,  however,  is  that  patients  in  the  pros- 
tatic age  may  seek  advice  earlier  and  thereby 
raise  considerably  the  percentage  of  hyper- 
trophies that  can  be  adequately  treated  by  en- 
dourethral methods. 

In  conclusion,  may  I say  that  certainly  we 
are  in  a period  of  evolution  and  that  urologi- 
cal history  is  being  written?  That  the  new 
instruments  designed  will  antiquate  all  pre- 
vious ones  for  the  purpose  is  accepted.  That 
this  new  procedure  recently  devised  will  be 
eventually  regarded  as  a great  step  forward, 
is  unquestioned.  Time  alone  will  properly 
evaluate  this  procedure  and  place  it  in  its  just 
position  in  the  urologists’  armamentarium. 
Ideal  prostatic  surgery  has  been  defined  by 
Crabtree®  as  that  surgery  which,  if  possible, 
would  provide  for  the  patient  that  mechanical 
means  of  treatment  which  would  in  the  short- 
est time  give  permanent  and  adequate  relief 
of  disability  with  the  minimum  risk  to  life 
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and  the  least  possible  chance  of  post-operative 
invalidism.  It  is  my  contention  that  we  shall 
reach  this  ideal  only  through  a thorough  ap- 
preciation of  the  varied  pathology  of  bladder 
neck  obstruction  and  the  application  of  the 
most  rational  and  appropriate  surgical  pro- 
cedure. 

'Discussion : 

C.  J.  Reynolds,  Blue  field:  Dr.  Gill  has  handled 

this  subject  in  a masterful  way.  He  has  told  us  of 
the  types  of  prostate  this  operation  is  adopted  for. 
Based  on  my  experience  and  that  of  others  I am  in- 
clined to  think  he  is  rather  conservative.  W ithout 
question  there  are  cases  for  which  a radical  operation 
is  best  suited.  However,  I disagree  with  Dr.  Gill 
insofar  as  I am  convinced  that  we  get  excellent  re- 
sults with  those  operations  when  the  lateral  lobes 
alone  are  involved.  I have  operated  on  several  of 
these  cases  with  gratifying  results.  I believe  as  one’s 
skill  is  developed  we  will  find  that  this  operation  can 
be  used  in  a higher  percentage  of  cases  than  was 
originally  supposed. 

There  is  one  thing  I want  to  stress  and  that  is 
that  this  operation  is  not  a minor  operation,  but  a 
major  operation.  Any  operation  that  has  a risk  and 
is  technically  as  difficult  as  this  is  certainly  a major 
one.  As  one’s  skill  is  improved  naturally  the  opera- 
tion becomes  more  simple  to  that  particular  individ- 
ual and  the  risk  for  the  patient  is  diminished.  How- 
ever, this  is  the  case  with  all  major  operations.  It 
is  certainly  more  complicated  than  the  majority  of 
the  operations  performed  by  the  general  surgeon  and 
classified  as  major  operations. 

Post-operative  complications  in  the  hands  of  the 
average  man  doing  this  work  are  certainly  not  rare. 
We  have  to  consider  immediate  and  delayed  hemor- 
rhage, epididymitis,  infections  of  the  kidneys,  as 
well  as  the  general  complications  that  may  tend  to 
close  the  scene  with  these  old  men  because  most  of 
them  are  in  poor  condition  generally  and  have  very 
little  reserve.  Prostatectomy  when  first  developed 
had  a very  high  mortality  and  in  the  hands  of  the 
general  surgeon  still  has  a high  mortality,  even 
though  it  has  been  perfected  to  the  extent  that  in 
the  best  of  clinics  the  mortality  is  low.  Considering 
the  fact  that  resection  of  the  prostate  is  a new  opera- 
tion and  one  on  entirely  different  principles  we  may 
naturally  expect  our  complications  and  death  rate 
to  be  as  high  as  our  average  present  percentage  of 
prostatectomy.  However,  with  the  development  of 
skill  and  technic  and  judgment  as  to  the  suitable  case 
I believe  that  our  death  rate  from  resection  will  be 


much  less  than  from  prostatectomy  as  has  already 
been  proven. 

These  patients  are  usually  old  and  have  only  a 
few  years  left  and  if  we  can  give  them  relief  with 
the  least  possible  danger  to  their  lives  without  sacri- 
ficing the  entire  prostate  gland  I believe  it  is  our 
duty  to  do  so.  'Phis  new  method  is  certainly  not  as 
formidable  an  operation  as  prostatectomy.  The  con- 
valescence is  shortened,  d'he  immediate  agony  of 
the  patient  is  practically  nil  and  the  patient  is  very 
soon  up  and  about  and  his  chances  for  circulatory 
and  pulmonary  complications  are  greatly  diminished. 
'I'he  stav  in  the  hospital  is  usually  about  one-third 
the  time  as  compared  with  prostatectomy.  I find 
many  patients  who  are  willing  to  have  a revision 
operation  who  would  not  consider  a prostatectomy. 
I think  the  fact  that  this  operation  is  not  an  open 
operation  appeals  to  them  and  for  this  reason  they 
will  come  to  us  earlier  and  not  get  the  ill  effects 
produced  by  procrastination  waiting  for  the  inevit- 
able day  when  they  can  no  longer  void  and  come  to 
us  as  an  emergency. 

Dr.  Gill  has  covered  this  subject  so  thoroughly 
there  is  very  little  for  me  to  add.  However,  there 
is  one  thing  I want  to  emphasize:  That  this  opera- 

tion is  highly  technical,  requires  good  judgment  and 
will  fall  into  disrepute,  as  so  many  good  things  do, 
unless  its  performance  is  confined  to  those  who  are 
skilled  cystoscopists. 

Dr.  TT.  C.  McCuskey , Wheeling:  Within  the 

last  few  years  the  question  of  Endoscopic  Revision 
of  the  Prostate  has  come  forcibly  to  the  front.  We 
all  should  realize  that  this  is  an  exceedingly  difficult 
and  a highly  technical  procedure. 

Unfortunately  the  method  is  all  too  alluring,  with 
the  result  that  many  who  are  not  qualified  as  instru- 
menteurs  have  undertaken  this  highly  technical 
operation  with  grave  results.  In  fact  many  who 
have  not  even  seen  the  operation,  and  some  who  are 
not  even  skilled  cystoscopists,  have  undertaken  it, 
and  as  a result  the  average  of  complications  and 
fatalities  has  been  such  as  to  alarm  the  more  con- 
servative urologists. 

Recently,  at  a meeting  of  the  Marietta,  Ohio, 
Medical  Society,  I reported  a series  of  1 06  opera- 
tions that  were  performed  with  either  the  Caulk 
cautery  punch  or  the  Stern-McCarthy  visual  elec- 
trome  without  a single  fatality  or  primary  or  second- 
ary hemorrhage. 

I have  elected  to  use  the  Caulk  cautery  punch  in 
all  the  highly  vascular  cases,  believing  as  I do  that 
the  cautery  more  completely  and  easily  controls 
hemorrhage. 
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Much  stress  has  been  placed  upon  the  proper 
selection  of  cases  for  resection  during  the  past  few 
years.  More  than  four  years  experience  with  this 
method  of  removing  vesical-neck  obstruction  has 
convinced  me  that  it  is  the  operation  of  choice  for 
practically  every  type  of  obstruction  at  the  vesical 
orifice.  The  greatest  importance  in  this  work  is  the 
selection  of  the  operator,  and  not  the  selection  of  the 
case  for  the  operator. 

In  cases  of  prostatic  obstruction  the  general  prac- 
titioneer  should  not  be  content  merely  to  sound  or 
catheterize  his  patient,  but  he  should  have  a thorough 
appreciation  of  the  causitive  underlying  pathology, 
as  well  as  the  future  fatal  consequences;  namely, 
uremia  and  pneumonia,  incident  to  cystitis,  ascending 
infection  and  kidney  and  even  heart  complications. 
Such  patients  should  be  expertly  investigated  as  soon 
as  possible,  and  if  found  to  be  qualified,  considera- 
tion of  prostatectomy  or  Endoscopic  Revision  should 
not  be  delayed  indefinitely,  until  the  kidneys  and 
heart  suffer  irreparable  damage.  We  should  give 
these  old  men  a square  deal  in  order  that  their  final 
years  will  be  spent  in  comfort  and  happiness. 

G.  G.  Irwin,  Charleston:  During  the  past  two 

or  three  years  I have  been  chasing  this  subject  all 
over  the  country,  during  which  time  I have  heard 
most  of  the  so-called  big  men  talk  on  it  and  have 
seen  many  of  them  perform.  I can  honestly  say 
that  of  all  the  papers  I have  heard,  not  one  appears 
to  be  a fairer  or  saner  presentation  than  the  one  we 
have  just  heard.  I think  Dr.  Gill  has  considerably 
amplified  the  value  of  his  discussion  by  his  presenta- 
tion of  Dr.  Randall’s  work  on  pathology  and  pros- 
tatic obstruction. 

We  must  not  be  stampeded  in  this  work.  One 
man  may  elect  to  resect  where  another  would  do  a 
suprapubic  or  perineal  prostatectomy  and  in  each 
case  the  conclusion  will  be  right  for  the  individual 
cases.  Dr.  Gill  says  that  prostatic  surgery  is  in  a 
state  of  evolution.  At  a urological  meeting  two 
years  ago,  in  joking  with  Dr.  McCarthy,  I re- 
marked tliat  prostatectomy  had  become  an  operation 
with  a respectable  mortality  rate  and  now  we  all 
had  to  spend  hundreds  of  dollars  to  buy  the  new 
e(|uipment.  I jiointed  out  that  as  soon  as  we  were 
all  ecpiipped  sufficiently,  somebody  would  come  out 
with  a glandular  preparation  and  cause  vis  to  scrap 
it  all.  Dr.  McCarthy  replied  that  he  and  his  asso- 
ciates were  already  working  on  that  problem.  So 
the  end  is  evidently  not  yet. 

In  the  meantime,  this  method  is  certainly  a big 
step  forward  in  prostatic  surgery  but  we  must  insist 


that  its  use  shall  be  limited  to  the  cases  that  are  best 
suited  for  it — this  presupposes  a cystoscopic  examina- 
tion. 

Dr.  Gill  ( closing):  Gentlemen,  I wish  to  thank 

you  for  your  very  kind  discussion.  A few  years  ago 
it  was  my  privilege  to  present  a paper  before  this 
association  on  suprapubic  prostatectomy.  Today, 
we  have  been  discussing  a new  surgical  approach  to 
the  prostate  and  attempting  to  define  its  indications 
and  limitations.  In  the  not  too  distant  future,  I 
sincerely  hope  it  will  be  my  privilege  to  appear  again 
before  this  association  to  discuss  benign  prostatic 
hypertrophy  and  its  control  through  the  realm  of 
endocrinology.  Dr.  Lower  of  Cleveland  and  his 
associates  are  doing  some  very  interesting  work  along 
this  line.  Let  us  hope  that  their  endeavors  will  be 
so  successful  that  all  prostatic  surgery  of  the  benign 
gland  will  be  relegated  to  the  limbo  of  outmoded 
practices. 

I believe  Dr.  Reynolds  is  referring  to  intravesical 
lateral  lobes.  I agree  with  him  that  these  can  be 
attacked  very  nicely  transurethrally.  When  the 
lobes  are  present  only  in  the  urethra,  however,  and 
are  of  large  size,  they  render  intraurethral  resection 
quite  difficult.  This  type  of  enlargement  is  rela- 
tively quite  rare. 

Some  one  asked  about  the  type  of  anesthesia  em- 
ployed. It  has  been  my  custom  to  use  a low  spinal 
and  only  about  half  the  normal  dose.  Recently  I 
have  been  using  Pantocain  instead  of  Spinocain. 

There  is  no  doubt  in  my  mind  that  this  new 
method  of  attacking  the  prostate  will  prove  to  be  a 
great  boon  to  mankind  and  a great  satisfaction  to 
urologists.  The  time  may  come  when  all  men 
suffering  with  prostatic  obstruction  will  seek  help 
sufficiently  early  that  most  of  them  may  be  resected. 
At  present,  I believe  the  procedure  is  applicable  to 
seventy-five  to  ninety  percent  of  bladder  neck  ob- 
structions. I see  many  patients  who  have  procras- 
tinated for  years  and  whose  glands  are  tremendously 
enlarged.  Resection  in  such  cases  to  me  is  not  only 
unscientific  but  ridiculous.  I believe  that  the  maj- 
ority of  urologists  will  bear  me  out  in  this  contention. 

Many  men  also  differ  a great  deal  about  their 
results.  I have  visited  clinics  where  I was  shown 
resected  patients  and  I was  told  hy  the  operators 
that  certian  ones  had  “an  excellent  result.”  .After 
watching  the  patient  void,  I have  often  had  a dif- 
ferent opinion  as  to  the  result.  'Phis  reminds  me 
of  some  of  the  war  time  aviators  definition  of  a good 
landing — “any  landing  that  could  be  walked  away 
from.”  I have  seen  quite  a number  of  patients 
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who  have  been  resected  and  “walked  away  from” 
and  allowed  to  eke  out  a miserable  existence  be- 
cause the  operator  fitted  the  patient  to  the  operation 
instead  of  the  reverse  process. 

'I'he  point  I wish  to  emphasize  in  this  discussion  is 
that  there  are  no  “cure  alls”  in  medicine;  that  each 
case  requires  an  individual  diagnostic  study;  that  if 
one  is  honest  and  has  an  intelligent  conception  of 
the  existing  pathology  of  bladder  neck  obstruction, 
he  will  select  the  surgical  approach  that  will  ade- 
quately and  efficiently  correct  the  given  pathology 
with  the  least  possible  risk  to  the  patient.  If  trans- 
urethral resection  of  the  prostate  be  considered  in  this 
light  and  not  misused  or  abused,  I believe  it  will 


finally  be  adjudged  the  greatest  innovation  of  the 
century  in  urological  surgery. 
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AN  OVERI.OOKED  FACTOR  IN  SUSCEPTIBIUTY 
TO  THE  COMMON  COLD 


By  Arthur  E.  Ewens,  B.  S.,  M.  D. 
Atlantic  City,  N.  J. 


'^HERE  is  probably  no  more  formidable 
enemy  to  human  health  and  comfort  than 
the  common  cold,  the  widespread  incidence  of 
which  continues  to  defy  both  etiologic  ex- 
planation and  prophylactic  control.  This 
ubiquitous  malady  not  only  inflicts  upon  this 
country  a direct  economic  loss  of  four  hundred 
and  fifty  million  dollars  annually*,  but  paves 
the  way  to  a host  of  refractory  catarrhal 
difficulties  that  impose  a further  sacrifice  of 
occupational  efficiency  and  an  ever  increasing 
need  for  the  largest  group  of  specialists  in  the 
entire  field  of  medical  practice. 

Recent  efforts  to  curb  the  ravages  of  this 
universal  plague  have  been  focused  upon  the 
possible  identification  of  a specific  causative 
agency,  the  assumption  being  that  prospective 
laboratory  findings  offer  about  the  only  hope 
of  success.  There  has  been  no  definite  proof, 
however,  that  a distinct  bacterial  cause  exists, 
and  even  if  one  were  ultimately  isolated  it  is 
questionable  whether  the  perplexities  of  the 
problem  would  be  materially  lessened.  It  is 
rather  difficult  to  visualize  serological  protec- 
tion against  a disease  which  itself  tends  to 
augment,  rather  than  diminish,  subsequent 
susceptibility.  More  readily  conceivable  are 

’Based  upon  statistics  of  the  U.  S.  Public  Health  Service. 


the  altruistic  possibilities  that  might  accrue 
from  the  detection  of  an  eliminable  anatomic 
factor  in  man’s  vulnerability  to  catarrhal  in- 
fections. Theoretically,  a structural  abnor- 
mality could  induce  lowered  resistance  to 
organisms  normally  present  in  the  nose  and 
throat  and,  if  common  to  a great  many  indiv- 
iduals, might  more  logically  explain  the  pre- 
valence of  “colds”  than  the  supposed  aggres- 
siveness and  specificity  of  an  undiscovered 
bacterium  or  virus.  Such  an  hypothesis  is 
quite  consistent  with  the  negative  results  of 
bacteriological  investigation,  and  is  by  no 
means  a vain  conjecture.  It  is  actually  true 
that  clinical  research  has  overlooked  one  cor- 
rectable somatic  impairment  whose  predis- 
posing influence  is  empirically  and  convincing- 
ly demonstrable,  and  whose  delayed  recogni- 
tion seems  measurably  responsible  for  the 
erstwhile  futility  of  the  fight  against  the 
common  cold. 

This  overlooked  factor  is  none  other  than 
that  apparently  innocuous  structure, — the 
uvula, — so  often  carelessly  designated  as  “the 
palate”  by  both  the  laity  and  the  profession. 
This  devitalized  and  physiologically  super- 
fluous appendage  has  never  received  any 
critical  consideration  beyond  that  accorded  it 
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by  Hippocrates,  who  recognized  its  frequent 
elongation  as  a mechanical  cause  of  paroxy- 
smal coughs  and  advocated  staphylotomy  as  a 
corrective  measure.  Unfortunately,  Hippo- 
crates’ suggestion  has  never  attained  great 
popularity.  Had  its  practical  utility  in  deal- 
ing with  innumerable  cases  of  convulsive 
coughing  and  incessant  clearing  of  the  throat 
been  properly  appreciated,  a vastly  more  im- 
portant potentiality  of  this  procedure  would 
inevitably  have  come  to  light  long  before  the 
twentieth  century.  The  main  impediment  to 
this  revelation  has  been,  and  still  is,  a super- 
stitious and  erroneous  conception  of  the  func- 
tional importance  of  the  uvula,  in  consequence 
of  which  staphylotomy  has  been  inadequately 
performed  even  when  “cautiously”  resorted 
to. 

A customary  degree  of  hesitancy  and  con- 
servatism dominated  the  writer’s  early  em- 
ployment of  staphylotomy,  but  it  soon  became 
apparent  that  a bolder  procedure  involved 
none  of  the  dreaded  risks  and  was  much  more 
efficacious  and  dependable.  Gradually  this  was 
found  to  be  true  up  to  the  point  of  removing 
the  uvula  in  its  entirety, — an  operation  which 
has  since  been  performed  many  hundreds  of 
times,  and  with  results  as  unprecedented  as 
the  operation  itself.  Routine  use  of 
“STAPHYLECTOMY”  for  the  relief  of 
habitual  clearing  of  the  throat  and  an  amen- 
able type  of  paroxysmal  cough  eventually  re- 
vealed the  rather  amazing  fact  that  it  also 
exercised  a remedial  influence  upon  catarrhal 
conditions  of  the  entire  upper  respiratory 
tract.  Primarily,  this  was  not  an  objective 
disclosure,  nor  was  it  even  a suspected  possi- 
bility. It  was  purely  accidental. 

The  original  observations  must  be  accred- 
ited to  patients  themselves,  who  repeatedly 
called  attention  to  various  unanticipated  bene- 
fits conferred  by  staphylectomy, — notably  a 
relative  freedom  from  “colds”, — but  whose 
alleged  experiences  were  at  first  regarded  as 
sheer  products  of  the  imagination.  Except  for 
the  repetition  and  enthusiasm  of  these  incred- 
ible contentions  they  might  not  have  aroused 
the  slightest  interest,  for  there  seemed  to  be, 
at  that  time,  no  logical  reason  to  suppose  that 


the  mere  removal  of  a small  piece  of  redun- 
dant tissue  from  the  faucial  arch  could  pro- 
duce the  remote  and  phenomenal  effects 
which  these  patients  were  wont  to  ascribe  to  it. 
About  twenty  years  have  now  elapsed  since  a 
skeptical  investigation  of  this  apparent  myth 
was  thus  inaugurated,  and  the  unique  ex- 
perience to  which  it  led  has  afforded  incon- 
testable proof  of  the  provocative  role  of  the 
uvula  in  uncontrollable  recurrences  of  the 
common  cold  and  in  the  intractability  of  other 
catarrhal  difficulties  involving  both  the  nose 
and  throat. 

By  painstaking  follow-up  methods  and  the 
helpful  cooperation  of  interested  patients  it 
has  been  determined  that  staphylectomy 
checks  susceptibility  to  “colds”  in  excess  of 
fifty  percent.  In  occasional  instances  a com- 
plete absence  of  recurrences  has  been  reported 
for  periods  of  several  years,  and  rarely  have 
indifferent  results  been  observed.  Exact  per- 
centages of  efficiency  can  not  be  tabulated,  the 
controls  in  this  investigation  having  neces- 
sarily been  in  each  case  the  past  experiences 
of  the  subject  himself.  Patients  are  seldom 
able  to  state  accurately  the  number  of  attacks 
per  year  they  have  previously  encountered, 
but  they  can  make  postoperative  comparisons 
that  are  sufficiently  definite  for  practical  pur- 
poses, and  the  contrast  is  usually  so  sharp  that 
a precise  ratio  becomes  relatively  unimport- 
ant. What  applies  to  the  comparative  fre- 
quency of  “colds”  before  and  after  staphylec- 
tomy is  equally  true  concerning  the  abated  in- 
tensity and  duration  of  infections  that  may 
develop  after  the  uvula  has  been  removed. 
A peculiar  phase  of  the  latter  observation  is 
the  mildness  or  entire  absence  of  sinusitis  in 
cases  where  this  had  invariably  been  a trouble- 
some accompaniment  or  sequel  of  rhinitis 
prior  to  operation. 

The  effectiveness  of  complete  removal  of 
the  uvula  has  been  substantiated  not  merely 
through  subjective  information,  but  by  signi- 
ficant and  unmistakable  changes  in  both 
pharyngeal  and  nasal  structures.  The  most 
conspicuous  of  these  visible  effects  are  so 
prompt  and  decided  in  some  instances  as  liter- 
ally to  defy  belief.  Chronic  post-nasal  en- 
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gorgement  is  reduced  to  a degree  that  defin- 
itely facilitates  nasal  breathing,  and  the  char- 
acteristic signs  and  symptoms  of  pharyngeal 
and  naso-pharyngeal  catarrh  are  rendered 
permanently  less  pronounced.  These  clearly 
ciiscernible  effects  are  more  than  suggestive  of 
a contributory  culpability  of  the  uvula  in 
marked  catarrhal  tendencies;  in  fact  they 
have  been  so  constantly  observed  as  to  admit 
of  no  other  interpretation. 

The  part  played  by  the  uvula  in  predis- 
position to  the  common  cold  and  kindred 
affections  may  not  appear  so  strange  and  in- 
explicable if  we  take  into  consideration  the  ex- 
tremely poor  vascularity  of  this  structure  and 
its  other  correspondingly  sparse  histologic 
components,  which  would  unavoidably  render 
it  less  resistant  than  the  substantial  and  well- 
vascularized  portions  of  the  pharynx.  Fur- 
thermore, its  anatomical  location  is  especially 
favorable  to  the  accumulation  of  ceaseless  in- 
stallments of  bacteria, — dangling  directly  in 
the  pathway  of  both  respiration  and  degluti- 
tion. It  is  thereby  subjected  also  to  more  or 
less  mechanical  abuse,  particularly  in  the  act 
of  snoring.  These  combined  characteristics 
make  the  uvula  an  ideal  bacterial  nidus  upon 
which  micro-organisms  gain  a flourishing  foot- 
hold, subsequently  invading  in  overpowering 
numbers  the  posterior  nares  and  other  con- 
tiguous areas  that  might  otherwise  be  capable 
of  maintaining  a relatively  healthy  status. 
(In  striking  conformity  with  these  practical 
considerations  is  the  w’ell-known  fact  that  the 
earliest  symptom  of  an  incipient  coryza  is  not 
referable  to  the  nose,  but  is  almost  Invariably 
a sensation  of  dryness  and  pruritic  discomfort 
in  the  vicinity  of  the  soft  palate,  nasal  involve- 
ment being  a somewhat  delayed  develop- 
ment.) 

This  line  of  reasoning  may  appear  funda- 
mentally defective  in  that  it  wholly  ignores 
the  supposed  functional  requisites  of  the 
uvula.  But  does  the  uvula  really  serve  any 
distinct  or  valuable  purpose  in  the  human 
being,  or  is  it  a superfluous  and  rudimentary 
structure.?  In  lower  animals  it  is  essential  to 
a reflex  expulsive  mechanism  of  vital  import- 
ance. During  the  act  of  panting  it  thus  affords 


protection  against  the  hazardous  ingress  of 
flying  insects  and  other  foreign  material,  but 
aside  from  its  participation  in  this  highly  nec- 
essary defense  of  the  larynx  and  pulmonary 
tract  it  serves  no  other  purpose  for  which  the 
major  portion  of  the  normal  velum  palatinum 
does  not  alone  suffice.  The  life  and  habits  of 
primitive  man  undoubtedly  demanded  similar 
protection,  but  it  has  been  a long,  long  time 
since  man  ran  through  the  wilds, — panting. 
Since  civilization  abolished  this  need  of  the 
mouth  as  an  accessory  avenue  of  breathing  the 
uvula  has  had  virtually  no  function  to  per- 
form, and  protracted  disuse  has  relegated  it  to 
the  category  of  obsolete  and  decadent  struct- 
ures. As  in  the  case  of  the  appendix  vermi- 
formis,  cessation  of  function  has  impaired  its 
blood-supply,  decreased  its  size  and  substance, 
lowered  its  vitality  in  general  and  transform- 
ed it  into  a mere  rudiment  and  an  insidious 
pathogenetic  factor.  Its  pathological  influ- 
ence upon  adjacent  structures  might  be  liken- 
ed to  that  of  an  extraneous  growth  similarly 
situated,  as  there  is  a direct  parallel  in  the 
observed  effects  of  excision.  Corroborative 
evidence  of  this  supposed  evolutionary  and 
diminutive  change  in  the  physical  character- 
istics of  the  uvula  is  afforded  by  a comparison 
of  this  almost  cylindrical  remnant,  as  it  now 
exists  in  the  human  being,  with  the  substan- 
tial, broad,  triangular  curtain  suspended  in 
the  throat  of  the  lower  animal.  Scores  of  dried 
specimens  in  the  writer’s  possession  bear  con- 
vincing testimony  to  this  advanced  degenera- 
tive transition. 

Within  the  past  year  an  interesting  coun- 
terpart of  this  hypothesis  appeared  in  the 
editorial  columns  of  a metropolitan  news- 
paper under  the  heading:  “COLDS  AND 
EVOLUTION”.  Although  written  in  the 
abstract,  and  with  no  implied  reference  to  the 
uvula,  this  article  presented  a truly  prophetic 
assumption  that  justifies  its  quotation,  in 
part,  as  follows: 

“There  has  been  taking  place  almost  insensibly 
in  biological  science,  these  last  decades,  a change  of 
emphasis  not  well  appreciated  even  by  the  biologists. 
The  theory  of  evolution  no  longer  is  regarded  as 
something  to  be  proved.  This  has  been  done.  In- 
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stead,  the  essentials  of  the  theory  now  may  be 
accepted  as  guiding  principles  in  explaining  other 
facts  still  unclear  or  in  exploring  other  circumstances 
still  unknown.  If  the  anatomist  finds,  for  example, 
some  bodily  organ  or  structure  apparently  useless  to 
its  modern  possessor,  it  is  legitimate  for  him  to 
assume  that  this  organ  once  was  necessary  and  that 
some  change  in  the  habits  or  circumstances  of  the 
species  has  lessened  its  utility.  The  familiar  ex- 
ample is  the  human  appendix.  THE  SAME  PRIN- 
CIPLE SHOULD  APPLY  TO  THIS  MYS- 
TERY OF  COLDS.  It  is  impossible  to  accuse 
Nature  of  deliberately  aiding  the  invasion  of  men’s 
throats  or  noses  by  harmful  germs.” 

The  author  of  this  article  probably  did  not 
actually  foresee  an  early  substantiation  of  his 
theoretical  surmise,  but  it  is  nevertheless  true 
that  the  uvula  is  the  evolutionary  agency  in- 
volved and  that  its  general  recognition  as 
such  will  render  this  “mystery  of  colds”  far 
less  enigmatical. 

There  is  no  pre-operative  means  of  gauging 
the  pathogenic  culpability  of  the  uvula  in 
cases  of  marked  susceptibility  to  the  common 
cold.  Neither  its  size  nor  any  other  observ- 
able characteristic  affords  a dependable  index 
to  the  advisability  of  excision,  for  it  has  been 
found  that  an  exceptionably  small  uvula  may 
be  a source  of  pronounced  disturbance  and 
that  it  is  not  the  elongated  type  only  that 
definitely  contributes  to  lowered  nose  and 
throat  resistance.  Staphylectomy  may  there- 
fore be  considered  a justifiable  and  advantag- 
eous procedure  in  practically  all  cases  exhibit- 
ing aggravated  catarrhal  tendencies,  its  effi- 
cacy being  determined  by  the  thoroughness  of 
the  operation  and  not  by  the  dimensions  nor 
the  consistency  of  the  tissue  removed. 

Denunciation  of  this  radical  proposal  may 
be  dictated  by  popular  prejudice,  but  a prac- 
tical and  reliable  estimate  of  its  alleged  ra- 
tionality and  merits  is  readily  available  to 
every  member  of  the  profession.  The  means 
is  extremely  simple  and  clinical  material 
everywhere  abundant. 

Staphylectomy  is  such  a minor  procedure 
that  it  hardly  admits  of  a technical  descrip- 
tion. It  exacts  no  unusual  skill  of  the  opera- 
tor nor  does  it  demand  special  facilities.  The 
topical  employment  of  Cocaine,  or  Larocaine 


(Roche),  in  sufficiently  generous  amounts  ren- 
ders the  operation  practically  painless.  The 
use  of  both  hands  being  essential,  it  becomes 
necessary  for  the  patient  to  manipulate  the 
tongue-depressor,  which  he  or  she  can  be  in- 
structed to  do  even  more  expeditiously  than  a 
trained  assistant.  Active  hemostatic  meas- 
ures have  never  been  required,  although  the 
possibility  of  their  need  has  at  times  been 
anticipated.  Only  a trivial  amount  of  bleed- 
ing is  ordinarily  witnessed  and  spontaneous 
arrest  usually  takes  place  in  from  one  to  five 
minutes.  In  many  instances  there  is  prac- 
tically no  hemorrhage  at  all.  Post-operative 
care  is  a negligible  consideration,  but  patients 
have,  when  practicable,  been  kept  under  daily 
observation  until  the  wound  was  fully  healed. 
The  importance  of  removing  the  uvula  in  toto 
can  not  be  too  strongly  emphasized,  as  no 
compromise  between  staphylotomy  and 
STAPHYLECTOMY  will  yield  results 
clearly  confirmatory  of  the  original  findings 
reported. 

Superstitious  aversion  to  complete  removal 
of  the  uvula  has  for  ages  obscured  the  possi- 
bility of  an  epochal  rhino-laryngological 
achievement,  for  only  through  the  experi- 
mental employment  of  staphylectomy  would 
it  be  possible  to  glean  the  facts  that  are  indis- 
pensable to  success  in  the  long  attempted  con- 
quest of  “colds”  and  related  nose  and  throat 
disturbances.  This  obstructive  prejudice, 
although  universal,  is  entirely  unwarrantable. 
Over  two  thousand  staphylectomies  have  re- 
vealed not  the  slightest  justification  for  it. 
In  the  hands  of  the  writer  the  procedure  in 
question  long  ago  passed  from  the  stage  of 
experimentation  to  that  of  established  clinical 
utility,  the  enormous  scope  of  which  will 
prove  no  less  astounding  to  future  investiga- 
tors than  it  has  in  the  course  of  this  anomalous 


DIRECT  CONTACT  DISEASES 
Direct  contact  and  direct  introduction  of  germs 
from  one  body  to  another  constitute  a large  group 
of  diseases,  and  this  group  is  discussed  in  part  VIII 
of  the  series  “Progress  in  Preventive  Medicine”  by 
Dr.  P.  M.  Ashhurn. 
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PRKNATAL  AND  MATERNAL  CARE* 


By  Jas.  R.  Bloss,  M.  I).,  Gilbert  A.  Ratcliff,  M.  D. 
anti  Edwin  J.  Humphrey,  M.  D. 
lluntington,  JV.  Va. 


'~T'he  members  of  this  Committee  submit 
their  report  with  trepidation.  We  did  not 
realize  the  magnitude  of  the  task  assigned  to 
this  Section  for  study,  when  asked  to  under- 
take a gathering  of  data  upon  which  to  base 
a report  on  Prenatal  and  Maternal  care  in 
West  \’irginia. 

We  wish  to  acknowledge  our  deep  indebt- 
edness to  the  Chairmen  and  members  of  the 
various  Sub-Committees,  viz: 

Sub-Committee  I — Dr.  Harry  G.  Steele, 
Blueheld,  Chairman. 

Sub-Committee  11 — Dr.  B.  C.  John,  Mor- 
gantown, Chairman. 

Sub-Committee  III — Dr.  Walter  N.  Row- 
ley,  Huntington,  Chairman. 
and  to  the  State  Health  Commissioner’s  office 
for  statistical  data  to  be  included  under  the 
report  which  should  have  been  made  by  Sub- 
Committee  IV.  Without  the  enthusiastic  in- 
terest, support  and  hard  work  of  these  we  feel 
it  would  have  been  impossible  to  have  accom- 
plished anything  in  this  study.  We  take  this 
opportunity  to  express  our  appreciation  of 
their  invaluable  assistance. 

We  will  present  to  you  a summary  of  the 
report  of  each  of  the  Sub-Committees,  and 
their  endeavor  to  present  something  of  con- 
crete value  as  recommendations,  as  they  ap- 
pear to  the  general  committee. 

The  effort  of  Sub-Committee  I,  was  to 
make  a survey  to  indicate  the  amount  of  ob- 
stetrical training  possessed  by  general  practi- 
tioners and  specialists  in  West  Virginia.  To 
include  a survey  of  training  and  education  of 
nurses  for  obstetrical  service  j educational 
supervision  and  control  of  obstetric  practice  by 
mid-wives,  and  the  education  of  the  laity  and 
lay  workers. 

This  committee  sent  out  something  more 

*Read  before  the  White  House  Conference  at  Charleston  on  May 
30.  1933. 


than  two  hundred  and  twenty-five  question- 
naires. Replies  were  received  from  fifty  odd. 
The  study  of  these  is  illuminating. 

Eirst  was  the  question  as  to  the  number  of 
women  delivered  each  year.  This  varied 
from  two  to  one  hundred  and  eighty.  The 
average  is  sixty-one  per  year. 

Next  was  the  matter  of  obstetrical  training 
possessed  by  those  doing  obstetric  practice. 
It  showed  that  the  average  length  of  the  in- 
ternships was  fourteen  months.  The  number 
of  deliveries  made  during  the  internships 
v'aried  remarkably,  but  the  average  as  stated 
was  one  hundred  and  forty-nine.  One  reply 
noted  that  had  made  or  assisted  in  over  one 
thousand  deliveries  before  graduation,  and 
had  seen  more  than  three  thousand  deliveries 
made  by  others  before  graduation.  An  excep- 
tional opportunity  for  training  certainly! 

Fifty  of  those  replying  stated  that  they 
have  never  taken  a post-graduate  course  in 
obstetrics.  The  remainder  have  taken  from 
one  to  five  such  courses,  averaging  thirteen 
and  one-half  weeks  each.  The  replies  to  the 
question  as  to  the  amount  of  study  devoted  to 
obstretrics  is  interesting.  This  varies  from 
“very  little,”  “for  reference  only,”  “review 
once  a year,”  to  “almost  daily,  one  to  three 
hours.” 

It  was  not  possible  for  the  Committee  to 
secure  facts  as  to  the  special  training,  in  this 
state,  of  nurses  and  midwives  for  obstetric 
service.  All  of  the  hospitals  operating  a 
training  school  for  nurses  state  thta  they  have 
a course  in  obstetrics.  How  thorough  this  may 
be  and  how  much  practical  training  in  actual 
experience  is  given  was  not  determinable. 
There  was  no  discovered  provision  for  the 
education  of  the  laity  and  lay  workers. 

Sub-Committee  II,  dealt  with  the  study  of 
the  mechanism  of  furnishing  proper  prenatal 
and  maternal  care  as  it  affects  the  mother,  the 
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fetus  and  the  newly-born  in  rural  and  urban 
communities j in  the  home  and  institutions, 
and  for  various  racial  groups  ( including  hos- 
pital facilities). 

This  committee  sent  out  fifteen  hundred 
questionnaires.  Fifty  returns  were  received. 
A study  of  these  replies  gives  the  following 
interesting  facts. 

Under  Prenatal  care  this  committee  dis- 
covers that  there  are  listed  three  prenatal 
clinics  in  the  state,  namely  Bluefield,  Char- 
leston and  Wheeling.  The  report  shows  that 
an  average  of  five  percent  of  the  deliveries 
are  made  where  the  physician  has  not  prev- 
iously seen  the  patient.  Where  seen  prior  to 
delivery  it  is  revealed  that  the  average  num- 
ber of  prenatal  consultations  is  twelve  to  thir- 
teen. It  is  stated  that  patients  in  rural  com- 
munities avail  themselves  of  the  opportunity 
for  prenatal  examinations  as  readily  as  do 
those  in  the  cities.  The  report  shows  that 
routine  prenatal  Wasserman  tests  are  not 
made,  and  that  this  is  done  only  when  clinical 
history  warrants  it. 

A consideration  of  natal  care  shows  that 
ninety-five  percent  of  mothers  receive  their 
obstetrical  care  from  physicians;  one  percent 
from  obstetrical  nurses;  three  percent  from 
midwives,  and  one  percent  from  neighbor 
women.  The  replies  indicate  that  this  ratio 
holds  good  for  both  negroes  and  whites,  and 
in  the  country  as  well  as  the  cities. 

It  is  further  shown  that  in  home  deliveries 
in  the  preponderent  majority  of  cases  sterile 
drapes  are  not  used.  By  a few  this  technique 
is  carried  out,  however.  Occasionally  the 
physician  wears  a sterile  gown.  All  replied 
that  sterile  rubber  gloves  are  used.  All  re- 
plied that  an  anesthetic  is  used,  usually  chlo- 
roform, but  some  prefer  ether.  The  majority 
state  that  only  in  emergency  cases  are  instru- 
mental deliveries  done  in  the  home.  In  ten  to 
fifteen  percent  of  the  labors  beginning  in  the 
home,  it  is  found  necessary  to  remove  to  the 
hospital  for  the  termination  of  the  labor.  The 
replies  show  that  first  degree  perineal  lacera- 
tions are  frequent;  second  degree  are  occa- 
sionally encountered.  Immediate  repair  is  the 
rule. 


Discussing  postnatal  care  the  committee 
finds  that  the  average  number  of  postpartum 
visits  is  four  to  six.  A few  patients  receive  a 
check-up  examination  at  the  end  of  six  weeks,  I 
and  about  three  percent  at  the  end  of  three  | 
months.  The  replies  indicate  that  two  per- 
cent of  the  patients  require  follow-up  treat-  I 
ments  for  subinvolution ; two  percent  for  dis- 
placement, and  one  percent  for  latent  infec-  i 
tion. 

Dealing  with  a survey  of  the  hospitals,  the  i 
committee  finds  that  there  are  no  separate 
maternity  hospitals  in  the  state.  In  the  larger 
cities  the  general  hospitals  provide  maternity 
service,  but  there  are  no  separate  departments 
devoted  entirely  to  obstetrics.  It  is  found  that  . 
the  total  number  of  obstetric  patients  average  f 
from  five  to  twenty. 

It  is  reported  by  the  committee  that  their 
survey  shows  that  the  nurses  doing  general 
hospital  duty,  in  the  majority  of  cases,  take 
care  of  the  maternity  patients.  In  case  of  an 
infection  in  a maternity  patient,  measures  are 
taken  to  isolate  the  patient  in  a private  room 
if  possible,  but  no  routine  measures  are 
carried  out.  The  delivery  rooms  are  de- 
scribed as  adequately  equipped  for  normal 
deliveries.  In  hospital  deliveries  nitrous  oxide 
and  oxygen  is  the  anesthetic  of  choice  in  five 
percent.  Ether  fifty-five  percent  and  chloro- 
form in  forty  percent,  as  indicated  by  the 
replies. 

Sub-Committee  111,  endeavored  to  dis- 
cover what  interest  in  prenatal  and  maternal 
care  was  being  manifested  by  various  civic 
organizations.  The  efforts  of  this  committee 
were  directed  toward  a study  of  the  activities 
of  these  organizations  along  this  line;  what 
their  experiences  have  revealed;  what  they 
plan  to  do  in  the  hope  that  this  may  lead  to  a 
better  understanding,  appreciation  and  co- 
ordination of  intended  future  activities  of  all 
interested  groups. 

I'he  Committee  reports  that  all  clubs,  such 
as  Rotary,  Kiwanis,  Lions,  Woman’s,  and 
organizations  as  Red  Cross  Chapters  and  1 los- 
pitals,  were  surveyed  relative  to  the  operation 
of  or  plans  thereof  for  “Prenatal  and  Mater- 
nal Clinics.”  Response  was  by  letter  or  by 
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direct  answer,  and  all  responded  In  the  nega- 
tive. 

All  the  organizations  surveyed,  except  the 
Red  Cross  Chapter  of  Wheeling,  have  not 
been  interested  or  are  not  planning  any  pre- 
natal or  maternal  program.  Response  to 
inquiry  revealed  that  the  American  Red  Cross 
Chapter  of  Wheeling  has  a twenty-hour  hour 
delivery  service  by  nurses,  for  maternity  care 
and  home  visit  care. 

Two  cities  have  consldereci  Prenatal  Wel- 
fare work,  and  have  active  committees  inves- 
tigating the  possibilities,  namely,  the  Wheel- 
ing Red  Cross  and  the  Huntington  Mother’s 
Club,  cooperating  with  the  Cabell  County 
Medical  Society. 

The  investigation  of  this  committee  reveals 
there  does  not  exist  in  West  Virginia  a Pre- 
natal Clinic,  Maternity  Clinic,  or  any  Mater- 
nal Welfare  Unit  of  any  kind  functioning  as 
such. 

There  is  a profound  lack  of  Interest  in,  and 
knowledge  of  the  Importance  of  proper  pre- 
natal and  maternal  care  in  the  State  of  West 
V’irginla. 

In  the  opinion  of  this  committee  there  are 
three  obstacles  which  obstruct  all  effort  to  pro- 


mote or  conduct  a properly  organized  Pre- 
natal and  Natal  Clinic.  These  are.  First — an 
absence  of  a medical  teaching  center  in  the 
state;  Second — lack  of  funds  both  state  and 
local,  to  provide  for  the  hospitalization  of  the 
needy  maternity  cases;  Third — lack  of  proper 
education  of  the  general  public  as  to  the  value 
of  a preventative  program  in  maternal  care. 

The  study  of  Sub-Committee  IV,  was  to 
have  dealt  with  the  factors  and  causes  of  fetal, 
newly-born  and  maternal  mortality  and  mor- 
bidity as  encountered  in  West  Virginia.  It 
was  hoped  this  would  be  a more  or  less 
accurate  investigation  of  the  various  diseases 
and  conditions  which  contribute  both  to  the 
morbidity  and  mortality  of  the  fetus,  infant 
and  mother,  as  found  in  the  state,  in  order 
that  definite  suggestions  might  have  been 
offered  which  would  improve  the  opportuni- 
ties of  West  Virginia  mothers  and  Infants  at 
this  epoch  of  life. 

Since  no  report  was  secured  from  this  Sub- 
Committee  we  could  only  call  upon  the  office 
of  the  State  Commissioner  of  Health,  for  such 
statistics  as  it  was  possible  for  them  to  furnish 
us.  This  request  was  promptly  and  cheer- 
fully complied  with. 


Statistical  Table  No.  1 

Deaths  in  West  Virginia  Due  to  Conditions  Incident  to  Pregnancy  (Years  1925-1929 — Old  Classification) 
Classification  of  Causes  1925  1926  1927  1928  1929 

(Abortion 

(Ectopic  gestation 
(Others  specified 

Puerperal  hemorrhage 

Other  accidents  of  pregnancy 

Puerperal  Septicemia- 


Accidents  of  Pregnancy 


13 


13 


Phlegmesia  Alba  dolens,  Embolus,  Sudden  death 

Puerperal  Albuminuria,  Convulsions 

■‘Following  Childbirth”,  causes  not  otherwise  listed 

TOTAL  MATERNAL  DEATHS 

TOTAL  LIVE  BIRTHS 45,240 

DEATH  RATE,  per  1,000  LIVE  BIRTHS 5.57 


26 
35 
91 
1 1 
65 
1 1 
252 


39 

28 

106 

10 

92 

11 

299 

43,936 

6,80 


(Years  1930,  1931,  1932 — New  Classification) 
Includes  Abortion  With  and  Without  Sepsis 


Abortion,  with  sepsis 

Abortion,  without  sepsis. 
Ectopic  gestation. 


Other  accidents  of  pregnancy,  not  including  hemorrhage. 

Puerperal  hemorrhage 

Puerperal  septicemia — not  due  to  abortion 

Puerperal  Albuminuria  and  eclampsia 

Other  toxemias  of  pregnancy 

Phlegmasia  albadolens,  embolus.  Sudden  death 

Other  accidents  of  childbirth — Cesarian  Section 

Other  puerperal  conditions  not  otherwise  specified 

TOTAL  MATERNAL  DEATHS 

TOTAL  LIVE  BIRTHS 

DEATH  RATE  PER  1,000  LIVE  BIRTHS 


14 

9 

12 

39 

29 

29 

21 

22 

20 

83 

70 

67 

1 1 

17 

17 

70 

69 

56 

8 

15 

13 

246 

231 

214 

4,857 

43,390 

40,668 

5.49 

1 - 

5.32 

5.26 

1930 

1931 

1932 

27 

32 

37 

5 

3 

5 

0 

3 

1 

0 

0 

1 

40 

28 

26 

51 

47 

40 

43 

47 

44 

22 

3 

6 

23 

12 

9 

14 

28 

27 

12 

2 

2 

237 

205 

198 

41,614 

39,215 

38,803 

5.67 

5.23 

5.1 
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Statistical  Table  No.  2 


Infant  Mortality  For  West  Virginia  Under  One  (1)  Year 


Causes 

1926 

1927 

1928 

1929 

1930 

1931 

Stillbirths  

1676 

1715 

1672 

1585 

1547 

1526 

Premature  Births 

809 

940 

954 

917 

942 

825 

Total  Live  Births  

43.936 

44.857 

43.390 

40.668 

41.614 

39,325 

Gastro-Intestinal 

Peritonitis  — - 

1 











T.  B.  of  Intestines 

1 

2 

— 

1 

3 

1 

Diarrhea.  Enteritis 

867 

737 

609 

680 

860 

650 

Diseases  Due  to  Intestinal  Parasites 

— 

— 

— 

1 

— 

— 

Intestinal  Obstruction 

16 

19 

17 

19 

— 

— 

Dvsenterv  



1 

1 

1 





Ulcer  of  Stomach-  „ 

1 

— 

— 

— 

— 

— 

Appendicitis  

— 

1 

— 

1 

1 

— 

Ulcer  of  Duodenum 

1 

— 

1 

— 

— 

— 

Other  diseases  of  stomach 

— 

1 

— 

— 

— 

— 

Cirrhosis  of  liver 

— 

1 

— 

— 

— 

— 

Biliary  Calculi 

— 

1 

— 

— 

— 

1 

Disease  of  Oesophagus.. 

2 

— 

— 

— 

— 

— 

889 

763 

628 

703 

864 

652 

Respiratory 

Diseases  of  Larynx - 

1 

— 

— 

1 

— 

Bronchitis  

24 

12 

5 

7 

10 

7 

Broncho-Pneumonia 

403 

262 

297 

333 

287 

250 

Lobar-Pneumonia  

— 

— 

— 

— 

50 

58 

Unclassified  Pneumonia 

50 

44 

52 

39 

63 

49 

Congestion  of  Lungs 

2 

5 

— 

— 

2 

4 

Pulmonary  Emphysema. 

— 

— 

— 

— 

3 

— 

Other  respiratory  diseases  

— 

— 

— 

— 

1 

1 

Diseases  of  Pharynx 

6 

3 

5 

4 

— 

— 

Asthma  

1 

1 

— 

— 

— 

— 

486 

328 

359 

383 

417 

369 

Communicable  Diseases 

Typhoid  Eever 

1 

— 

1 

1 

2 

2 

Smallpox. 

— 

— 

3 

— 

1 

— 

Measles  — 

62 

24 

17 

1 1 

10 

7 

Scarlet  Fever 

8 

4 

5 

2 

3 

1 

Whooping  Cough  - 

140 

177 

32 

114 

109 

77 

Diphtheria  

27 

19 

20 

13 

8 

15 

Influenza  

92 

52 

130 

187 

60 

86 

Poliomyelitis  

4 

4 

5 

3 

3 

4 

Cerebro-spinal  

2 

1 

— 

— 

2 

3 

Meningitis  Meningococcus 

2 

1 

— 

5 

32 

28 

Erysipelas  

13 

13 

15 

17 

1 1 

22 

T.  B.  Meningitis  - 

10 

8 

12 

9 

8 

10 

Syphilis  

32 

56 

50 

44 

63 

38 

Gonorrhoeal  Infection — 

— 

1 

— 

— 

2 

— 

Other  infectious  Diseases 

2 

3 

3 

1 

2 

1 

T.  B.  Vert.  Column. 

— 

— 

1 

^ 

— 

1 

T.  B.  Other  Organs 

1 

— 

— 

1 

— 

1 

Meningitis  Simple 

40 

30 

21 

18 

— 

— 

Lethargic  Encephelitis 

— 

— 

1 

1 

— 

— 

Tuberculosis  - Lungs 

6 

5 

3 

5 

— 

2 

Mumps  

2 

1 

— 

— 

— 

— 

T.  B.  Disseminated  

1 

— 

— 

— 

— 

— 

Acute  Rheumatic  Fever  

1 

— 

— 

— 

— 

— 

446 

399 

319 

432 

316 

298 

All  Other  Causes 

'I'etanus  



1 

— 

2 

1 

— 

Purulent  Infection 

7 

7 

3 

4 

7 

6 

Cancer  of  Digestive  Tract  

— 

— 

— 

— 

1 

1 

Cancer  

2 

— 

— 

1 

— 

— 

Non-Malignant  Tumors  

— 

— 

— 

— 

2 

1 

Scurvy  

— 

1 

— 

1 

1 

— 

1932 

1431 

791 

38.803 
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1926 


Rickets  - — 5 

Diseased  Thymus  7 

Diseased  Adrenals  — 

Other  general  diseases  1 ^ 

Hemorrhagic  Conditions. 2 

Non-Epidemic  Encephelitis 4 

Epilepsy  — 

Convulsions  — 40 

Other  diseases  of  nervous  system 1 

Diseases  ot  organs  of  hearing  6 

Diseases  of  lymphatic  system  — 1 

Diseases  of  Mouth . 1 

Hernia  1 

Acute  Nephritis - — ^ 

Acute  Abscess - 2 

Other  diseases  of  skin  - — — 

Congenital  malformations - 249 

Congenital  Debility  — 3 30 

Injury  at  birth  1 1 5 

Other  diseases  ot  early  infancy 74 

Infanticide  — — 6 

Accidental  poisoning - 1 

Conflagration  - - 2 

Accidental  burns — 2 

Accidental  mechanical  suffocation 79 

Accidental  drowning  2 

Accidental  Trauma  1 

Sunstroke  — 

Sudden  death  — 

Unknown  — 

Railroad  and  auto — 1 

Auto  only... 1 

Other  diseases,  organs  of  locomotion — 

Mycosis  2 


Diabetes  mellitus — 

Anemia  — 

l.eukemia,  Hodgkins  disease — 

Other  diseases  of  heart — 

Other  diseases  ot  kidneys — 

Lack  ot  care. 5 

Poisoning  by  food — 

Starvation  — 

Other  external  violence... — 

Pericarditis  — 

Endocarditis  S3  Myocarditis — 

Diseases  of  bones — 

Absorption  poison  gas — 

Excessive  cold — 

Other  external  violence — 


Embolism  1 

Furuncle  1 


967 

GRAND  TOTALS 3.597 

DEATHS  UNDER  1 YR.  PER  1,000 
LIVE  BIRTHS 81.8 


1927 

1928 

1929 

1930 

1931 

1932 

6 

8 

9 

6 

5 

9 

9 

12 

16 

5 

7 

4 

— 

— 

— 

1 

— 

19 

12 

3 

5 

1 

1 

— 

— 

2 

1 

6 

5 

1 

3 

6 

6 

— 

1 

— 

1 

— 

42 

35 

24 

14 

1 1 

32 

2 

1 

1 

1 

— 

15 

13 

10 

16 

18 

— 

— 

— 

3 

1 

1 

2 

1 

4 

3 

2 

3 

3 

12 

17 

1 

3 

1 

1 

7 

3 

1 

3 

2 

1 

— 

— 

4 

1 

1 

258 

276 

240 

260 

278 

237 

116 

96 

89 

73 

21  1 

211 

125 

145 

152 

170 

123 

143 

81 

69 

67 

139 

117 

92 

6 

3 

1 

3 

3 

2 

2 

2 

3 

— 

2 

1 

1 

3 

2 

4 

2 

5 

3 

4 

62 

67 

57 

63 

47 

2 

— 

1 

1 

_ 

— 

2 

1 

5 

3 

— 

— 

— 

2 

— 

— 

— 

— 

1 

— 

1 

2 

3 

13 

9 

— 

1 

1 

— 

5 

2 

2 

— 

— 

— 

1 

— 

2 

— 

2 

2 

— 

1 

— 

1 

1 

— 

— 

1 

— 

1 

— 

— 

2 

2 

1 

— 

1 

— 

1 

1 

— 

— 

1 

1 

1 

— 

— 

15 

10 

1 

— 

— 

— 

— 

1 

— 

1 

— 

— 

2 

— 

— 



— 

— 

2 

— 

1 

— 

2 

— 

— 

1 

— 

3 

— 

— 

— 

— 

1 

— 

— 

— 

— 

1 

— 

— 

— 

— 

1 

— 

— 

— 

— 

1 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

798 

789 

722 

831 

891 

3,228 

• 

3,049 

3,157 

3,370 

3,035 

2,912 

71.9 

70.2 

77.6 

80.9 

77.2 

75.0 

No  mechanism  exists  for  securing  data  on 
the  etiology  or  incidence  of  morbidity  of 
either  the  fetus,  infant  or  mother  in  this  state. 
The  above  tables,  therefore,  show  only  the 
mortality. 

We  feel  that  attention  should  be  called  to 
a few  points  in  the  above  tables.  It  Is  to  be 
noted  that  there  has  been  a steady  decline 
of  live  births  from  45,240  in  1925,  to  38,803 
in  1932.  This  has  been  continuous  except 
that  1927  showed  921  more  live  births  than 


1926,  but  from  then  on  the  drop  has  been 
more  or  less  uniform.  It  is  to  be  noted  too, 
that  there  has  been  a reported  increase  in 
maternal  mortality  from  abortion,  with  and 
without  sepsis,  since  1925,  when  13  such 
deaths  were  reported,  to  42  in  1932.  It  is 
interesting  to  note  that  the  maternal  death 
rate  per  1 000  live  births  for  1932  Is  the  lowest 
(5.1)  of  any  year  from  1925. 

When  we  study  the  statistics  relating  to 
stillbirths  and  premature  births,  a point  of 
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Striking  interest  is  noted.  It  is  found  that  the 
ratio  of  these  to  the  live  births,  through  the 
years  1926-1932,  maintains  a marked  uni- 
formity. In  1926  the  ratio  was  1 to  17.67; 
in  1932  it  was  1 to  17.46.  It  must  be  more 
than  a coincidence  that  this  ratio  remains  so 
uniform.  In  the  opinion  of  the  committee 
the  etiology  of  these  accidents  during  the 
course  of  the  pregnancy  could  have  been  de- 
termined in  many  instances,  and  proper  thera- 
peutic measures  instituted  to  have  prevented 
them. 

A study  of  these  surveys  and  the  statistics 
made  available  to  us  leads  to  certain  conclu- 
sions:— 

First — The  laity  do  not  appreciate  the  im- 
portance of  obstetrics.  It  has  never  been 
brought  to  them  that  prenatal  care  has  to  do 
with  providing  the  unborn  child  with  standard 
equipment,  physical  and  mental,  with  which 
to  meet  life.  They  do  not  realize  that  in  many 
instances  mental  defectiveness  and  physical 
defectiveness  could  have  been  prevented  by 
proper  prenatal  care.  Many  inmates  of  institu- 
tions for  mental  defectives  are  there  because 
of  sub-standard  equipment;  many  inmates  of 
corrective  and  penal  institutions  are  there  for 
the  same  reason.  Nor  do  the  members  of  the 
laity  realize  the  importance  to  the  mothers 
themselves  of  proper  prenatal  care.  Subse- 
quent invalidism  and  postnatal  maternal  sur- 
gery might,  in  many  instances,  have  been 
avoided  had  a careful  and  complete  examina- 
tion been  made  at  the  very  beginning  of  preg- 
nancy, and  followed  up  with  repeated  fre- 
quent observations  by  the  engaged  physician, 
who  should  have  taken  advantage  of  these 
visits  to  instruct  these  expectant  mothers  as  to 
delt,  hygiene  and  so  on. 

Second — There  are  approximately  seven- 
teen hundred  physicians  in  the  state.  The 
General  Committee  estimates,  roughly,  that 
probably  thirty  percent  do  no  obstetric  prac- 
tice. Sub-Committees  I and  II,  sent  many 
hundred  questionnaires,  and  only  a scant  fifty- 
odd  were  interested  enough  to  return  them. 


This  means  that  these  men  were  the  ones 
doing  this  type  of  work,  who  even  had  this 
much  interest  in  it.  These  evidently  were 
from  the  men  who  are  at  least  trying  to  do 
good  obstetrics.  The  question  in  the  mind 
of  your  Committee  is,  what  type  and  class  of 
service  is  provided  by  the  remainder  of  the 
medical  profession  of  the  state  who  engage 
in  giving  obstetric  care.  One  concludes  that 
physicians  themselves,  as  a whole,  are  not  in- 
terested in  the  subject  of  obstetrics.  They 
do  not  make  the  effort  or  spend  the  time, 
money  and  study  necessary  to  become  as 
efficient  in  this  as  in  other  branches  of  surgery, 
and  obstetrics  is  major  surgery  of  the  highest 
type,  with  an  attendant  double  responsibility 
because  of  the  possible  double  mortality. 
There  seems  to  be  a determined  effort  on  the 
part  of  a majority  of  the  profession  not  to 
give  prenatal  or  postnatal  care,  unless  it  is 
reparative  surgery  for  injuries  following 
previous  confinements.  Not  only  this,  but  a 
determination  also  to  belittle  the  efforts  of 
those  physicians  who  do  appreciate  the  im- 
portance of  these  efforts,  and  who  are 
preaching  and  practicing  prenatal  and  post- 
natal care. 

The  Committee  suggests  that,  as  a result 
of  this  Conference,  a determined  effort  be 
made  to  educate  the  laity  through  talks  before 
various  clubs  (for  men  as  well  as  women), 
to  show  the  importance  of  obstetric  care.  The 
great  value  of  and  need  for  prenatal  care. 
Teach  them  to  demand  a type  of  obstetric  ser- 
vice of  the  same  skill  and  ability  that  they  do 
of  their  appendectomist,  tonsillectomlst  or 
salpingectomist,  and  pay  him  accordingly. 
That  this  should  be  given  thought  to  is  evi- 
denced by  the  Introduction  into  the  legislature 
of  a bill,  the  provisions  of  which  limited  the 
maximum  fee  for  a confinement  case  to 
Fifteen  ($15.00)  Dollars. 

In  closing  may  your  Committee  venture  to 
offer  the  suggestion  that  the  members  of  the 
medical  profession  preach  better  obstetrics, 
and  then  be  prepared  to  practice  what  they 
preach. 


Oitobt'r,  1933 
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IDIOPATHIC  PNEUMOTHORAX* 


By  F.  R.  Whittlesey,  M.  D.,  Studen  r Health  Service 
Morgantowfiy  IT.  Va. 


the  term  idiopiathic  p'lneumothorax  is 
understood  an  intrapleural  collection  of 
air,  spontaneously  piroduced,  and  ciue  to  no 
definitely  recognized  cause.  This  disease  has 
been  called  by  various  other  names,  such  as 
spontaneous  non-tuberculous  pneumothorax, 
pneumothorax  in  the  apparently  healty,  acci- 
dental pneumothorax,  etc. 

Etiology. — The  c]uestion  of  the  etiology  of 
this  type  of  pneumothorax  has  been  the  sub- 
ject of  much  discussion.  There  are  those 
who  have  gone  so  far  as  to  say  that  all  such 
cases  are  due  to  tuberculosis,  recent  or  remote. 
It  is  well  known  that  spontaneous  pneumo- 
thorax is  a frequent  and  usually  serious  com- 
plication of  pulmonary  tuberculosis.  But  it  is 
not  with  this  group  of  provable  tuberculous 
pineumothoraces  that  this  paper  will  deal,  nor 
yet  with  those  cases  traceable  to  some  other 
pulmonary  or  pleural  disease  such  as  abscess 
or  empyema,  but  with  the  group  whose  etio- 
logy cannot  be  proved.  It  is  this  group  that 
is  called  idiopathic. 

Some  of  the  histories  give  no  apparent  im- 
mediate cause,  the  pneumothorax  comes  on, 
perhaps,  when  the  patient  is  in  the  best  of 
health,  and  at  a time  when  he  is  not  perform- 
ing any  strenuous  activity.  As  an  example, 
patients  have  developed  pneumothorax  while 
asleep  in  bed.  In  many  of  the  cases,  how- 
ever, some  proximate  cause  can  be  found.  The 
pneumothorax  develops  as  the  individual  is 
doing  some  strenuous  work,  such  as  swimming 
or  gymnastics,  or  as  he  greatly  increases  his 
intrathoracic  pressure  by  violent  coughing  or 
vomiting. 

But  one  must  admit  the  presence  of  some 
sort  of  preceding  disease  in  the  lung  or  pleura, 
in  order  that  the  accident  of  pneumothorax 
may  be  possible.  One  can  hardly  conceive  of 
this  accident  happening  to  an  absolutely  nor- 

*Read  b«fore  the  \V.  Va.  State  Medical  Association  at  Charleston. 
June  22.  1933. 


mal  lung  save  as  the  result  of  puncture.  It  is 
probable  that  the  pneumothorax  occurs  as  the 
result  of  rupture  of  a sub-pleural  bleb  *'■ 
located  usually  in  the  apex,  but  also  to  be 
found  elsewhere  on  the  lung  surface,  parti- 
cularly at  the  lobe  margins.  Kjaergaard^ 
has  demonstrated  by  x-ray  in  one  case  of 
idiopathic  pneumothorax  the  presence  of  a 
bleb  on  the  pleura.  This  was  detectable  be- 
cause the  bleb  was  large.  As  to  the  cause  of 
these  blebs  one  can  only  speculate.  Apical 
blebs  are  to  be  seen  in  lungs  at  post-mortem, 
and  some  of  these,  no  doubt,  are  caused  by 
the  healed  apical  tuberculosis  that  can  so  often 
be  demonstrated  in  otherwise  normal  lungs. 
Rupture  of  such  a bleb,  then,  might  be  blamed 
remotely  on  tuberculosis.  Microscopical  ex- 
aminations have  been  made  in  a few  typical 
cases  of  idiopathic  pneumothorax  that  came  to 
autopsy,  and  the  sections  taken  from  bullous 
lesions  in  the  apical  pleura  have  shown  no 
evidence  of  tuberculosis.  Blebs  on  the 

lung  surface  are  frequently  found  in  chronic 
pulmonary  emphysema.  But  only  a very  few 
of  the  reported  cases  of  idiopathic  pneumo- 
thorax have  occurred  in  patients  with  emphy- 
sema. In  considering  etiology  one  must  also 
concede  the  possibility  of  pleural  adhesions 
being  capable  of  producing  gradual  stretching 
of  the  pleura  by  the  slow  contraction  of  scar 
tissue,  and  so  producing  a weakened  area  on 
the  adjacent  surface.  Such  old  pleural  ad- 
hesions need  not  be  due  to  tuberculosis.  Again, 
in  conjunction  with  acute  non-tuberculous 
pleurisy  one  must  admit  the  possibility  of  the 
disease  producing  perforation  of  the  pleura 
during  the  period  of  acute  inflammation. 

One  of  the  calamities  of  artificial  pneumo- 
thorax is  the  readiness  with  which  the  pleural 
surfaces  will  adhere  if,  by  too  long  an  inter- 
val between  refills,  the  air  becomes  complete- 
ly absorbed.  Resumption  of  the  desired 
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pneumothorax  becomes  impossible.  The  fact 
that  20%  of  the  cases  of  idiopathic  pneumo- 
thorax have  recurrent  attacks  suggests 
that  the  collapse  is  not  due  to  any  inflamma- 
tory cause,  tuberculous  or  otherwise,  which 
would  be  so  apt  to  produce  adhesions  strong 
enough  to  prevent  recurrence.  These  recur- 
rences, furthermore,  are  usually  after  an  in- 
terval of  months,  a long  enough  time  having 
elapsed  to  allow  firm  adhesions  to  form. 

The  problem  of  etiology,  then,  in  most  cases 
is  a matter  for  conjecture.  Few  of  these  cases 
die  as  a result  of  their  pneumothorax,  and  in 
those  that  have  come  to  autopsy  it  has  not 
often  been  possible  to  demonstrate  a cause. 
It  is  safe  to  say  however,  that  these  cases  are 
not  due  to  active  tuberculosis,  since  all  evi- 
dence, clinical,  laboratory  and  x-ray,  goes  to 
rule  out  that  possibility.  Some  cases  have 
been  under  observation  for  many  years  after 
their  pneumothorax,  never  showing  any  pul- 
monary abnormality  on  examination  or  x-ray. 

Statistical. — Idiopathic  pneumothorax  is 
said  to  be  rare.  Kjaergaard^  has  collected 
200  cases  that  have  been  reported  since  1856, 
and  his  monograph  contains  a very  complete 
discussion  of  the  subject  with  a presentation 
of  sixty-one  cases  that  have  come  under  his 
observation.  In  this  country  several  short 
series  of  three  to  five  cases,  and  numerous 
isolated  cases  have  been  reported.  An  old 
series  of  918  cases  of  pneumothorax  of  all 
sorts  reported  in  Vienna  many  years  ago  in- 
cluded 14  cases  in  which  the  cause  was  not 
found. 

Bilateral  idiopathic  pneumothorax  has 
been  reported,  but  is  not  common.  The 
bilateral  cases  are  usually  alternating,  more 
rarely  simultaneous.  Repeated  attacks  in  the 
same  individual  have  often  been  reported, 
two  attacks  being  not  uncommon,  while  some 
have  had  as  many  as  14  fully  authenticated 
attacks.  It  is  estimated  that  twenty  percent 
of  cases  have  recurrences.  Persistence 

of  the  pneumothorax  has  been  noted,  with 
duration  as  long  as  ten  to  fourteen  years, 
without  any  re-expansion  of  the  lung.  In  one 
case  the  duration  was  estimated  as  at  least 
twenty  years. 


Diagnosis. — The  diagnosis  of  idiopathic 
pneumothorax  is  one  of  varying  difficulty.  In 
many  instances  the  history  alone  is  sufficient 
to  suggest  the  diagnosis,  the  sudden  onset  of 
shortness  of  breath  and  chest  pain  in  a per- 
fectly healthy  person  is  enough  to  arouse  sus- 
picion. The  extent  of  the  pneumothorax 
may,  however,  be  slight,  and  the  onset  of 
symptoms  from  it  be  obscured  by  other  things. 
In  such  instances  the  diagnosis  may  be  more 
difficult. 

The  chief  symptoms  experienced  are:  ( 1 ) 

Shortness  of  breath,  which  may  approach  suf- 
focation. (2)  Pain  in  the  chest,  sometimes 
very  severe.  (3)  A sense  of  pressure  on 
the  chest,  or  constriction.  (4)  Cough, 
usually  unproductive. 

The  severity  of  symptoms  depends,  in  part, 
upon  the  rapidity  with  which  the  air  collects 
in  the  pleural  space.  If  the  development  of 
the  pneumothorax  is  quite  slow  the  symptoms 
may  not  be  severe  enough  to  make  the  patient 
incapable  of  working,  and  sometimes  weeks 
may  elapse  before  he  seeks  relief.  Character- 
istically, however,  the  compression  takes  place 
rapidly,  pain  may  be  very  severe,  and  short- 
ness of  breath  may  make  any  activity  impos- 
sible. Some  of  the  reported  cases  were 
stricken  so  suddenly  and  seriously  that  it  was 
thought  that  they  were  about  to  die.  Probably, 
then,  idiopathic  pneumothorax  is  sometimes  a 
cause  of  sudden  death. 

The  shortness  of  breath  produced  by  the 
pneumothorax  is  due  to  the  mechanical  eflPect 
of  the  collection  of  air,  and  the  severity  of  the 
shortness  of  breath  will  depend  upon  the  size 
of  the  collection  and  the  quickness  with  which 
it  occurs.  Cyanosis  can  often  be  noticed  in 
addition  to  the  shortness  of  breath.  Why  do 
these  phenomena  occur  even  in  cases  in  which 
only  a small  amount  of  air  is  present,  and  in 
which  no  great  amount  of  pulmonary  com- 
pression is  evidenced  by  the  x-ray.  The  wide- 
spread use  of  pneumothorax  in  the  treatment 
of  pulmonary  tuberculosis  needs  no  comment, 
and  it  is  well  known  that  patients  can  have  a 
complete  collapse  of  one  lung  without  pro- 
duction of  actual  dyspnea  and  without  cyan- 
osis. In  such  cases  the  compression  is  brought 
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about  very  slowly,  often  a large  part  of  the 
lung  is  already  out  of  commission  as  far  as 
respiration  is  concerned,  and  the  mediastinum 
is  ordinarily  so  fixed  that  marked  reduction 
of  the  patient’s  normal  ventilating  surface 
does  not  take  place.  The  reason  for  the  ap- 
pearance of  dyspnea  and  cyanosis  in  even  a 
small  idiopathic  pneumothorax  is  that  these 
individuals  have  lungs  that  are  normal.  They 
have  no  adhesions  that  will  limit  compression 
of  lung  tissue,  their  mediastinums  are  not 
fixed  by  tuberculous  processes  in  the  hilum.  In 
these  cases  a certain  amount  of  compression 
occurs  in  the  good  lung  as  well — this  is  evi- 
denceci  by  the  mediastinal  shift,  and  also, 
more  accurately,  by  the  result  of  bilateral 
intrapleural  pressure  studies.  These  have 
been  carried  out  experimentally  by  Graham^, 
and  for  the  further  elucidation  of  this  c]ues- 
tion  might  safely  be  carried  out  on  individuals 
suffering  from  the  disease. 

.A.S  to  the  physical  findings  which  one  meets 
with  in  this  condition,  they  are,  of  course, 
those  of  pneumothorax,  and  there  is  no  dis- 
turbance in  the  chest  w'hich  can  produce  more 
widely  varying  physical  findings.  The  only 
positive  proof  of  the  presence  or  absence  of 
air  in  the  pleural  cavity  is  the  x-ray,  or  the 
needle.  Physical  findings  in  pneumothorax 
may  be  many  and  striking.  Increased  size  of 
the  chest  on  the  affected  side,  inter-spaces 
widened  or  even  bulging,  limitation  of  move- 
ment, fixation  or  inward  movement  of  the 
costal  margin,  displacement  of  the  heart  and 
trachea,  absence  of  tactile  fremitus,  hyper- 
resonant to  tympanitic  percussion  note,  absent 
breath  sounds  or  breath  sounds  of  amphoric 
quality,  tinkling  rales,  and  also  the  coin  sound. 
These  findings  are  associated  with  pneumo- 
thorax it  is  true,  but  pneumothorax  may  be 
present  though  most  of  these  signs  cannot  be 
elicited.  A valuable  sign,  and  one  of  which 
little  mention  is  made  is  that  described  by 
Hamman^.  The  lower  border  of  pulmonary 
resonance  is  estimated  during  full  expiration. 
Where  pneumothorax  is  present  this  level  of 
resonance  will  be  lower  on  the  affected  side. 
If  the  quantity  of  air  in  a pneumothorax  is 
small,  one  can  hardly  expect  many  of  the 


classical  physical  signs  to  be  obtainable,  and 
the  x-ray,  or  the  needle,  may  be  the  only  way 
by  which  the  diagnosis  is  properly  made. 

Reference  to  several  standard  authors  and 
systems  reveals  some  disagreement  in  regard 
to  physical  findings.  One  cannot  expect  that 
the  physical  findings  over  a small  pneumo- 
thorax in  W'hich  the  air  is  at  less  than  atmos- 
pheric pressure  will  compare  with  the  find- 
ings over  a large  pneumothorax  under  pos- 
itive pressure.  It  is  necessary  for  writers  to 
recognize  that  all  shades  of  variation  are 
possible,  and  only  then  will  a rational  pre- 
sentation of  the  varying  physical  findings  be 
made. 

Treatment. — The  therapeutics  of  this  con- 
dition are  few  and  simple,  and  suggest  them- 
selves from  the  nature  of  the  disease.  ( 1 ) 
Rest,  if  necessary  in  bed,  until  the  air  is  ab- 
sorbed. (2)  Aspiration  if  dyspnea  is  ex- 
cessive, some  cases  have  required  the  use  of 
continuous  suction.  (3)  Symptomatic  rem- 
edies for  the  relief  of  pain  or  cough. 

Inasmuch  as  the  condition  is  frequently  re- 
current the  question  arises  as  to  what  might 
be  dene  to  prevent  further  attacks.  Efforts 
at  such  prevention  have  not  often  been  made. 
Watson  and  Robertson'*  at  the  suggestion  of 
Dr.  W.  B.  Porter  introduced  300  cc  of 
patient’s  blood  into  the  right  pleural  cavity 
of  a patient  who  had  suffered  six  collapses  of 
the  right  lung  and  one  of  the  left.  The 
patient  was  placed  in  various  positions  thus 
allowing  the  blood  to  reach  all  surfaces  of  the 
pleura.  The  lung  apparently  adhered  after 
re-expansicn,  as,  a year  later,  no  further  col- 
lapses of  the  right  lung  had  occurred,  but 
three  more  of  the  left.  The  use  of  some  irri- 
tating chemical  had  also  been  considered,  but 
was  not  used  for  fear  of  the  solution  reaching 
the  lung  and  producing  some  undesirable  re- 
action. Willy  Meyer  in  commenting  on  the 
above  procedure  mentioned  the  use,  in 
Europe  of  .5%  silver  nitrate  solution  in  a few 
cases,  with  success.  Hypertonic  glucose  solu- 
tion in  small  amounts  has  also  been  used 
though  with  doubtful  success 

The  use  of  blowing  exercises  is  contra- 
indicated, the  effect  of  these  being  only  to  re- 
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tard  closure  of  the  pleural  fistula.  Observa- 
tions on  such  exercises  have  been  made  with 
the  fluoroscope,  and  show  that  in  closed  pneu- 
mothorax they  tend  to  compress  the  collapsed 
lung  and  to  produce  mediastinal  shift  to  the 
healthy  side  These  effects  are  the  reverse 
of  those  produced  in  a pneumothorax  that  has 
an  external  communication  through  the  chest 
wall.  That  blowing  exercises  are  valueless 
in  the  treatment  of  this  condition  is  attested 
by  Sheppe®. 

Prognosis. — The  prognosis  of  idiopathic 
pneumothorax  is  good.  Kjaergaard^  reports 
six  fatalities  in  his  200  collected  cases,  and  no 
fatalities  in  the  51  individuals  (with  61 
attacks)  who  had  come  under  his  observation. 
In  49  of  these  on  whom  data  were  complete 
only  one  has  died  of  tuberculosis,  and  the 
disease  developed  three  years  later  than  the 
pneumothorax,  and  in  the  opposite  lung.  In 
four  of  the  cases  reported  here  recovery  was 
completely  uneventful,  and  all  are  quite  well 
at  intervals  of  30,  20,  15,  and  6 months  after 
onset.  The  fifth  case  is  very  recent.  In 
1925,  the  writer  admitted  a case  through  the 
accident  ward  at  Lakeside  Hospital,  Cleve- 
land. The  patient  was  extremely  dyspneic 
and  died  within  a few  hours.  Autopsy  showed 
a pneumothorax  of  undetermined  cause.  Dr. 
A.  R.  Moritz  of  the  Pathological  Institute, 
Western  Reserve  University,  after  recently 
reviewing  the  pathological  report,  stated  that 
the  findings  were  compatible  with  the  diag- 
nosis of  idiopathic  pneumothorax. 

The  rate  of  recovery  is  dependent  upon  the 
extent  of  the  pneumothorax,  and  the  size  of 
the  pleural  opening,  b'ven  cases  with  a wide 
open  broncho-pleural  fistula  have  eventually 
completely  recovered.  Perhaps  more  impor- 
tant is  the  possibility  of  coexistent  heart  or 
lung  disease.  A sudden  large  pneumothorax  is 
quite  an  embarrassment  to  the  circulation,  and 
might  easily  prove  fatal  if  it  occurred  in  a 
person  who  already  had  heart  disease.  Or  if 
it  occurred  in  a person  who  had  a low  vital 
capacity  due,  for  example,  to  chronic  emphy- 
sema; it  might  be  enough  to  cause  death.  But 
as  the  majority  of  these  individuals  are  in 
the  earlier  decades  of  life  they  present  no 


such  complicating  diseases  and  so  their  prog- 
nosis is  good.  In  view  of  the  fairly  frequent 
recurrence  of  idiopathic  pneumothorax,  how- 
ever, it  would  be  well  for  the  patient  to  be 
cautioned  that  the  disturbance  may  again 
appear. 

Report  of  Cases. — ( 1 ) S.  E.  G.,  male, 
white,  aet.  18.  Patient  suffered  an  attack 
of  acute  appendicitis  on  12-5-30  and  appen- 
dectomy was  performed  the  same  day.  The 
operation  and  the  enesthetic  were  uneventful. 
Past  history  and  physical  examination  were 
negative  save  for  the  acute  appendicitis.  The 
day  following  operation  cough  developed, 
and  there  was  pain  in  the  left  chest.  No 
shortness  of  breath  was  noted.  On  12-9-30 
examination  showed  slight  cyanosis,  move- 
ment of  the  lower  chest  was  limited  because 
of  wide  abdominal  binder,  there  was  dull- 
ness, diminished  fremitus,  and  diminished 
breath  sounds  at  the  left  base.  Diagnosis  of 
a small  pleural  effusion  was  made,  which  was 
thought  to  be  due  to  an  embolus.  Thoracen- 
tesis performed  later  that  day  yielded  no  fluid. 
The  following  day  examination  showed  much 
the  same  findings.  Coin  test  was  tried,  and 
was  negative.  A few  tinkling  rales  were 
heard  over  a small  area  of  the  chest,  and  this 
raised  the  suspicion  of  pneumothorax.  X-ray 
showed  a small  collection  of  air  at  the  left 
base  partly  compressing  the  lower  lobe.  It 
was  later  learned  that  the  thoracentesis  had 
actually  yielded  air,  which  was  drawn  back 
into  the  syringe,  this  had  been  thought  due  to 
a leak  around  the  needle  at  the  nozzle  of  the 
syringe.  Progress  was  uneventful,  and  before 
discharge  from  hospital  the  lung  had  re- 
expanded. Since  that  time  the  patient  has  com- 
pleted 1 Yi,  years  of  college  and  has  taken  part 
in  varsity  boxing.  The  principal  point  of  in- 
terest in  connection  with  this  case  is  the  fact 
that  this  pneumothorax  is  a post-operative 
complication,  to  my  knowledge  the  only  one 
that  has  been  reported. 

(2)  H.  P.,  white,  male,  aet.  32.  While 
swimming  8-2-31  patient  was  seized  with 
sudden  shortness  of  breath,  and  with  difficulty 
reached  shore.  After  resting  a while  he  went 
in  swimming  again  but  suffered  in  varying 
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degrees  from  shortness  of  breath,  and  sense  of 
pressure  and  constriction  of  the  chest.  That 
evening  patient  took  various  remedies  for  in- 
digestion without  relief,  “thought  it  was  gas 
on  the  stomach.”  There  was  a moderate 
amount  of  pain  on  moving  the  right  shoulder. 
Kxamination  showed  restriction  of  motion  on 
the  right  side  of  the  chest  with  the  area  of 
resonance  in  expiration  lower  in  level  on  the 
right  sicie  than  on  the  left.  Percussion  note 
was  not  tympanitic  nor  hyper-resonant. 
Breath  sounds  over  right  lung  were  dimin- 
ished in  intensity,  with  tubular  breath  sounds 
in  some  areas.  Diagnosis  of  pneumothorax 
was  made,  the  patient  advised  to  rest  as  much 
as  possible,  and  the  chest  was  strapped.  Tw'o 
days  later  temperature  was  still  normal,  there 
was  no  dyspnea  and  only  occasional  pain. 
Fluoroscopy  on  this  day  showed  clearly  the 
pneumothorax  partially  compressing  the  lung 
from  apex  to  base.  On  8-13-31  examination 
confirmed  by  fluoroscopy  showed  only  an 
apical  collection  of  air.  Patient  then  left  for 
two  weeks’  vacation  at  the  seashore,  returned 
in  perfect  health,  and  has  remained  so  ever 
since.  The  interest  in  connection  with  this 
case  is  that  the  patient  at  no  time  went  to  bed 
because  of  his  illness,  but  merely  restricted 
his  physical  activity. 

(3)  H.  C.,  white,  male,  aet.  20.  On  2- 
1 6-32  while  doing  gymnastics  was  seized  with 
severe  attack  of  cough  lasting  five  minutes. 
Pain  in  the  chest  occurred  only  with  the 
cough,  and  was  of  a sharp  stabbing  nature. 
Shortness  of  breath  developed  rather  grad- 
ually and  on  his  way  home  patient  noted  he 
was  v^ery  short  of  breath.  On  reaching  home 
he  went  to  bed  and  remained  there  with  occa- 
sional attacks  of  cough  and  pain.  He  was 
comfortable  only  in  the  recumbent  position, 
sitting  up  made  him  very  short  of  breath. 
Examination  showed  marked  cyanosis  of  lips. 
The  chest  on  the  right  was  larger  and  im- 
mobile. Tactile  fremitus  was  absent,  per- 
cussion note  tympanitic.  Breath  sounds  were 
absent.  The  coin  sound  was  positive.  There 
was  a displacement  of  the  heart  to  the  left. 
The  patient  was  kept  in  bed  for  two  weeks 
under  observation.  There  was  no  fever  and 


after  a period  of  increased  respiration  and 
pulse  rate  which  lasted  for  two  days  the  pulse 
and  respirations  were  normal.  X-rays  taken  a 
few  days  after  onset,  showed  a large  pneumo- 
thorax completely  compressing  the  right  lung 
with  displacement  of  the  heart  to  the  left.  On 
discharge  there  was  little  evidence  of  re- 
expansion, and  examination  a month  after  on- 
set still  showed  a large  amount  of  air.  Expan- 
sion was  slow  and  the  definite  date  of  re- 
expansion not  noted,  but  by  the  end  of  April 
at  the  latest  the  air  was  all  gone.  Tuberculin  1 
milligram  intradermal  gave  a negative  reac- 
tion. Activity  was  limited  all  spring  but  in  the 
summer  patient  resumed  ordinary  activity  and 
is  at  present  attending  school  in  the  best  of 
health. 

(4)  F.  F.,  white,  male,  aet.  21.  On  12- 
9-32  w'hile  walking,  experienced  sudden  pain 
in  left  chest  with  shortness  of  breath.  Patient 
returned  home  and  went  to  bed.  Moderate 
pain  in  the  chest  continued,  and  he  was  un- 
able to  lie  on  the  left  side  because  of  short- 
ness of  breath.  There  was  occasional  unpro- 
ductive cough.  Examination  showed  no 
cyanosis.  The  chest  was  of  normal  contours, 
symmetrical  in  appearance  and  movement 
Tactile  fremitus  on  the  left  was  diminished, 
percussion  note  hyper-resonant,  and  there  was 
marked  reduction  in  cardiac  dullness  though 
no  displacement  was  noted.  Breath  sounds 
over  the  left  lung  were  much  diminished  in 
intensity  but  not  altered  in  pitch,  and  there 
were  no  rales.  No  coin  sound  was  obtained. 
Three  days  later  x-ray  showed  a partial  pneu- 
mothorax on  the  left,  producing  compression 
of  the  entire  lung  with  slight  displacement  of 
the  mediastinum.  Tuberculin  .01  mg  intra- 
dermal gave  a positive  reaction.  Temperature, 
pulse  and  respiration  were  normal  throughout 
the  period  of  observation.  After  ten  days  he 
was  discharged  to  go  home  though  there  was 
still  evidence  of  the  pneumothorax.  No  fur- 
ther observations  have  been  made  in  this  case 
but  he  is  reported  by  his  friends  as  being  in 
good  health. 

( 5 ) Through  the  courtesy  of  Dr.  G.  R. 
Maxwell,  Morgantown,  W.  Va.,  I am  able  to 
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report  a fifth  case  which  I had  the  privilege  of 
examining  on  5-17-33,  six  days  after  onset. 

The  patient  L.,  white,  male,  painter,  aet. 
40,  was  seized  with  sudden  chest  pain  and 
shortness  of  breath  while  stooping  to  pick  up 
his  morning  paper. 

He  sat  down  to  get  his  breath,  and  then 
went  in  to  apply  heat  to  the  right  chest,  think- 
ing he  had  indigestion.  He  experienced  no 
relief,  and  a few  hours  later  went  to  see  Dr. 
Maxwell.  Curiously  enough  he  was  more 
comfortable  while  walking  than  when  at  rest. 
After  examination  Dr.  Maxwell  made  the 
diagnosis  of  idiopathic  pneumothorax.  X-rays 
made  on  May  17,  1933,  showed  a complete 
collapse  of  the  right  lung,  with  some  medias- 
tinal shift  and  a normal  left  lung.  On  first 
examination  no  cyanosis  was  noted,  tempera- 
ture was  normal,  there  was  some  increase  in 
the  pulse  rate,  and,  while  at  rest,  no  evidence 
of  shortness  of  breath.  The  patient  was  put 
at  rest  for  a few  days  and  returned  to  work 
on  the  fifth  day,  experiencing  no  discomfort 
from  his  activity.  During  the  latter  part  of 
his  first  day  of  Illness  occasional  unproductive 
cough  appeared  and  some  pain  in  the  right 
neck. 

Examination  5-17-33  showed  no  cyanosis 
and  no  discomfort.  The  chest  was  symmetri- 
cal and  in  movement  showed  only  question- 
able slight  lagging  of  the  right  costal  margin. 
Fremitus  was  only  slightly  diminished,  not 
absent.  Percussion  showed  increased  resonance 
on  the  right  side,  not  marked,  with  a lower 
border  of  resonance  at  the  right  base  on  ex- 
piration. There  was  displacement  of  the  heart 
to  the  left.  Breath  sounds  were  practically  ab- 
sent on  the  right  save  over  the  upper  third 
where  the  sounds  were  distant,  low-pitched 
and  of  a cog-wheel  character.  'Fhere  were  no 
rales.  Coin  sound  was  negative. 

This  case  is  a perfectly  typical  one,  and 
there  is  every  expectation  that  its  outcome  will 
be  favorable. 

Nummary. — b’our  of  these  cases  of  pneumo- 
thorax  were  discovered  in  the  student  body  at 
West  Virginia  University  in  the  short  time  of 
two  years.  It  seems  obvious  that  this  disease 
entity  is  by  no  means  as  rare  as  has  been  sup- 


posed. The  chest  symptoms  that  the  first  of 
these  patients  experienced  were  so  slight  that 
one  could  easily  believe  that  many  similar 
cases  occur  and  are  never  diagnosed,  for  the 
simple  reason  that  they  are  never  seen  by  a 
physician.  The  brief  duration  of  symptoms 
in  some  cases,  due  to  rapid  reabsorption,  make 
it  difficult  for  the  patient  to  feel  that  anything 
very  serious  has  happened.  Careful  physical 
examination  is  necessary  of  course,  but  the 
x-ray  examination  is  of  chief  importance.  If  it 
can  be  established  that  the  disturbance  is  not 
due  to  tuberculosis  the  patient  will  then  be 
spared  the  time  consuming,  expensive  and  un- 
necessary regime  that  tuberculous  disease  in- 
volves. No  doubt  the  passage  of  a few  more 
years  will  find  idiopathic  pneumothorax  fully 
established  as  a disease  entity. 

Conclusions. — ( 1 ) Five  cases  of  idio- 
pathic pneumothorax  are  described. 

(2)  This  disease  should  be  considered 
non-tuberculous,  judged  by  the  benign  clini- 
cal course,  and  by  the  available  pathological 
and  x-ray  evidence. 

( I wish  to  express  my  thanks  to  Drs.  S.  J. 
Morris  and  W.  B.  Madera  for  their  aid  in  the 
x-ray  diagnosis  of  these  cases  and  to  Dr.  G.  R. 
Maxwell  for  the  opportunity  of  examining 
and  reporting  case  No.  5). 

'Discussion: 

G.  f.  Evans,  Hofemont:  Spontaneous  pneu- 

mothorax, whether  idiopathic  in  origin,  or  due  to  a 
definite  etiology,  has  proven  to  he  a more  common 
affliction,  since  the  widespread  use  of  the  Riientgen 
Ray.  It  may  occur  with  practically  no  symptoms 
or  signs,  or  it  may  he  heralded  in  with  profound 
shock.  In  analyzing  large  series  of  cases  of  spon- 
taneous pneumothorax,  it  has  been  found  that  most 
of  them  are  due  to  tulierculosis  or  other  apparent 
pulmonary  pathology.  'I'he  percentage  of  true  idio- 
pathic cases,  instances  where  a definite  etiologic 
factor  is  not  found,  is  low  and  their  origin  is  still 
open  to  conjecture.  Some  of  these  cases  are  prob- 
ably the  result  of  old  tuberculous  conditions,  which 
have  since  healed.  I he  residual  of  the  infection, 
the  pleural  adhesions,  under  stress,  has  caused  the 
pleural  tear  to  occur.  Many  cases  of  pneumo- 
thorax occur  in  children  and  in  infants  where  the 
possibilities  of  tuberculosis  are  negative.  .*\  differ- 
ential point  of  some  value  is  the  fact  that  most  tuber- 
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culous  pneumothoraces  are  followed  by  effusions  and 
empyema,  necessitating  aspirations.  In  the  idio- 
pathic type  effusions  are  rare. 

It  is  quite  probable  that  some  of  the  cases,  partic- 
ularly those  of  the  recurrent  or  bilateral  type,  may 
be  explained  on  a basis  of  bronchial  anomalies.  In 
this  connection,  Weiner  reports  an  infant  who  de- 
veloped pneumothorax  at  the  age  of  five  weeks. 
There  were  frequent  remissions  and  relapses  until 
death  occurred  at  five  months. 

Autopsy  findings  showed  a patent  bronchus,  the 
calibre  of  a lead  pencil,  extending  from  the  root  of 
the  lung  to  the  periphery  and  ending  in  an  invagina- 
tion of  the  pleura,  which  previously  had  been 
shielded  by  a few  webs  of  pleura.  This  condition 
may  occur  more  frequently  than  has  been  thought. 

R.  D.  Roller,  Charleston:  I have  two  cases 

which  I would  like  to  add  to  Dr.  Whittlesey’s.  One 
was  a man  31  years  of  age.  Up  to  1926  he  had 
been  in  perfect  health.  At  that  time,  he  suddenly 
had  a pneumothorax  on  his  left  side.  He  was 
treated  by  his  family  physician  as  though  he  had 
tuberculosis,  with  some  freedom  and  some  effort  on 
his  part  to  do  hLs  own  work  for  about  a year  and  a 
half.  At  the  end  of  that  time  he  went  back  to  work 
as  assistant  superintendent  of  mines.  Six  months 
after  this  he  had  a second  attack  from  which  he  re- 
covered. Two  years  after  this  he  had  a pneumo- 
thorax on  his  right  side  coming  out  of  a clear  sky. 
He  took  care  of  himself  for  about  two  weeks.  This 
was  in  1928.  Today  he  is  working  hard.  Satur- 
day he  came  in  for  a re-check  and  x-ray  of  his 
lungs.  There  was  no  evidence  of  tuberculosis.  As 
Dr.  Evans  says,  he  might  still  have  it  but  he  has 
never  been  treated  for  it. 

The  second  case  was  reported  in  the  West  Vir- 
ginia Medical  Journal.  The  patient  was  a woman 
who  had  hyperemesis  gravidarum.  While  vomiting 
she  developed  a severe  pain  and  dyspnoea  caused  by 
pneumothorax  of  the  right  side.  The  mediastinum 
was  dislocated  to  the  left  and  the  diaphragm  pushed 
down  with  the  liver  almost  to  the  crest  of  the  ilium. 
Attempts  were  made  to  save  the  baby  and  to  re- 
lieve the  pneumothorax  by  aspiration  but  unfortun- 
ately we  could  not  stop  the  vomiting  and  although 
the  air  would  clear  up  partially  she  would  have  an- 
other attack  of  vomiting  causing  a re-opening  of  the 
wound  in  the  pleura  and  she  would  have  another 
massive  collection  of  air.  We  found  it  necessary  at 
about  two  months  to  resort  to  a therapeutic  abor- 
tion. She  immediately  began  to  get  well  and  about 
six  months  after  that  she  had  gained  sixty  pounds 
in  weight  and  was  in  perfect  health.  As  she  stopped 


seeing  doctors  I do  not  know  more  about  the  care 
taken  of  her. 

Last  fall,  two  years  afterwards,  she  came  in, 
pregnant  again,  and  wanted  to  know  if  her  lungs 
were  all  right.  They  were  and  she  was  ultimately 
delivered  of  twins  normally  and  without  trouble. 
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HEART  DISEASE 

Heart  disease  presents  an  increasing  challenge.  In 
certain  directions  mankind  has  made  no  progress  in 
the  conquest  of  this  disease.  Troublous  times,  wars, 
revolutions,  misery,  crime  and  mad  haste  are  even 
greater  than  they  were  three  hundred  years  ago.  It 
is  not  known  for  a certainty  how  far  bad  habits  are 
responsible  for  the  increase  of  heart  disease,  if  in- 
crease there  is.  Dr.  Paul  D.  White  discusses  this 
challenge  in  an  article  appearing  in  the  Octboer 
Hygeia. 

Three  hundred  years  ago  science  was  still  deep  in 
the  dark  ages  so  far  as  the  heart  was  concerned ; 
heart  disease  in  man  was  almost  wholly  unrecog- 
nized. In  the  last  three  hundred  years  the  greatest 
advance  made  in  the  study  of  heart  disease  has  been 
in  the  field  of  recognition,  or  diagnosis.  Treatment 
is  now  being  given,  and  prevention  has  only  begun. 

Tw’o  hundred  years  ago  men  started  to  connect 
certain  things  like  shortness  of  breath  and  sudden 
death  with  diseases  of  the  heart. 

One  hundred  years  ago  much  progress  had  been 
made,  but  doubtless  more  than  half  of  all  cases  of 
heart  disease  were  unrecognized  or  incorrectly  diag- 
nosed. 

The  last  decade  of  the  nineteenth  century  brought 
forth  three  discoveries  helpful  to  the  diagnosis  of 
heart  disease.  They  include  ( 1 ) the  x-rays, 

(2)  an  instrument  to  measure  blood  pressure  and 

(3)  the  delicate  string  galvanometer  by  means  of 
which  the  electrical  activity  of  the  heart  muscle  may 
be  recorded  accurately  and  hidden  defects  often  of 
great  importance  may  be  discovered. 

At  the  present  time  it  is  a rare  case  of  important 
heart  disease  that  escapes  diagnosis  if  it  is  carefully 
studied. 
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CARBON  MONOXIDE  POISONING* 


'By  M.  H.  Maxwell,  M.  D., 
Keyser^  W . V a. 


^^arbon  monoxide,  as  a menace  to  life  and 
health,  has  come  into  prominence  with  the 
use  of  natural  and  artificial  gas  as  a fuel  in 
the  home  and  in  industry,  and  more  particul- 
arly with  the  development  of  the  internal 
combustion  engine.  The  number  of  victims  is 
apparently  increasing  due  to  the  more  exten- 
sive use  of  fuel  materials  under  forced  com- 
bustion and  to  carelessness  and  ignorance  on 
the  part  of  those  who  have  to  deal  with  it. 
The  public  generally  seems  to  know  little  and 
care  less  of  the  dangers  from  this  source.  A 
small  leak  at  a joint  in  a gas  line  or  about  a 
valve  5 the  fumes  given  off  from  an  open  stove 
that  is  not  connected  to  a flue,  and  even  the 
exhaust  from  an  automobile  are  treated  light- 
ly because  they  are  not  particularly  irritating 
and  the  amount  inhaled  seems  to  be  so  small. 
But  the  housewife,  with  only  a small  leak 
into  the  home,  is  in  danger  j and  the  man  who 
allows  a smoke  ring  to  be  painted  on  the  in- 
side of  his  garage  door  either  does  not  know 
the  danger  or  is  willing  to  take  a long  chance 
with  his  life. 

Carbon  monoxide  is  the  most  widely  dis- 
tributed of  all  present  day  poisons,  being 
found  in  natural  and  artificial  gas  and 
wherever  organic  matter,  such  as  oil,  gas,  coal 
or  vegetable  matter  is  burned,  the  amount 
given  off  depending  partly  upon  the  matter 
consumed  but  chiefly  upon  the  conditions 
under  which  oxidation  takes  place.  It  is  found 
in  large  quantities  around  founderies,  in  the 
smoke  from  furnaces  that  are  improperly  ven- 
tilated and  in  the  exhaust  from  automobile 
engines.  Fortuntaely  carbon  monoxide  is 
usually  mixed  with  other  gases  that  are  more 
or  less  irritating  to  the  mucous  membranes  so 
that  the  eyes  and  respiratory  tract  will  not 
tolerate  them  very  long  or  in  a very  concen- 
trated form. 


•Read  at  the  June  meeting  of  the  G.,  H..  H.  M.  County  Medical 
Society  at  Keyser.  \V.  Va. 


Carbon  monoxide  is  a tasteless,  odorless, 
invisible,  non-irritating  gas,  slightly  heavier 
than  atmospheric  air,  and  is  the  product  of  in- 
complete oxidation  of  organic  matter.  Com- 
plete oxidation  of  carbonaceous  materials  pro- 
duces CO^  which  is  not  poisonous,  but  if  oxid- 
ation is  not  allowed  to  go  on  until  the  carbon 
is  saturated,  CO  is  formed  which  is  highly 
poisonous. 

The  combustion  point  for  CO  is  higher 
than  that  of  other  inflammable  gases  with 
which  it  is  commonly  mixed  so  that  it  reaches 
the  outer  part  of  the  flame  largely  uncon- 
sumed and  if  the  flame  is  chilled  a large  part 
of  it  escapes  without  being  burned.  The  ex- 
plosion in  the  engine  of  an  automobile  quickly 
burns  the  more  rapidly  inflammable  part  of 
the  gasoline,  the  more  slowly  burning  CO  is 
chilled  and  is  given  off  in  the  exhaust,  of 
which  it  forms  about  7%.  The  open  gas 
stove,  in  common  use  in  this  section,  is  a pro- 
lific source  of  CO  and  unless  connected  with  a 
flue  is  a source  of  real  danger.  The  ordinary 
water  heater  gives  off  more  CO  than  the  open 
stove  in  proportion  to  the  amount  of  gas  used 
because  when  the  flame  reaches  the  coil  it  is 
chilled  and  the  remaining  CO  is  given  off  un- 
consumed. 

When  we  consider  the  small  amount  of 
CO  it  takes  to  cause  illness  and  death  our  re- 
spect for  it  mounts  rapidly.  Cecil,  in  his  text 
book  on  medicine,  gives  the  following  figures: 
If  the  concentration  of  CO  in  the  inhaled  air 
is  2 or  3 parts  in  1 0,000  it  may  cause  death  in 
from  5 to  6 hours.  If  it  be  7 to  10  parts  in 
1 0,000,  death  is  apt  to  occur  in  from  60  to  90 
minutes.  If  there  be  as  much  as  20  to  30 
parts  in  10,000,  death  may  take  place  in  30 
to  45  minutes,  and  if  the  proportion  be  50  to 
100  parts  in  10,000, — that  is  ]/>%  to  1%, — 
death  is  apt  to  occur  in  from  2 to  5 minutes. 
If  the  volume  of  breathing  be  Increased  by 
exercise  the  rate  of  absorption  is  correspond- 
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ingly  increased  and  saturation  is  reached  in  a 
proportionately  shorter  time.  From  these 
figures  we  can  readily  understand  how  a man, 
having  started  his  engine  in  a closed  garage, 
and  then  deciding  to  do  a little  tinkering, 
might  be  so  affected  that  he  would  be  unable 
to  reach  the  open  air  before  becoming  uncon- 
scious. Such  cases  are  only  too  common. 
Kven  out  of  doors,  in  congested  city  traffic, 
the  danger  from  CO  is  recognized. 

The  affinity  of  CO  for  hemaglobin  is  about 
300  times  greater  than  that  of  oxygen.  This 
combination,  called  carbonic-oxide  hemaglo- 
bin, is  a fairly  stable  one  and  for  this  reason 
the  exposure  to  even  a small  amount  over  a 
long  period  leads  to  an  accumulation  of  the 
poison  in  the  blood  and  tissues  accounting  for 
the  cases  of  chronic  CO  poisoning.  The  effect 
of  the  poison  is  largely  due  to  the  loss  in  ca- 
pacity of  the  blood  to  carry  oxygen,  but  there 
is  also  an  enormous  increase  in  nitrogenous 
metabolism  with  muscular  degeneration  said 
to  be  surpassed  only  by  phosphorus  poisoning. 

CO  gives  to  the  blood  a bright  red  color 
which  shows  through  the  mucous  membranes 
and  in  the  skin  belying  a real  antemia  that 
usually  accompanies  or  follows  the  poisoning. 
The  hemaglobin  estimation  is  high  due  to  the 
cherry-red  color  of  the  carbonic-oxide  hema- 
globin, and  the  red  cell  count  not  infrequently 
ranges  from  5,000,000  to  7,000,000  or  more 
per  c.m.m.  In  about  70%  of  the  cases  the 
urine  contains  a reducing  substance,  sometimes 
sugar  and  in  others  has  been  reported  as 
glycuronic  acid.  Albumen  is  also  occasionally 
found  in  the  urine. 

Post  mortem  findings  consist  chiefly  of 
pneumonic  changes  in  the  lungs  and  fatty  de- 
generation in  the  heart,  liver  and  kidneys. 
Ecchymoses  in  the  brain  and  meninges  are  not 
uncommon.  Frequently,  in  the  chronic 
cases,  there  is  found  a peculiar  white  deposit 
of  undetermined  character  just  under  the  cor- 
tex of  the  brain.  This  is  known  as  the  white 
line  and  probably  has  something  to  do  with 
the  nervous  and  mental  changes  so  frequently 
observed  in  the  long-standing  cases. 

Cases  of  CO  poisoning  may  be  roughly 
divided  into  the  acute  and  chronic,  depending 


upon  whether  a large  quantity  has  been  in- 
haled quickly  or  whether  the  poison  has  been 
accumulating  over  a longer  period.  The 
symptoms  of  the  acute  cases  are  due,  almost 
entirely,  to  the  anoxemia  or  loss  of  oxygen 
from  the  blood  while  in  the  chronic  cases 
there  is  added  the  degenerative  processes 
throughout  the  body. 

The  symptoms  caused  by  rapid  inhalation 
are  headache,  vertigo,  dyspnea,  palpitation, 
and  a feeling  of  exhaustion.  Added  to  these 
in  the  more  severe  cases  are  cramps  in  the 
muscles,  pain  in  the  stomach,  blurring  of  the 
vision,  nausea  and  often  vomiting,  general 
muscular  weakness,  loss  of  consciousness  and 
death.  These  symptoms  vary  according  to 
the  amount  and  rapidity  with  which  the  gas 
has  been  absorbed.  To  inhale  a small  quan- 
tity slowly  may  cause  only  headache,  vertigo 
and  a sense  of  weakness,  while  to  inhale  a 
large  amount  quickly  may  cause  vertigo,  mus- 
cular weakness  and  loss  of  consciousness  so 
quickly  that  it  is  impossible  for  the  victim  to 
escape  to  a source  of  fresh  air.  To  be  ren- 
dered unconscious,  even  though  being  in  the 
gas  for  only  a short  time,  is  a serious  matter. 
Death  may  come  quickly,  or  the  patient  may 
be  resuscitated  only  to  die  suddenly  after  two 
or  three  days,  and  when  death  does  not  occur 
these  patients  are  left  physically  and  mentally 
impaired  for  weeks,  months  or  years.  Death 
in  these  cases,  is  due  to  respiratory  failure. 

When  the  gas  is  less  concentrated  and  is 
inhaled  over  a longer  timej  that  is,  for  days 
or  weeks,  the  symptoms  come  on  more  slowly 
and  increase  gradually  in  severity  and  are 
practically  the  same  as  those  accompanying  a 
secondary  anaemia.  These  patients  have  head- 
ache, tire  quickly,  complain  of  chilliness,  some 
vertigo,  palpitation  and  shortness  of  breath  on 
exertion,  dreams  and  ringing  in  the  ears.  In 
spite  of  the  symptoms  of  anaemia  their  color 
is  good,  the  hemaglobin  estimation  is  high 
and  the  red  cell  count  is  usually  above  normal. 
This  combination  of  symptoms  and  signs 
should  arouse  suspicion,  and  calls  for  a very 
careful  history  as  to  exposure  to  CO. 

The  chronic  form,  or  late  manifestations, 
presents  a quite  different  picture  because  the 
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symptoms  of  anoxemia  are  largely  over- 
shadowed by  those  of  the  degenerative 
changes  particularly  of  the  nervous  system. 
These  late  cases  are  apt  to  be  wrongly  diag- 
nosed or  go  unrecognized  unless  we  bear  in 
mind  this  condition  when  studying  those 
patients  who  look  full  blooded  and  strong  and 
are  yet  unable  to  work. 

Three  general  types  of  chronic  poisoning 
are  recognized.  The  ordinary,  the  perni- 
cious anaemia,  and  the  thyro-toxic  types. 

Symptoms  come  on  gradually  and  the 
effects  of  the  poisoning  are  usually  well  estab- 
lished before  the  patients  present  themselves 
for  treatment. 

In  the  ordinary  type  the  symptoms  are 
much  the  same  as  in  the  mild  acute  cases  ex- 
cept that  they  have  existed  over  a much  longer 
period.  The  headache  becomes  a daily  occur- 
rence, and  the  frontal  headache  is  replaced  or 
overshadowed  by  the  typical  CO  headache  at 
the  base  and  back  of  the  skull  for  the  relief  of 
which  the  head  is  drawn  back  and  down  as  far 
as  possible.  At  first  the  pulse  is  normal  but 
later  is  full  and  rapid.  The  skin  is  flushed. 
The  respiration  is  increased,  later  becoming 
irregular.  Other  symptoms  consist  of  dis- 
turbed gait,  tremor,  twitching  of  bundles  of 
muscle  fibers,  contractions  of  muscles  causing 
cramps  especially  in  the  legs  and  toes,  pain  in 
the  stomach,  heaviness  in  the  chest,  metallic 
taste,  shivering,  thirst,  a craving  for  sugar, 
loss  of  the  sense  of  smell,  nervous  and  emo- 
tional instability,  paresthesias  and  marked 
slowing  of  the  mental  processes,  neurasthenia, 
psychasthenia,  and  a hypertonicity  of  invol- 
untary muscles  causing  spasms  of  the  oeso- 
phagus and  ureters,  renal  colic  and  enter- 
cspasm. 

In  the  pernicuous  anaemia  type,  to  the 
symptoms  of  anaemia  are  added  glossitis,  ab- 
sence of  HCl  in  the  gastric  juice,  a low  hema- 
globin  and  red  cell  count;  but  the  blood  pic- 
ture is  different  and  a careful  history  shows 
the  true  cause  of  trouble. 

In  the  thyro-toxic  type  there  may  be  tre- 
mor, hot  flashes,  perspiring  hands,  hyper- 
active reflexes,  dilated  pupils,  positive  von 
Cira:fes’,  protruding  eye  balls,  widened  lid 


slits  and  disturbance  of  the  automatic  nervous 
system,  but  to  offset  these  there  is  a slow  pulse 
and  low  B.  M.  R. 

The  diagnosis  of  acute  CO  poisoning  is  easy 
for  the  cause  is  apparent.  The  chronic  cases 
may  be  mistaken  for  primary  or  secondary 
antemia,  encephalitis  or  other  forms  of  ner- 
vous disorders,  or  exhaustion  from  other 
causes  unless  the  possibility  of  exposure  to  the 
gas  is  carefully  brought  out, — and  the  ex- 
poure  may  date  back  a number  of  years. 

Prognosis  in  the  mild  cases  is  good,  recov- 
ery being  prompt  after  the  cause  is  removed. 
In  the  more  severe  cases  recovery  is  slower. 
The  life  of  the  normal  red  blood  cell  is  from 
20  to  30  days  but  the  CO  bearing  cells  are 
rapidly  destroyed  in  the  liver  and  an  antemia 
of  greater  or  less  severity  follows.  Those  ex- 
posed over  a long  time,  and  in  whom  exten- 
sive degenerative  changes  have  taken  place 
do  not  tend  to  improvement. 

The  summary  of  a few  of  the  cases  which 
have  come  under  my  observation  will  illus- 
trate the  various  points  of  interest. 

Two  men  were  working  with  a gang  plow 
drawn  by  a tractor.  There  was  some  trouble 
with  one  of  the  plows  that  required  adjusting 
occasionally,  which  was  done  with  the  motor 
running  and  the  exhaust  blowing  into  their 
faces.  After  several  exposures  of  several 
minutes  each  in  2 or  3 hours  both  became  sud- 
denly sick.  One  staggered  and  fell  but  did 
not  lose  consciousness.  He  was  taken  to  his 
home  and  kept  in  bed  for  the  remainder  of  the 
day.  He  was  weak  and  nervous  for  a few 
days  but  quickly  recovered.  The  other  man 
was  apparently  not  so  badly  affected  and  was 
taken  to  his  home.  , Several  hours  later  he 
walked  to  my  office  because  he  did  not  feel 
very  well.  While  there  he  became  too  weak 
to  stand,  nervous,  trembly,  nauseated  and  a 
severe  headache  developed.  I took  him  home 
and  put  him  to  bed.  He  became  very  short 
of  breath,  his  heart  became  irregular  and  he 
complained  of  severe  pain  in  his  stomach.  He 
was  very  restless  and  weak  and  I feared  that 
he  would  die.  It  was  a week  before  he  was 
able  to  be  out  of  bed,  and  it  took  him  more 
than  a month  to  recover. 
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Miss  1).  worked  in  a large  office  room 
where  people  were  constantly  coming  and 
going.  About  mid-summer  she  came  to  my 
office  saying  she  thought  she  needed  more  iron 
as  she  felt  very  much  as  she  did  when  1 had 
given  her  iron  for  simple  anx'mia.  She  had  a 
good  color  and  her  hemaglobin  was  well 
above  . Her  red  cell  count  was  above 
5,000,000  and  I became  suspicious  of  gas 
poisoning.  When  questioned  about  exposure 
to  gas  she  denied  the  possibility  both  in  the 
home  and  office.  The  man  at  her  office  as- 
sured her  that  there  was  no  leak.  When  she 
came  again  1 insisted  that  she  be  sure.  She 
returned  to  the  office  and  found  that  where  a 
gas  appliance  had  been  removed  the  cap  had 
not  been  put  on  tight  and  the  leak  would  sup- 
port a flame  about  two  inches  high.  She  went 
on  her  vacation  about  this  time  and  after  two 
weeks  came  back  in  good  shape. 

Mrs.  K.  whom  1 was  treating  for  another 
condition  came  in  at  one  of  her  regular  visits 
complaining  that  she  was  very  much  worse. 
She  had  an  intense  headache  every  day,  was 
weak  and  nervous,  short  of  breath,  had  pal- 
pitation of  the  heart  and  horrible  dreams. 
Her  hemaglobin  was  68%  and  the  red  cell 
count  5,240,000.  She  acknowledged  that 
there  was  a small  leak  at  her  kitchen  stove 
which  she  had  recently  purchased,  but  not 
enough  to  amount  to  anything.  I went  to  in- 
vestigate and  found,  in  a small  kitchen,  quite 
a large  leak  at  one  of  the  valves  to  the  stove. 
It  was  with  difficulty  that  I could  convince 
her  that  this  was  the  cause  of  her  trouble.  The 
leak  was  stopped  and  it  took  her  about  two 
months  to  recover. 

The  next  two  cases  were  not  so  fortunate. 

E.  R.,  age  38,  was  reared  on  a farm.  Was 
always  robust  and  strong.  Left  the  farm  at 
1 8 and  worked  in  a novelty  store  for  four 
years.  He  then  went  to  Pittsburgh  where  he 
has  since  lived.  At  his  work  as  traveling 
salesman  he  used  a car  in  which  the  odor  of 
the  exhaust  was  always  noticeable.  There  was 
a leak  in  the  gas  furnace  in  his  home  and  he 
smoked  8 to  1 0 cigars  a day.  Frequently,  often 
several  times  a day  while  driving,  he  would 
get  a headache  and  become  so  sleepy  and  dizzy 


that  he  would  have  to  stop  and  get  out  into 
the  open  air.  His  health  gradually  failed 
and  his  condition  was  such  that  he  had  to  give 
us  his  work  20  months  before  I saw  him. 
After  being  treated  by  his  physician  for  a time 
he  went  to  an  internist  who  told  him  that  he 
found  nothing  wrong  but  a slight  ptosis  of  the 
colon  and  apparently  an  old  scar  in  the 
stomach  as  of  an  ulcer  that  had  healed. 

He  complained  of  indigestion  with  a feel- 
ing of  fullness  and  gas  in  his  stomach.  His 
appetite  was  fair  and  he  took  a laxative  every 
day.  His  movements  and  speech  were  slow 
and  seemed  to  require  considerable  effort. 
His  gait  was  unsteady  and  there  was  an  almost 
entire  lack  of  initiative.  He  had  no  physical 
discomfort  except  in  his  stomach,  and  his 
symptoms  were  general  muscular  weakness, 
indigestion,  constipation,  loss  of  sexual  de- 
sire, disturbed  sleep,  nervousness,  and  mental 
irritability  and  depression. 

On  examination  there  was  little  to  find.  His 
tongue  was  coated.  There  was  an  atrophy  of 
both  testicles  due  to  mumps.  His  prostate  was 
slightly  enlarged.  The  K.  K.  was  hyperactive. 
The  Hgb.  was  85%-,  white  cells,  5200 j red 
cells  7,084,000,  and  the  B.  M.  R.,  plus  10. 

There  was  no  history  of  previous  illness 
except  the  childhood  diseases,  and  diphtheria 
and  pneumonia  between  the  ages  of  1 8 and 
22.  His  trouble  had  developed  slowly. 
There  was  a very  definite  history  of  exposure 
to  CO  over  a long  period.  His  symptoms 
were  those  of  muscular  and  nervous  deterior- 
ation. His  hgb.  was  fairly  high  j his  red  cells 
were  extremely  high,  and  his  basal  rate  nor- 
mal so  I felt  safe  in  making  a diagnosis  of 
chronic  CO  poisoning.  He  later  consulted 
three  neurologists  in  Pittsburgh  and  each  of 
them  said  that  his  condition  was  due  to  sleep- 
ing: sickness.  Two  of  them  claimed  to  have 
made  their  diagnoses  when  they  saw  him  walk 
into  their  offices. 

It  has  been  four  and  a half  years  since  I 
first  saw  this  man  and  his  condition  has  not 
materially  changed  in  that  time. 

M.  J.,  age  30,  came  from  the  southern  part 
of  the  state  complaining  of  weakness  and  loss 
of  weight.  He  had  been  a plumber  for  8 
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years  and  admitted  that  he  was  very  careless 
with  gas  in  his  work.  He  used  an  old  auto- 
mobile in  which  the  exhaust  would  often  be 
so  dense  that  he  would  have  to  put  his  head 
outside  so  he  could  breathe.  For  three  years 
his  strength  had  been  failing.  His  symptoms 
consisted  of  loss  of  weight  and  strength, 
nausea  and  vomiting,  gastric  distress  and  pain 
in  the  abdomen,  a sense  of  fullness  in  the 
chest,  headache,  dreams,  chilliness,  vertigo, 
ringing  in  the  ears  and  disturbed  sleep. 

His  color  was  unusually  red.  His  B.  P.  was 
100-60.  There  was  a slight  thickening  of 
the  thyroid.  His  hgb.  was  80%  ; white  cells 
8000,  and  red  cells  7,640,000.  He  was  so 
weak  and  short  of  breath  that  he  could  not 
walk  more  than  three  or  four  blocks  without 
becoming  exhausted.  I heard  from  him  about 
six  months  later  and  there  had  been  no  im- 
provement in  his  condition. 

In  these  last  two  cases,  due  to  the  high  red 
cell  count,  there  might  have  been  a suspicion 
of  Polycythemia  Vera,  but  there  was  no  en- 


largement of  the  spleen  and  no  engorgement 
of  the  blood  vessels.  Neither  was  the  hgb. 
nor  the  red  cell  count  as  high  as  is  found  in 
Erythremia  where  the  hgb.  is  usually  from 
100  to  150%  and  the  red  cell  count  between 
7,000,000  and  1 1,000,000  per  c.m.m. 

Treatment. — In  the  mild  cases  nothing  is 
required  but  to  get  the  patient  into  fresh  air. 
The  more  severe  acute  cases  need  rest  and  an 
abundant  supply  of  oxygen.  If  the  patient  has 
lost  consciousness,  artificial  respiration  may  be 
necessary;  and  w'here  the  facilities  permit  a 
blood  transfusion  relieves  the  symptoms 
quickly  and  may  save  the  life.  Recently  it 
has  been  found  that  the  intravenous  injection 
of  a \ % solution  of  methylene  blue  is  a spec- 
ific remedy.  This  can  be  obtained  from  the 
various  drug  houses  in  50  c.  c.  ampoules. 

For  the  ansemia  the  various  preparations  of 
iron  answer  well.  In  the  chronic  cases,  where 
the  degenerative  changes  have  taken  place, 
there  seems  to  be  no  remedy  to  alleviate  the 
condition. 


CANCER  OF  THE  BREAST* 


Stuart  McGuire,  M.  D. 
McGuire  Clinic y Richmond y Virginia 


XT  Then  I first  began  my  professional  work 
the  majority  of  patients  with  breast 
tumors  that  came  to  me  were  advanced  cases 
of  cancer,  and  the  question  was  simply  one  of 
treatment.  With  the  education  of  the  pro- 
fession and  public,  the  majority  of  cases  of 
real  or  supposed  disease  of  the  breast  that  now 
come  to  me  are  not  malignant,  and  the  ques- 
tion is  largely  one  of  diagnosis.  I do  not  know 
of  any  opinion  that  a surgeon  is  called  on  to 
express  which  entails  greater  responsibility 
than  the  advice  he  gives  a woman  with  a bor- 
der line  condition  of  the  breast.  If  she  has 
chronic  cystic  mastitis,  and  an  operation  is  ad- 
vised, she  is  subjected  to  unnecessary  suffer- 
ing and  mutilation.  If  on  the  other  hand  she 
has  early  cancer,  and  an  operation  is  not  ad- 

*Rcad before  the  Kanawha  Medical  Society,  Charleston.  April  11, 
1933. 


vised,  she  is  denied  the  only  chance  of  a cure 
and  her  life  is  sacrificed. 

There  is  a group  of  breast  cases  in  which 
it  is  impossible  to  make  a positive  diagnosis 
between  benign  and  malignant  disease.  In 
these  cases  there  is  an  almost  irresistible  temp- 
tation to  put  off  reaching  a decision  and  to  tell 
the  patient  to  come  back  for  further  examina- 
tions. I confess  to  having  yielded  to  this 
weakness,  but  1 have  always  had  reason  to 
regret  it.  1 have  not  found  it  easier  to  reach 
a decision  after  two  or  three  examinations  than 
1 would  have  done  in  the  first  instance,  and 
the  patient  has  been  made  to  suffer  psychically 
and  physically  by  the  delay. 

If  the  growth  is  cancer  there  is  the  danger 
of  dissemination  of  malignant  cells  by  the 
massage  of  frequent  examinations.  It  is  safer 
to  excise  a doubtful  tumor  at  once  rather  than 
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submit  It  to  repeated  manipulations  by  the 
patient,  doctor  or  consultant. 

A surgeon  of  experience  can  usually  separ- 
ate cases  into  two  classes,  first,  those  which 
are  obviously  not  malignant  and  second,  those 
which  are  possibly  or  probably  malignant. 
Practically  this  is  all  that  is  necessary  for  him 
to  do  in  order  to  give  intelligent  advice.  If 
the  case  is  plainly  not  malignant,  but  the 
symptoms  due  to  chronic  cystic  mastitis,  inter- 
costal neuralgia  or  a phobia,  the  result  of 
cancer  propaganda  or  the  death  of  a friend 
from  the  disease,  the  patient  should  be  told 
she  has  no  serious  trouble  and  does  not  need 
an  operation.  If  on  the  other  hand,  owing 
to  the  presence  of  a tumor,  the  case  is  possibly 
or  probably  malignant,  the  patient  should  be 
urged  to  have  the  growth  removed  and  ex- 
amined in  order  that  an  early  radical  opera- 
tion may  be  done  if  it  is  found  to  be  malig- 
nant. 

Every  surgeon  knows  from  experience  that 
his  pre-operative  diagnosis  of  a breast  tumor 
often  proves  to  be  wrong.  Growths  which  he 
believed  to  be  benign  proved  malignant,  and 
those  he  thought  malignant  prove  benign.  He 
can  therefore  truthfully  tell  the  patient  he 
does  not  know  what  the  result  of  the  biopsy 
will  be.  Driven  by  the  fear  of  cancer  on  the 
one  hand  and  encouraged  by  the  hope  the  dis- 
ease may  prove  benign  on  the  other,  the 
woman  will  usually  consent  to  an  exploratory 
incision  with  the  understanding  that  it  is  to 
be  followed  by  a radical  operation  if  found 
necessary. 

When  a patient  consults  a surgeon  for  a 
supposed  disease  of  the  breast  the  plan  to  be 
pursued  is  as  follows:  First,  ascertain  her 

history  and  symptoms;  second,  make  a physi- 
cal examination  of  her  breasts  by  inspection, 
palpation  and  transillumination;  and  third,  if 
surgery  is  indicated  have  the  usual  study  of 
her  general  condition  made  to  ascertain  the 
safety  of  the  operation. 

The  patient’s  history  and  symptoms  can 
i usually  be  secured  more  quickly  and  the  facts 
1 in  more  logical  sequence,  by  a series  of  ques- 
I tions  than  can  be  done  by  listening  to  her  often 
[ discursive  narrative.  How  old  are  you.? 


Are  you  married  or  single?  If  married  how 
many  children?  Did  you  have  an  abscess  or 
other  trouble  with  your  breast  while  nursing 
any  of  your  babies?  What  about  your  mens- 
trual functions?  Do  your  breasts  get  tense, 
tender  or  painful  at  the  time  of  your  monthly 
period?  Do  you  recall  any  injury  to  your 
breast?  How  did  you  discover  the  lump  in 
your  breast?  Was  it  by  accident  or  were  you 
looking  for  trouble?  Did  you  have  any  pain 
before  you  found  the  lump?  Do  you  have 
any  pain  or  tenderness  now?  Has  the  lump 
increased  in  size?  Do  you  have  any  discharge 
from  the  nipple?  Finally  comes  the  question 
of  the  history  of  cancer  in  other  members  of 
her  family.  I know  that  the  Society  for  the 
Control  of  Cancer  desires  to  emphasize  two 
facts — one  that  cancer  is  not  contagious,  the 
other  that  it  is  not  hereditary.  I agree  to  the 
first  but  I am  not  so  sure  of  the  second.  Com- 
mon observation  makes  it  obvious  that  cancer 
runs  in  families,  and  if  the  patient  in  question 
has  had  several  near  relatives  to  die  of  the 
disease  that  fact  must  be  one  of  the  factors  in 
making  a diagnosis  in  the  case. 

The  history  and  symptoms  having  been 
secured,  the  patient  Is  turned  over  to  a nurse 
who  strips  her  to  the  waist  and  so  drapes  her 
with  a sheet  that  she  can  be  examined  in  either 
the  erect  or  recumbent  position. 

Inspection  notes  the  size  and  contour  of  the 
breasts,  whether  they  are  on  the  same  level 
and  if  they  move  equally  with  corresponding 
motions  of  the  arms.  The  nipples  are  in- 
spected to  see  whether  one  or  both  are  re- 
tracted and  if  there  is  any  discharge,  eczema 
or  other  irritation. 

Palpation  should  be  made  with  the  flat 
hand  pressing  the  breast  against  the  chest 
wall.  Do  not  pick  up  the  breast  at  the  peri- 
phery as  this  will  give  a false  impression  of 
a tumor  mass.  Palpate  the  whole  breast,  the 
opposite  breast  and  the  axillary  spaces  as  well. 
A patient  in  endeavoring  to  locate  a lump  for 
the  surgeon  will  often  sit  up  on  the  table  say- 
ing she  cannot  find  it  when  lying  down.  This 
indicates  the  necessity  of  palpating  the  breast 
not  only  in  the  recumbent  but  also  in  the  erect 
position. 
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Transillumination  is  a comparatively  new 
method  of  examining  the  breast  and  in  some 
cases  gives  valuable  information.  It  is 
analagous  to  the  light  test  used  in  diagnosing 
diseases  of  the  sinuses  and  tumors  of  the 
scrotum.  It  is  carried  out  in  a dark  room  by 
placing  a small  electric  lamp  beneath  the 
breast  and  noting  the  shadows  or  opacities 
that  may  be  seen  in  the  tissues.  This  method 
is  especially  applicable  in  large  and  pendulous 
breasts. 

There  are  many  pathological  conditions 
which  may  be  responsible  for  lumps  in  the 
breasts.  The  three  most  common  are  fibro- 
adenoma, chronic  cystic  mastitis  and  carci- 
noma. 

A fibro-adenoma  is  a smooth,  globular, 
freely  movable  tumor.  It  is  a benign  and 
painless  growth,  but  every  tumor  of  the  breast 
should  be  removed,  as  there  is  always  the 
possibility  of  an  error  in  the  diagnosis  and 
there  is  danger  of  malignancy  developing 
later  from  the  irritation  of  its  presence.  The 
submammary  incision  suggested  by  Warren  is 
especially  desirable  in  these  cases. 

Chronic  cystic  mastitis  may  involve  a limit- 
ed area  of  the  breast,  the  whole  breast  or  both 
breasts.  It  often  causes  pain  which  is  worse 
at  the  menstrual  period.  The  term  “masti- 
tis” is  unfortunate  as  the  disease  is  not  in- 
flammatory or  neoplastic,  but  is  probably  an 
involution  change  in  which  fibrous  tissue  and 
retention  cysts  are  formed.  Chronic  cystic 
mastitis  may  result  in  a single  cyst,  the  so- 
called  “blue  domed  cyst”  or  in  a number  of 
small  hard  cysts,  the  “shotty  breast”,  or  in  a 
number  of  larger  cysts,  the  “lumpy  breast.” 
A blue  domed  cyst  should  be  excised  for  the 
same  reason  a benign  adenoma  should  be  re- 
moved, but  “shotty”  or  “lumpy”  breasts 
should  not  be  operated  on  except  in  cases 
where  there  is  doubt  as  to  the  nature  of  the 
disease.  The  treatment  of  painful  chronic 
cystic  mastitis  is  trying  and  unsatisfactory,  but 
mutilating  surgery  is  rarely  justifiable. 

Cancer  of  the  breast  in  its  advanced  stage 
presents  an  unmistakable  picture,  liut  very 
early  cancer  gives  only  the  signs  of  a benign 
tumor.  At  first  it  is  a simple  lump,  movable, 


painless  and  apparently  innocent.  Slowly  it 
sinks  its  claws  in  the  flesh  of  its  victim  and 
becomes  more  or  less  fixed.  Extension 
through  the  lymphatics  causes  adhesion  or 
dimpling  of  the  skin,  retraction  of  the  nipple 
and  enlargement  of  the  lymph  nodes  of  the 
axilla.  Lucky  the  patient  who  discovers  the 
disease  early,  and  wise  the  surgeon  who  ad- 
vises an  exploratory  operation  without  waiting 
until  a positive  diagnosis  can  be  made.  Theo- 
retically there  is  a time  when  all  cases  of 
cancer  of  the  breast  can  be  cured.  Practically 
there  comes  a time  when  none  of  them  can  be 
helped. 

The  prognosis  in  cancer  of  the  breast  de- 
pends on  a number  of  factors: 

F'irst:  The  age  of  the  patient.  Cancer  is 

much  more  likely  to  recur  in  a young  patient 
with  active  lymphatics  than  in  an  elderly 
patient.  Cancer  is  a hopeless  disease  when  it 
attacks  a pregnant  or  lactating  woman.  Para- 
doxical as  it  may  sound,  an  old  woman  with 
cancer  has  a longer  expectancy  of  life  than  a 
young  woman. 

Second:  The  type  of  cancer.  There  are 

said  to  be  fifty-four  varieties  of  cancer,  and 
some  pathologists  have  attempted  to  divide 
them  into  four  groups.  There  is  no  doubt 
certain  cancers  are  more  virulent  than  others. 
The  scirrhus  type  is  of  slower  growth  and 
less  likely  to  recur  than  the  encephaloid  type. 
Cancer  originating  in  the  upper  outer  qua- 
drant of  the  breast  is  more  fatal  than  those 
beginning  elsewhere. 

Third:  The  time  of  operation.  Early 

operations  done  before  there  is  demonstrable 
involvement  of  the  axillary  glands  give  much 
better  final  results  than  late  operations.  When 
the  axillary  glands  are  enlarged  but  movable, 
there  is  still  a chance  of  cure.  They  may  be 
septic  and  not  malignant.  When  the  axillary 
glands  are  enlarged  and  fixed  or  when  the 
supraclavicular  glands  are  involved  the  case 
is  hopeless.  Sometimes  it  is  justifiable  to  do 
a palliative  operation  on  these  patients  to  re- 
lieve local  symptoms,  but  these  operations 
usually  shorten  life. 

b'ourth:  Fhe  completeness  of  the  opera- 

tion. Other  things  being  equal,  the  result  of 
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an  operation  for  cancer  depends  on  the  com- 
pleteness with  which  the  disease  is  removed. 
It  is  needless  to  say  a competent  surgeon  will 
get  a higher  percentage  of  cures  than  an  in- 
competent one. 

Fifth:  Certain  unknown  factors  such  as 

the  resistance  of  the  patient.  All  surgeons 
ha\'e  occasionally  done  a comparatively  in- 
complete operation  on  what  seemed  to  be  a 
hopeless  case  and  had  the  patient  recover  and 
stay  well.  Again  he  has  done  a complete 
and  satisfactory  operation  on  an  early  and 
favorable  case  and  had  a rapici  recurrence  and 
speedy  death.  The  only  explanation  of  the 
above  results  is  to  attribute  them  to  resistance, 
immunity,  susceptibility,  or  other  conditions 
designated  by  terms  which  we  employ  to  cloak 
our  ignorance. 

Often  in  cancer  of  the  breast  a radical 
operation  can  be  undertaken  without  hesita- 
tion on  the  clinical  symptoms  alone.  Again  a 
radical  operation  is  not  justifiable  without  ex- 
ploring the  suspicious  lump.  If  the  mass  is 
small  it  had  better  be  completely  removed 
together  with  some  of  the  surrounding  tissue. 
If  it  is  large  it  should  be  incised  and  a speci- 
men cut  from  the  substance  of  the  growth. 
It  has  long  been  thought  that  incision  into  a 
malignant  tumor  is  a very  dangerous  pro- 
cedure, but  animal  experimentation  has  shown 
that  this  fear  is  unfounded,  especially  if  the 
exploration  of  the  growth  is  followed  prompt- 
ly by  the  amputation  of  the  organ  In  which  It 
is  located.  Frequently  after  removing  a 
specimen  a surgeon  can  make  a positive  diag- 
nosis of  cancer  by  the  gross  appearance  of  the 
tissue.  It  is  always  advisable,  however,  to 
have  the  pathologist  make  a microscopic  ex- 
amination by  the  frozen  section  method  which 
only  takes  from  five  to  seven  minutes  to  com- 
plete. 

The  radical  operation  for  cancer  of  the 
breast  consists  in  the  removal  of  the  breast, 
the  underlying  pectoral  muscles  and  the 
axillary  fat  and  lymph  nodes  in  one  connected 
piece.  I have  given  up  the  butterfly  skin  in- 
cision advocated  by  Jackson,  Rodman  and 
others  and  gone  back  to  the  elliptical  incision. 
I do  not  remove  as  wide  an  area  of  skin  as 


recommended  by  Halstead,  as  it  is  unneces- 
sary in  early  cases  and  useless  in  late  ones, 
consequently  I do  not  have  to  use  skin  grafts. 

After  the  operation  is  completed,  two  large 
marine  sponges  which  have  been  immersed  in 
bichloride  solution  are  wrung  as  dry  as 
possible  and  placed  over  the  dressings.  These 
are  bound  tightly  to  the  chest  wall  so  that  by 
their  resiliency  a gentle  uniform  pressure  is 
exerted  which  holds  the  surfaces  of  the  wound 
together  and  minimizes  the  danger  of  bleed- 
ing. 

The  arm  of  the  affected  side  is  not  con- 
fined but  is  left  free,  and  the  patient  is  en- 
couraged to  use  it.  This  prevents  the  sore- 
ness, stiffness  and  swelling  from  which 
patients  formerly  suffered  when  the  arm  was 
included  in  the  bandages. 

I do  not  have  my  breast  patients  treated 
with  x-ray  before  operation  because  of  the 
delay  it  would  entail,  the  nausea  and  weak- 
ness it  might  cause  and  the  possibility  of  der- 
matitis which  would  interfere  with  healing. 
I do  have  them  given  intensive  series  of  x-ray 
treatments  after  the  operation  whenever  it  is 
practical  to  do  so.  I know  that  statistics  pre- 
pared by  reliable  men  show  that  there  is  ap- 
parently little  or  no  difference  in  the  final 
results  in  patients  who  are  given  post-opera- 
tive x-ray  treatment  and  those  who  are  not  so 
treated.  But  if  it  does  no  good  it  does  no 
harm,  and  the  omission  of  the  treatment  in 
some  cases  might  subject  the  surgeon  to  criti- 
cism. I think  I have  certainly  seen  good  re- 
sults follow  x-ray  treatment  of  inoperable 
cases  of  cancer.  If  it  is  beneficial  after  re- 
currence why  not  before?  To  secure  the  best 
results  from  x-ray  treatment  the  patient  must 
have  the  benefit  not  only  of  an  adequate  ap- 
paratus but  also  of  a competent  operator. 

The  final  results  of  operations  for  cancer  of 
the  breast  are  unquestionably  much  better  to- 
day than  they  were  a generation  ago.  This  is 
not  due  to  an  improvement  in  technique,  but 
to  the  fact  the  surgeon  gets  his  cases  earlier. 
I do  not  believe  we  will  ever  be  able  to  do  a 
more  radical  or  complete  operation  than  the 
one  developed  by  Halstead  and  his  co- 
workers. If  we  are  not  able  to  improve  the 
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operation,  then  our  only  recourse  is  to  try  to 
improve  the  type  of  the  patient  on  which  the 
operation  is  performed. 

If  the  laity  can  be  educated  with  reference 
to  cancer  as  it  has  been  with  reference  to  ap- 
pendicitis, and  if  patients  will  seek  relief 
promptly  at  the  first  suspicious  symptoms, 
then  the  mortality  of  the  disease  can  be  cut 
in  half. 

Today  if  a woman  develops  cancer,  she 
enters  the  hospital  with  the  greatest  secrecy 
and  confides  in  the  surgeon  under  the  seal  of 


professional  confidence.  If  she  is  operated 
on  and  cured  no  one  ever  knows  the  nature 
of  her  trouble.  If  she  is  operated  on  and 
there  is  a recurrence,  she  dies  at  home  after  a 
long  illness,  the  character  of  which  eventually 
becomes  widely  known. 

The  reason  cancer  is  considered  a disgrace 
is  because  of  the  belief  in  its  tendencies  to  de- 
velop in  succeeding  generations.  The  reason 
cancer  is  considered  hopeless  is  because  the 
cures  are  concealed  and  failures  revealed.  The 
remedy  consists  in  education. 


AN  UNUSUAL  CASE  OF  PNEUMOCONIOSIS 


'Ey  Geo.  F.  Grisinger,  M.  D.,  T.  R.  Boling,  M.  D.,  Bert  Bradford,  B.  S. 
Rutherjord  Sanitanumy  Beckleyy  W . Va. 


J.  B.  a white,  man,  aged  45  was  admitted 
to  the  Rutherford  Sanitarium  on  June  1st, 
1933,  complaining  of  shortness  of  breath, 
cough  and  expectoration  of  about  nine  months 
duration.  The  family  history  and  history  of 
tuberculosis  contact  were  negative. 

Past  history  disclosed  pneumonia  and 
typhoid  in  childhood.  His  occupation  was 
construction  foreman  at  the  time  he  stopped 
work.  For  the  last  eighteen  years  patient 
had  worked  at  grading  roads,  in  rock  quarries, 
laying  concrete  streets  and  side  walks.  Two 
years  ago  he  was  construction  foreman  in 
drilling  through  white  stone,  type  of  rock  un- 
known. This  work  lasted  one  year.  He 
stated  that  the  dust  was  very  dense  in  this 
tunnel  and  when  they  came  out  at  night  their 
clothes  were  covered  with  fine  white  sand. 
In  drilling  they  used  no  water  or  masks.  He 
further  stated  that  the  members  worked  in 
this  construction  were  all  in  poor  health  at 
this  time.  For  the  next  nine  or  ten  months 
following  this  work  he  was  occupied  improv- 
ing roads  and  doing  patch  work  on  the  streets. 

Present  Illness. — This  started  nine  months 
before  admission  to  the  hospital.  At  the  onset 
he  was  taken  with  a bad  cold,  severe  coughing 
and  some  expectoration.  This  gradually  grew 
worse  and  the  patient  started  to  lose  weight. 
One  month  later  patient  entered  a hospital 
and  remained  two  weeks.  There  they  diag- 


nosed his  trouble  as  bronchitis,  and  made  an 
autogenous  vaccine  from  his  sputum.  This 
was  given  him  which  caused  a severe  reac- 
tion. Since  then  patient  had  remained  in  bed, 
having  night  sweats,  but  no  elevation  of  tem- 
perature. At  the  onset  of  the  trouble  he  ex- 
pectorated profusely,  but  at  the  time  of  ad- 
mission it  was  much  less. 

Physical  Examination. — Patient  was  well 
developed,  but  somewhat  emaciated.  He  was 
lying  on  his  right  side  and  was  very  dyspneic, 
pausing  between  each  word  to  catch  his 
breath.  The  scalp  was  negative.  Eyes: 
There  was  a complete  cloudiness  of  the  right 
lens  with  adhesions  to  the  iris.  Nose:  The 

nasal  mucosa  was  inflamed.  Teeth  were  in 
poor  hygienic  condition.  The  posterior 
pharynx  was  markedly  injected.  Neck: 
There  was  no  glandular  adenopathy,  but 
some  abnormal  venous  pulsations  were  notice- 
able. Chest:  Symmetrical,  but  expansion 

was  limited  bilaterally  and  there  was  practi- 
cally no  expansion  in  the  lower  half  of  both 
lungs.  With  each  inspiration  the  intercostal 
spaces  were  drawn  in  forcibly  in  the  lower 
two-thirds  of  the  chest.  The  chest  was  of  the 
obstructive  emphysematous  type.  Over  the 
lower  part  of  the  left  lung  there  was  hyper- 
resonance; the  entire  chest  was  fairly  reson- 
ant throughout.  On  auscultation  there  were 
scattered  areas  of  fine  crepitant  rales  at  the 
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aptices,  as  the  base  was  approached  they  be- 
came louder  and  more  confluent.  In  the 
lower  half  of  the  left  lung  the  character  of  the 
rales  changed,  they  were  more  atelectatic  in 
character  and  on  expiration  there  was  an  ex- 
piratory wheeze.  The  breath  sounds  on  both 
sides  were  broncho-vesicular  down  to  the 
second  Interspace,  but  below  this  point  they 
were  clearly  bronchial.  The  heart  was  some- 
what hypertrophied  and  the  muscular  tone 
was  weak.  The  valvular  sounds  were  hardly 
audible.  Blood  pressure  was  systolic  1 10  and 
diastolic  70.  Abdomen,  genitalia  and  extremi- 
ties were  normal.  On  admission  the  tempera- 
ture was  98. 

Laboratory  Findings. — The  urine  showed 
a trace  of  albumen,  an  occasional  pus  cell  and 
many  hyaline  casts.  The  blood  examination 
revealed  an  erythrocyte  count  of  5,190,000, 
hemoglobin  100%  (Dare)  Leucocytes  8,150, 
diiferential  count;  polynuclears  79%,  small 
lymphocytes  20%,  large  lymphocytes  1%. 
The  blood  sedimentation  rate  showed  a fairly 
rapid  fall  of  the  erythrocytes.  Sputum  exam- 
ination was  negative  for  tubercle  bacilli. 

X-ray  Report. — The  lower  half  of  each 
lung  shows  dense  consolidation  with  excep- 
tion of  the  costophrenic  angles  which  show 
some  evidence  of  air.  The  density  is  not 
quite  so  heavy  at  the  lung  periphery  as  around 
the  hilum.  Numerous  tubercles  can  be  seen 
in  the  upper  half  of  both  lungs  wflth  fairly 
clear  apices.  This  patient  seems  to  have  very 
little  breathing  space  due  to  the  dense  consoli- 
dation. Roentgenological  diagnosis:  Dense 

pulmonary  fibrosis,  probably  pneumoconiosis. 

The  patient  gradually  became  more  dys- 
pneic  and  on  the  third  day  after  admission  his 
temperature  went  to  99,  pulse  100,  respira- 
tion 40.  The  temperature  gradually  rose 
when  on  the  12th  day  just  before  he  died,  it 
was  1 03  and  respiration  was  60. 

Autopsy  Findings. — At  autopsy  the  lungs 
were  retracted  from  the  chest  wall.  The  heart 
was  markedly  enlarged.  Macroscopically  the 
lungs  were  hard  and  dense  and  showed  almost 
complete  consolidation  throughout,  and  the 
pleura  was  adherent  to  the  chest  wall  in  many 
places.  Some  crepitation  was  elicited  in  the 


apices  but  this  was  very  limited.  The  consoli- 
dation was  symmetrical  in  both  lungs.  The 
left  lung  weighed  1200  grams  and  the  right 
lung  1350. 

Pathologists  Report. — Tissue  study  re- 
vealed: Nodular  often  peribronchial  and 

perivascular  as  well  as  diffuse  fibrous  tissue 
overgrowth  is  present  in  all  the  sections.  Pro- 
liferating frequently  collagenizing  connective 
tissue  extends  interstitially  along  the  alveolar 
septa  producing  marked  thickening  of  the 
alveolar  walls  and  frequent  alveolar  collapse. 
In  areas  of  broad  or  diffuse  scars  and  granu- 
lation tissue,  semblance  of  lung  tissue  is  lost. 
These  areas  usually  show  diffuse  infiltration 
of  lymphocytes  and  macrophages  and  many 
of  the  latter  are  laden  with  black  amorphous 


Roentgenogram  shows  dense  bilateral  fibrosis. 


and  granular  pigment,  also  similar  extracel- 
lular pigment  as  well  as  broad  irregular 
crystalloid  particles  and  elongated  spicules 
are  present.  Collapsed  alveoli  are  lined  with 
large  swollen  epithelium  frequently  showing 
dissociation  and  desquamation.  There  are 
numerous  dilated  air  sacs  and  bronchi,  many 
of  which  contain  abundant  granular  and 
amorphous  acidophile  debris  as  well  as  de- 
generated epithelium  and  pigmented  macro- 
phages. Multinucleated  foreign  body  type 
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giant  cells  are  infrequently  seen  in  alveoli  and 
in  areas  of  granulation.  Throughout  the  sec- 
tions, including  the  less  fibrosed  lung,  the 
septa  are  thickened  and  infiltrated  with  mac- 
rophages and  the  alveoli  are  more  or  less 
filled  with  desquamated  epithelial  cells,  pig- 
mented and  non-pigmented  macrophages, 
and  fibrin-serum  coagulum.  The  pigment 
here  may  be  either  brown  granular  (blood 
pigment)  or  may  be  as  fine  and  coarse  black 
granules.  The  contents  of  many  alveoli  and 
bronchi  are  necrotic.  Especially  the  larger 
bronchi  and  blood  vessels  show  peribronchial 
and  perivascular  thickening  and  anthracotic 
scarring.  Many  vessels  show  intimal  and 
medial  hypertrophy  and  one  large  vein  is 
almost  occluded  by  eccentric  granulating  en- 
dophlebitis.  The  thickened  granulating 
pleura  together  with  an  underlying  broad 
zone  of  black  pigmented  lung  tissue  shows 
dense  fibrosis,  vascularity,  and  dilated  some- 
times occluded  lymphatics,  and  is  densely  in- 
filtrated with  lymphocytic  infiltration  of  the 
wall. 

The  ash  content  was  determined  by  grind- 
ing samples  of  lung  and  placing  them  in  an 
oven  at  100  C where  they  remained  until 
they  maintained  a constant  weight.  This  was 
then  heated  in  an  electric  furnace  until  all 
organic  material  was  destroyed.  The  residue 
was  weighed  and  calculated  as  the  total  ash. 
The  total  ash  was  then  treated  with  hydro- 
chloric acid  and  the  insoluble  portion  filtered 
off  and  weighed.  The  residue  was  acid  in- 
soluble ash.  In  order  to  assay  the  Insoluble 
ash  it  was  treated  with  hydrofluoric  acid,  and 
this  gave  us  our  silica  content  which  was 
50.5%.  The  total  ash  content  was  2.08%. 

Discussion. — This  is  an  interesting  case 
from  the  viewpoint  of  its  apparent  sudden 
onset,  and  the  dense  pulmonary  fibrosis.  Un- 
like the  average  case  of  silicosis,  which  over  a 
long  period  of  time  presents  symptoms  of  im- 
pending pulmonary  trouble  before  the  condi- 
tion becomes  actually  manifest,  this  case  gives 
a history  of  good  health  with  no  symptoms 
pointing  to  the  chest  until  nine  months  prior 
to  the  time  patient  was  admitted.  This  be- 
ginning Illness  was  attributed  to  an  acute  cold. 


The  question  that  arises  in  our  mind  is:  What 
were  the  defensive  forces  that  held  in  check 
the  developments  of  symptoms  pointing  t^ 
pulmonary  trouble  in  a case  with  such  a mas- 
sive dose  of  silica  dust  as  the  unusually  dense 
fibrosis  and  silica  content  of  the  lungs  would 
indicate.  It  seems  almost  incredible  that  a 
person  with  such  extensive  and  dense  fibrosis 
and  a pulmonary  silica  content  of  more  than 
50%  could  go  for  15  months  after  exposure 
wtihout  some  indication  of  pulmonary  disturb- 
ance. 


committee’s  work  in  food  department 
“When  I first  noticed  in  an  advertisement  the 
seal,  ‘Accepted,  American  Medical  Association, 
Committee  on  Foods,’  I wondered  just  what  it 
meant,  for  I surmised  that  it  might  mean  a great 
deal  to  me  personally,”  comments  Doris  W.  Mc- 
Cray in  an  article  introducing  a new  department, 
“A  Housewife  Looks  at  the  Committee  on  Foods,” 
which  will  bring  to  Hygeia  readers  the  work  of  the 
Comittee  on  Foods.  Mrs.  McCray  continues: 
“When  a recognized  scientific  organization  of 
the  magnitude  of  the  American  Medical  Association 
is  concerning  itself  with  my  problems  and  making 
it  possible  for  me  to  know  what  foods  are  good  for 
my  family,  I want  to  derive  every  advantage  from 
their  work. 

'Fhe  Seal  of  Acceptance  on  a food  article  assures 
the  purchaser  of  the  following  facts: 

“('rtj  That  the  food  article,  its  label,  all  related 
published  or  displayed  advertising  copy  of  any 
nature,  statement  of  physical  and  chemical  composi- 
tion, process  of  manufacture,  and  other  pertinent 
required  information,  have  been  submitted  to  the 
Committee  for  its  consideration. 

“( h)  That  all  ‘health’  or  nutrition  claims — either 
specific  or  hy  inference,  appearing  on  package  label, 
in  any  advertising  copy,. or  published  tu'  displayed  in 
any  other  form — harmonize  and  are  in  accord  with 
the  evidence  submitted  as  to  the  chemical  and  bio- 
logic values  of  the  finished  product  on  the  market. 

“fcj  "J'hat  evidence  has  been  submitted  that  the 
food  product  is  neither  adulterated  nor  misbranded 
under  the  terms  and  provisions  of  the  federal  Food 
and  Drugs  Act  and  other  federal  food  statutes. 

“fr/J  Fhat  claims,  other  than  those  of  a ‘health’ 
or  nutritional  nature,  offered  in  the  manner  men- 
tioned under  (b)  are  not  self  evidently  or  grossly 
exaggerateti,  false,  misleading  or  deceptive.” 
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TUBERCULOSIS  ABSTRACTS 

Furnithed  through  the  courrriy  of  the  Wett  Virginia 
Tubercuiotit  Ateoctation 


A symposium  on  silicosis  contributed  by  a 
group  of  distinguished  clinicians  and  research 
workers  occupied  a prominent  place  on  the 
program  of  the  annual  meeting  of  the  Na- 
tional Tuberculosis  Association  held  in  Tor- 
onto, June  27-30,  1933.  Extracts  of  the 
papers,  which  will  be  published  elsewhere 
later,  are  here  presented. 

Silicosis  and  Tuberculosis 

A.  J.  Lanza,  specialist  in  iiulustrial  medicine, 
stated  that  while  it  is  impossible  to  estimate  accur- 
ately the  prevalence  of  silicosis  in  the  general  pop- 
ulation, studies  among  employees  of  trades  with  a 
silicotic  dust  hazard  show  a high  tuberculosis  mor- 
tality among  them.  Much  of  this  excess  in  the 
tuberculosis  death  rate  may  be  ascribed  to  silicosis. 
In  a few  instances  the  prevalence  of  silicosis  has 
been  carefully  estimated,  but  the  rates  so  obtained 
cannot  be  applied  generally  because  industrial  con- 
ditions vary  so  widely.  However,  it  is  apparent  that 
silicosis  is  a widespread  industrial  hazard,  is  probably 
on  the  increase,  and  affects  to  an  appreciable  extent 
the  death  rate  among  industrial  workers  exposed. 

Professor  S.  Lyle  Cummins  of  \\"ales.  Adviser 
to  the  (British)  Tuberculosis  Research  Committee, 
which  recently  issued  an  epochal  report  on  tuber- 
culosis among  South  African  natives  engaged  in  gold 
mining,  stated  that  there  are  serious  lacunas  in  our 
knowledge  about  dust  diseases.  “Silicosis”  is  a state 
of  bilateral  lung  and  lymph-node  fibrosis,  for  the 
most  part  nodular  in  type,  resulting  from  the  inhala- 
tion and  the  retention  in  the  lung  of  the  dust  of  hard 
stone;  the  particles  being  in  such  fine  division  as  to 
enter  the  pulmonary  alveoli  and  ultimately  the  lung 
tissue  where  they  set  up  characteristic  changes  and 
determine  an  increased  liability  to  pulmonary  tuber- 
culosis. We  know,  too,  from  the  animal  experi- 
ments of  reliable  investigators,  that  free  silica  intro- 
duced into  the  tissues,  either  in  its  crystalline  form 
or  as  a soluton,  sets  up  inflammatory  processes  lead- 
ing on  to  fibrosis;  and  that  its  presence  acts  as  an 
adjuvant  to  the  local  multiplication  of  tubercle 
bacilli. 

In  South  Wales  coal  miners  suffer  with  a condi- 
tion corresponding  to  the  silicosis  of  metalliferous 
miners,  but  which  does  not  apparently  predispose 


to  fatal  lung  tuberculosis.  These  observations  ques- 
tion the  criteria  on  which  the  diagnosis  of  silicosis 
is  usually  made.  Studies  among  gold  miners  in 
South  .Africa  provide  much  accurate  information. 
I he  dust  inhaled  by  miners  on  the  Rand  contains 
other  elements  than  free  silica.  Some  of  the  ele- 
ments of  these  complex  dusts  may  be  adjuvants  to 
the  action  of  free  silica  and  others  may  tend  to 
neutralize  it.  We  need,  said  Dr.  Cummins,  a scien- 
tific “recessional”  in  which  to  reexamin..  with  an 
open  mind  many  of  the  generalizations  nt..v  ac- 
cepted as  current  coin  in  relation  to  silicosis  and 
“miners”  phthisis. 

Pulmonary  tuberculosis  so  readily  complicates 
simple  silicosis,  said  A.  R.  Riddell  of  Toronto,  that 
silicotic  fibrosis  rarely  reaches  advanced  stages  with- 
out its  occurrence.  Simple  silicosis  seldom  occa- 
sions conscious  disability  unless  the  fibrosis  is  ad- 
vanced. 

Clinical  signs  in  silicosis  are  those  common  to 
fibrosing  lung  conditions  and  therefore  not  charac- 
teristic except  that  they  generally  occur  throughout 
the  chest  and  are  not  confined  to  circumscribed 
areas.  A lessening  of  the  breath  sounds  or  blanket- 
ing together  wdth  a shortening  of  the  inspiratory 
phase,  which  is  at  the  same  time  raised  in  pitch,  has 
diagnostic  value.  X-ray  shadows,  when  considered 
in  conjuction  with  a clear  history  of  exposure,  are 
diagnostic. 

The  teaching  that  tuberculosis  arising  among 
those  in  silica  trades  is  not  infectious  cannot  be  uni- 
versally entertained.  The  author  has  found  as  great 
an  amount  of  infection  among  the  wives  and  chil- 
dren of  tuberculous  silicotics  as  among  those  in  con- 
tact with  ordinary  tuberculosis. 

Leroy  U.  Gardiner  of  Saranac  presented  a pic- 
ture of  the  pathological  sequence  following  inhala- 
tion of  silica  dust.  Autopsy  material  in  this  country 
is  rare,  but  this  lack  is  compensated  to  some  degree 
by  the  fact  that  silicotic  conditions  can  be  repro- 
duced in  experimental  animals. 

The  first  reaction  to  inhaled  silica  is  non-specific 
and  is  probably  the  same  for  any  type  of  dust.  It 
consists  of  accumulations  of  phagocytes  in  the  sub- 
pleural  air  spaces  accompanied  by  a slight  thicken- 
ing of  their  walls.  By  x-ray  this  may  be  visualized 
as  a slight  diffuse  haze  beneath  the  pleura  in  the 
mid-portions  of  the  lungs. 

Phagocytes  carry  the  silica  to  lymphoid  tissue 
within  the  lung  and  the  mediastinum  where  nod- 
ules of  fibrous  tissue  develop  which  compress  the 
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lymphatic  vessels  and  interfere  with  the  flow  of 
lymph.  Pragocytes  pass  through  the  walls  of  the 
lymphatics  and  excite  fibrosis  in  the  areolar  tissue 
about  them.  In  the  roentgenogram  the  thickened 
vascular  trunks,  beaded  by  minute  nodules  of  specific 
reaction,  are  now  clearly  discernable.  Nodules  in 
the  tracheobronchial  nodes  enlarge  these  structures 
and  widen  the  mediastinal  shadow. 

When  lymphatic  obstruction  is  advanced  phago- 
cytes carry  dust  immediately  into  all  parts  of  the 
pulmonary  frame-work  with  the  formation  of  a dif- 
fuse fibrosis  and  midtiple  nodules  in  tbe  walls  of  the 
terminal  air  spaces.  The  roentgenogram  discloses 
great  numbers  of  discrete  nodules  uniformly  scat- 
tered throughout  the  lung,  which  are  easily  visible 
because  surrounded  by  compensatory  emphysema. 

Acute  silicosis  is  said  to  developed  in  response  to 
execssive  concentrations  of  exceedingly  fine  dust. 
Sections  of  all  those  seen  by  the  author  have  been 
complicated  by  tuberculosis  but  the  simple  form  may 
occur. 


Second  degree  silicosis  with  tuberculosis.  Hilum  shadows 
obscure.  Dense  mottling  in  both  lungs.  Some  cloudiness  at 
both  apices,  particularly  at  right. 


When  tuberculosis  complicates  silicosis  it  may 
arise  from  a pre-existing  latent  infection  or  from 
a new  one  acquired  during  occupational  life.  It 
becomes  more  common  as  the  amount  of  silicosis 
increases,  d'he  combination  of  the  two  conditions 
constitutes  a new  disease  entity  whicli  is  character- 
i'/.ed  by  lesions  different  from  those  which  cither 
irritant  |)roduces  alone.  In  the  presence  of  tubei- 
culosis  the  silicotic  nodule  increases  in  size  and  its 


borders  become  ill-defined  and  irregular.  Its  center 
may  caseate  but  often  it  does  not.  Tubercle  bacilli 
are  rare  or  abesnt.  Conglomerations  of  nodules  im- 
bedded in  a matrix  of  dense  pigmented  leatber-like 
scar  tissue  are  common  in  the  mid  lungs  and  are 
frequently  bilateral.  Foci  of  caseation  or  even 
cavities  may  occur  within  such  areas.  Such  changes 
are  demonstrable  both  by  roentgenogram  and  post- 
mortem sections.  The  cause  of  the  susceptibility 
of  the  silicotic  lung  to  tuberculosis  remains  to  be 
demonstrated  although  various  experimental  data 
have  shed  some  light  upon  the  character  of  the 
process. 

Willis  S.  Lemon  and  George  M.  Higgins  of 
Rochester,  Minnesota  described  the  development  of 
the  pulmonary  silicotic  nodule  in  the  experimental 
animal.  The  amount  and  the  situation  of  lymph- 
atic tissue  determine  not  only  the  site  but  the  physical 
characteristics  of  the  developing  lesions.  They  be- 
come massive  and  conglomerate  in  the  progressively 
smaller  and  more  discrete  as  the  sizes  of  the  bronchi 
decrease.  Lesions  of  variable  size  occur  in  the  sub- 
pleural  regions. 

Henry  K.  Pancoast  and  Eugene  P.  Pendergrass 
of  Philadelphia  described  the  nientgenological  as- 
pects of  this  subject.  The  roentgen  examination  is 
the  most  exact  means  of  determining  the  presence 
of  silicosis,  the  degree  of  progression  and  the  dif- 
ferential diagnosis. 


POLIOMYELITIS  VICTIMS 

A submarine  of  the  U.  S.  Navy  sank  not  so  many 
years  ago,  carrying  more  than  two  score  of  men  to 
a watery  grave.  The  major  cause  for  immediate 
salvage  being  thus  sadly  removed,  there  remained 
the  possibility  of  recovering  the  undamaged  mech- 
anical clement  of  the  boat. 

“It  is  not  difficult  to  draw  a parallel  and  to  con- 
ceive of  the  victims  of  poliomyelitis  as  that  same  sub- 
marine, with  certain  functions  impaired  in  varying 
degrees,”  writes  Frederick  Bradman  in  the  October 
issue  of  H\geiay  the  Health  Magazine. 

^Fhe  salvage  crew  in  this  instance  are  the  ortho- 
pedic doctros  and  technicians.  The  orthopedic  sur- 
geon’s use  of  muscle  training  and  reeducation,  sur- 
gical procedures  and  the  highly  beneficial  exercises 
give  the  highest  degree  of  effectiveness  to  the  sal- 
vaged elements  of  the  newly  reconstructed  physical 
make-up.  Old  bodies  arc  made  new  through  a slow 
but  thorough  process. 
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'I'he  appalling  number  of  injuries  ami  deaths  resulting  from  automobile  accidents  is 
a matter  of  common  knowledge.  One  factor  which  increases  the  hazards  of  the  road 
at  the  present  time  is  the  fact  that  for  economic  reasons,  thousands  of  motorists  con- 
tinue to  operate  their  old  cars  which  are  undependable  and  unsafe.  Another  element 
of  danger  is  presented  by  the  greatly  increased  speed  of  the  new  models.  Even  the 
cheapest  light  cars  are  capable  of  making  75  to  80  miles  per  hour. 

W’^hen  a physician  is  called  to  attend  the  victims  of  an  automobile  accident,  he  feels 
morally  obligated  to  respond  promptly,  but  at  the  same  time  he  realizes  that  as  a rule 
this  class  of  work  is  unsatisfactory.  In  the  first  place  he  usually  finds  that  other  physi- 
cians have  also  been  called  and  frequently  there  is  embarrassment  in  deciding  which 
one  shall  take  charge  of  the  case.  Having  rendered  first  aid,  the  physician  may  find 
that  professional  courtesy  requires  him  to  relinquish  the  case  in  favor  of  the  family 
doctor.  Making  such  a change  is  certainly  a disappointment  to  the  physician  who  has 
dropped  his  work  for  the  emergency  call,  and  frequently  he  finds  it  difficult  to  collect 
an  adequate  fee  for  the  service  he  has  rendered. 

.As  a matter  of  fact  the  medical  and  hospital  care  of  automobile  accident  cases  is  not 
profitable  business  for  either  physicians  or  hospitals.  It  is  true  that  many  financially 
responsible  people  meet  with  such  accidents  and  that  personal  liability  insurance  affords 
adequate  protection  in  a considerable  number  of  cases.  (3n  the  other  hand  a large 
number  of  serious  accidents  are  the  result  of  recklessness  on  the  part  of  irresponsible 
drivers  who  haven’t  enough  money  to  purchase  insurance  after  they  have  paid  for  their 
license  tags. 

It  is  obvious  that  there  should  be  strict  legal  regulation  of  the  driving  privilege.  Com- 
pulsory automobile  insurance  was  initiated  by  the  State  of  Massachusetts  in  1927.  Un- 
doubtedly there  is  merit  in  this  plan,  but  it  has  not  worked  out  quite  as  well  as  its  spon- 
sors hoped.  Perhaps  the  fact  that  all  cars  are  known  to  be  insured  encourages  reck- 
lessness in  certain  types  of  drivers.  Furthermore,  the  cost  of  insurance  is  increased  on 
account  of  the  greater  number  of  claims,  many  of  which  are  speculative,  exaggerated 
or  collusive. 

In  our  opinion  the  most  practical  plan  so  far  suggested  for  handling  this  automobile 
accident  problem  is  embodied  in  the  “Safety-Responsibility  Bill”  sponsored  by  the 
American  .Automobile  .Association.  This  bill,  parts  of  which  have  been  incorporated 
in  the  law's  of  more  than  a dozen  states,  requires  insurance  or  other  security  for  pay- 
ment of  damages,  after  conviction  of  any  of  certain  serious  offenses  against  public 
safety.  It  stipulates  that  all  driving  rights  shall  be  suspended  for  failure  to  pay  prompt- 
ly judgments  for  damages  up  to  certain  fixed  amounts.  The  bill  further  provides 
that  insurance  is  required  upon  conviction  of  operating  motor  vehicles  under  the  influ- 
ence of  intoxicating  liquor,  of  operating  a motor  vehicle  without  license,  of  operating 
an  unregistered  motor  vehicle,  or  of  reckless  driving  resulting  in  injury  to  property, 
although  no  injury  to  person  results. 

In  contrast  to  the  compulsory  insurance  plan  the  Safety-Responsibility  bill  not  only 
offers  some  prospect  of  accident  reduction,  but  also  operates  to  deprive  certain  reckless 
and  irresponsible  drivers  of  their  driving  privileges.  As  physicians  we  have  a human- 
itarian interest  in  any  plan  which  will  contribute  to  the  safety  of  the  public.  We  also 
have  a personal  interest  in  any  plan  which  will  tend  to  insure  a greater  degree  of  finan- 
cial responsibility  on  the  part  of  those  who  are  so  unfortunate  as  to  be  injured  in  auto- 
mobile accidents.  When,  and  if,  the  Safety-Responsibility  bill  is  introduced  in  our 
State  Legislature,  it  should  receive  the  hearty  endorsement  of  the  members  of  our 
.Association. 

President. 
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NEXT  YEAR’S  PROGRAM 

The  Association  Committee  on  Scientific 
Work,  headed  by  Dr.  R.  J.  Wilkinson  of 
Huntington,  will  hold  its  first  meeting  early 
in  October.  At  this  meeting  a tentative  out- 
line of  the  program  for  the  1934  Convention 
at  Huntington  will  be  made  up,  and  many  of 
the  prospective  essayists  selected. 

In  view  of  the  coming  meeting  of  his  com- 
mittee, Dr.  Wilkinson  has  requested  the 
Journal  to  announce  that  program  sugges- 
tions from  members  of  the  Association  will 
be  welcome.  Doctors  who  desire  to  present 
essays  before  the  1934  session,  or  who  have 
special  subjects  in  which  they  are  interested, 
are  urged  to  get  in  touch  with  the  Committee 
at  once.  Such  communications  may  be  sent 
either  to  Dr.  R.  J.  Wilkinson,  First  Hunting- 
ton  National  Bank  Building,  Huntington,  or 
to  the  West  Virginia  State  Medical  Associa- 
tion, Post  Office  Box  787,  Charleston. 


THE  PENITENTIARY  PROBLEM 
Newspaper  editors  as  well  as  public  offi- 
cials of  West  Virginia  are  greatly  concerned 
about  the  shutdown  of  prison  factories  at 
Moundsville.  The  federal  statute  which  for- 
bids the  shipment  of  prison-made  goods  from 
one  state  to  another  was,  of  course,  directed 
against  government  competition.  1 he  men 
who  pushed  this  bill  through  congress  felt 
that  private  manufacturers  could  not  honestly 
compete  against  prison-made  goods.  Even 
by  the  purchase  of  the  cheapest  raw  materials 
and  by  cutting  wages  to  the  bone,  private 


manufacturers  could  still  not  meet  the  low 
price  on  prison-made  products. 

Unquestionably  the  shutdown  of  the  prison 
factories  at  Moundsville  will  shortly  create 
a most  disturbing  problem.  Unless  some 
method  is  worked  out  to  keep  the  inmates 
busy,  the  state  will  not  only  lose  large  sums 
of  money  but  the  problem  of  unrest  among 
idle  prisoners  will  at  times  take  on  alarming 
proportions.  The  eventual  solution  of  this 
problem  is  awaited  with  keen  interest  by  the 
taxpayers  of  West  Virginia. 

In  spite  of  the  seriousness  of  the  present 
dilemma,  we  feel  somewhat  gratified  to  see 
the  federal  government  finally  taking  steps 
toward  cutting  down  rather  than  increasing 
government  competition.  If  the  federal  and 
state  governments  expect  to  protect  and  foster 
private  enterprise  and  collect  taxes  for  that 
protection,  then  certainly  these  governments 
should  strive  in  every  way  to  avoid  the  dis- 
tressing interference  of  government  competi- 
tion. 

Government  competition  in  the  fields  of 
medicine  and  hospitalization  is  an  old,  old 
story.  In  the  nation  we  have  innumerable 
foundations  and  funds,  vast  government  hos- 
pitals and  a veritable  army  of  employees  all 
competing  in  one  way  or  another  against  the 
private  physicians  and  the  private  hospitals. 
In  the  state  we  have  three  so-called  Emer- 
gency hospitals,  supported  by  taxation,  com- 
peting with  and  underbidding  all  other  hos- 
pitals in  their  respective  vicinities.  Yet  the 
doctors  and  the  hospitals,  along  with  all  other 
good  citizens  and  reputable  business  establish- 
ments, must  contribute  a portion  of  their  earn- 
ings to  support  these  needless  competitors. 

The  situation  in  regard  to  medicine  and 
hospitalization  is  almost  identical  with  the 
industrial  competition  offered  by  prison  work- 
shops. In  the  former  we  have  free  or 
cheaper  service  made  possible  through  taxa- 
tion. In  the  latter  we  have  cheaper  articles 
made  possible  through  the  absence,  or  near 
absence,  of  wages.  In  both  cases  the  govern- 
ment is  able  to  underbid  and  undersell  its  tax- 
paying  rivals. 

We  hope  the  action  of  Congress  in  regard 
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to  prison-made  goods  is  the  beginning  of  a 
“new  deal”  for  all  of  us  who  have  been  buck- 
ing  government  competition  for  a good  many 
years.  Perhaps  in  the  not  too  distant  future 
a leader  will  arise  to  champion  the  cause  of 
medical  practice  and  consider  it  as  important, 
or  almost  as  important,  as  the  manufacture  of 
shirts  and  overalls. 


WHAT  PRICE  CHARITY 

Why  should  medical  charity  be  dispensed 
on  a different  basis  than  other  commodities? 
This  question  is  being  asked  on  every  hand. 
Medical  journals  of  every  description  cry  out 
in  righteous  editorial  rage  at  the  injustice  in 
the  prevailing  system  of  medical  charity. 
They  want  to  know  why  tax  relief  funds  are 
used  to  purchase  food  and  clothing  for  the 
poor  while  medical  service  must  still  be  con- 
tributed free  by  the  doctors  of  medicine. 

There  is  a great  deal  of  logic  in  this  line  of 
reasoning.  Destitute  families  need  three 
things  to  keep  them  alive.  The  first  is  food. 
The  second  is  clothing.  The  third  is  medical 
treatment.  All  the  people,  including  the 
doctors,  contribute  to  a common  fund  through 
taxation  to  provide  food  and  clothing.  But 
medical  treatment  is  still  saddled  onto  the 
doctor  and  he  must  make  the  most  of  it.  It 
does  not  seem  at  all  fair. 

While  the  prev'alling  system  does  not  seem 
fair,  let  us  not  lose  our  heads  over  the  logic 
of  a good  argument.  Five  years  ago,  when 
times  were  good,  we  heard  little  about  med- 
ical charity.  That  was  because  there  was 
littJe  medical  charity  work  to  do  and  it  was 
handled  by  the  medical  profession  with  little 
trouble  and  less  credit.  Today,  when  we  have 
millions  on  the  roster  of  unemployed,  the 
problem  takes  on  an  entirely  different  aspect. 
It  becomes  a proposition  of  staggering  pro- 
portions because  the  decrease  in  the  number 
of  gainfully  employed  persons  has  been  in 
direct  proportion  to  the  increase  in  the  num- 
ber of  unemployed.  The  doctors,  therefore, 
have  had  less  and  less  pay  work  and  more  and 
more  charity  work. 

Now,  at  long  last,  the  medical  profession 
is  beginning  to  make  itself  heard  just  when 


we  appear  to  be  at  the  end  of  the  long  period 
of  economic  stress.  In  many  states,  including 
West  Virginia,  a schedule  of  allowances  has 
been  adopted  for  doctors  attending  charity 
patients.  This  fee  schedule  is  approximately 
one-half  the  amount  generally  charged  in 
rural  sections.  In  other  words  it  is  better 
than  nothing.  At  least  it  is  supposed  to  be. 

In  some  ways  we  are  mildly  pleased  with 
this  allowance  for  medical  charity,  yet  we 
cannot  help  but  feel  that  the  plan  is  fraught 
with  grave  danger  to  the  medical  profession. 
Let  us  assurne  that  the  plan  is  successful  and 
that  it  carries  over  into  the  next  economic 
cycle  of  prosperity.  To  our  way  of  thinking, 
it  will  be  the  nearest  step  toward  state  med- 
icine that  we  have  ever  made  in  these  United 
States.  VVTen  the  government  starts  paying 
pihysicians  for  their  services,  whether  those 
services  are  rendered  to  rich  or  poor,  it  seems 
high  time  for  the  doctors  to  sit  up  and  take 
notice. 

Considering  the  matter  from  another  angle, 
let  us  look  at  the  general  plan  of  medical 
practice  as  it  has  been  handed  down  to  us  over 
a period  of  several  hundred  years.  Under  that 
plan  we  have  charged  our  patients  just  about 
what  we  thought  they  were  able  to  pay.  The 
excessively  rich  have  paid  thousands  of  dollars 
for  the  same  operation  that  would  cost  a 
laboring  man  less  than  a hundred.  Well-to- 
do  business  and  office  executives  have  been 
called  on  for  much  higher  fees  than  clerks 
and  carpenters  and  butchers.  This  plan,  tried 
out  by  untold  generations  of  medical  men, 
has  been  remarkably  successful.  It  has  pleased 
the  doctor  and  has  pleased  the  doctor’s 
patients.  It  has  become  so  much  a part  of 
medical  economics  that  the  plan  has  been 
recognized  time  and  time  again  by  the  courts 
throughout  this  country.  The  doctors  have 
prospered  under  this  plan  and,  until  a few 
short  years  ago,  they  have  been  glad  to  follow 
it. 

From  October,  1929,  until  the  spring  of  the 
present  year,  the  good  people  of  America  have 
been  beset  with  untold  troubles.  The  con- 
stant cry  for  relief  has  risen  from  a thousand 
voices,  including  the  voice  of  the  medical  pro- 


444 


The  West  Virginia  Medical  Journal 


October  y 1933 


fession.  The  doctors  asked  for  some  relief 
from  the  great  burden  of  medical  charity.  In 
making  that  request,  it  seems  to  us  that  they 
implied  a willingness  to  throw  overboard  their 
time-tried  system  of  charging  according  to  the 
incomes  of  their  patients.  There  is  only  one 
justification  for  charging  high  fees  against  the 
rich.  That  justification  is  found  in  the  free 
work  that  is  given  to  the  poor.  Once  the 
doctors  start  collecting  for  their  poor  work, 
there  is  no  longer  any  justification  for  the 
marked  difference  in  the  charges.  We  can’t 
eat  our  cake  and  have  it  too. 

The  best  minds  of  the  country  believe  that 
we  are  now  leaving  behind  us  the  distressing 
years  of  depression  and  that  we  are  about  to 
enter  into  another  economic  cycle  of  pros- 
perity, If  that  develops  we  will  then  see  the 
ranks  of  the  unemployed  dwindle  into  a 
negligible  factor.  Medical  charity  will  shrink 
to  its  normal  level.  When  this  era  of  pros- 
perity arrives  we  hope  the  medical  profession 
will  not  be  saddled  with  a new  and  untried 
economic  scheme.  That  is  why  we  look 
askance  at  this  new'  idea  of  government  pay 
for  medical  charity.  Now  that  we  have 
weathered  the  storm,  let  us  call  in  our  distress 
signals  and  save  our  S,0,S,  for  a more  ap- 
propriate occasion. 


YOUR  CARD  FOR  THE  DIRECTORY 

This  month  an  information  card  is  being 
sent  from  the  headquarters  office  of  the 
American  Medical  Association  to  every 
physician  in  the  United  States  and  Canada, 
The  information  thus  secured  is  to  be  used 
in  the  compiling  of  the  thirteenth  edition  of 
the  American  Medical  Directory,  The  direc- 
tory is  prepared  at  regular  Intervals  in  the 
Biographic  Department  of  the  American 
Medical  Association,  The  last  previous 
directory  appeared  in  1931, 

This  volume  is  one  of  the  most  important 
contributions  of  the  American  Medical  Asso- 
ciation to  the  work  of  the  medical  profession 
in  the  United  States,  In  it,  as  in  no  other 


published  directory,  may  one  find  dependable 
data  concerning  physicians,  hospitals,  medical 
organizations  and  activities.  It  provides  full 
information  concerning  medical  colleges, 
specialization  in  the  field  of  medical  practice, 
memberships  in  special  medical  societies,  tab- 
ulations of  medical  journals  and  medical 
libraries  and  practically  every  important  fact 
concerning  the  medical  profession  in  which 
any  one  might  possbily  be  interested.  There- 
fore, those  who  receive  this  card  should  fill 
it  out  and  return  it  promptly  whether  or  not 
any  change  has  occurred  in  any  of  the  points 
on  which  information  is  requested.  Should 
any  reader  fail  to  receive  a card  before  the 
first  of  October,  he  may  aid  by  writing  at 
once  to  the  headquarters  office,  stating  that 
fact  and  indicating  such  changes  as  he  may 
desire  in  the  information  published  in  the 
1931  issue  of  the  directory. 


HOSPITAL  MEETING 

The  Hospital  Association  of  West  Mrginia 
will  hold  its  eighth  annual  session  at  the 
Stonewall  Jackson  Hotel,  Clarksburg,  on 
Tuesday,  October  3,  1933,  An  excellent 
program,  published  elsew'here  in  this  Journal, 
has  been  arranged  and  a large  turnout  is  ex- 
pected. All  members  of  the  West  Virginia 
State  Medical  Association,  interested  in  hos- 
pital work,  are  cordially  invited  to  attend. 

Among  the  subjects  to  be  discussed  at  the 
Clarksburg  meeting  will  be  “Hospital  Eco- 
nomics,” “Cooperation  with  the  N.  R.  A.,” 
“Hospital  Insurance  Plans,”  “Nursing  Prob- 
lems,” and  “The  State  Gross  Income  Tax.” 
Featuring  the  meeting  will  be  the  banquet 
address  of  Dr.  N.  W.  Faxon  of  Rochester, 
New  York,  President  of  the  American  I los- 
pital  Association. 

New  officers  will  be  elected  at  the  Clarks- 
burg meeting  to  succeed  Dr.  A.  G.  Ruther- 
ford, President,  Dr.  T.  K,  Oates  and  Dr.  J. 
R.  McClung,  Mce  Presidents  and  Mr,  Joe 
W.  Savage,  Secretary-  Preasurer. 
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COUNTY  SOCIETY  NEWS 


LOGAN  COUNTY 

The  Logan  County  Medical  Society  held  its 
regular  August  meeting  on  Wednesday  evening 
August  16th  at  the  Hatfield-Lawson  Hospital, 
Logan,  with  1 8 members  and  visitors  present. 

Dr.  Oscar  IL  Biern,  Huntington,  addressed  the 
society  on  the  B C’s  of  Electrocardiography,” 
with  a demonstration.  Dr.  Biern  brought  a port- 
able electrocardiograph  machine  to  the  meeting  and 
ran  a cardiograph  before  the  members  at  the  meet- 
ing. He  presented  several  normal  and  abnormal 
tracings,  including  the  one  made  at  the  meeting, 
and  explained  them  in  a most  understandable 
manner. 

Dr.  John  H.  Steenbergen,  also  of  Huntington, 
addressed  the  society  on  “Diagnosis  and  Office 
Treatment  of  the  More  Common  Gynecology.” 
Dr.  Steenbergen’s  address  was  very  interesting  and 
practical  and  brought  out  a number  of  important 
things  which  the  physician  can  do  in  his  office  in  the 
treatment  of  gynecological  cases. 

The  Logan  Countv  Medical  Society  held  its  reg- 
ular monthly  meeting  on  Wednesday  evening, 
September  20th,  at  the  Hatfield-Lawson  Hospital, 
Logan,  with  twenty-one  members  and  visitors  in 
attendance. 

Dr.  Arthur  A.  Shawkey,  Charleston,  presented 
a paper  on  “The  Hypertonic  Infant,  An  Ever  In- 
creasing Problem.”  Dr.  Randolph  L.  Anderson, 
also  of  Charleston,  gave  an  address  on  “Injuries 
About  the  Wrist  Joint,”  illustrated  by  lantern 
slides. 

Following  the  scientific  program  a buffet  luncheon 
was  enjoyed  through  the  generosity  of  the  Hatfield- 
Lawson  Hospital. 

Fred  E.  Brammer,  Secretary. 


EASTERN  PANHANDLE 

Honorable  Clarence  E.  Martin,  retiring  Presi- 
dent of  the  American  Bar  Association,  was  the 
guest  speaker  at  the  annual  fall  meeting  of  the 
Eastern  Panhandle  Medical  Society  which  was  held 
at  the  Shenandoah  Hotel,  Martinsburg,  at  noon  on 
September  13.  Mr.  Martin  was  introduced  fol- 
lowing a fine  duck  luncheon  and  spoke  on  the  sub- 
ject of  crime  prevention.  His  address  was  most 
instructive  and  interesting. 


A considerable  portion  of  the  meeting,  following 
Mr.  Martin’s  address,  was  devoted  to  a discussion 
of  sewer  extension  in  Martinsburg.  Dr.  T.  K. 
Oates,  Dr.  .*\.  B.  Eagle  and  Dr.  Edwin  Cameron 
were  named  as  a committee  to  formulate  and  pre- 
sent to  the  Martinsburg  city  council  the  society’s 
views  on  the  subject. 

Dr.  M.  H.  Porterfield,  President,  presided  at  the 
meeting  and  a number  of  visiting  doctors  were  in 
attendance.  During  the  business  session.  Dr.  C. 
A.  Thomas  of  Martinsburg  was  elected  to  member- 
ship. The  next  meeting  of  the  society  will  be  held 
at  Martinsburg  in  December. 

Edwin  Cameron,  Secretary. 


KANA\VHA  SOCIEl'Y 

A meeting  of  the  Kanawha  Medical  Society  was 
held  on  Tuesday,  August  15,  in  the  Public  Library 
Building,  Charleston,  to  perfect  the  plan  which  had 
been  formed  by  the  advisory  committee  for  coop- 
erative public  health  work  in  Charleston. 

Dr.  W.  Byrd  Hunter,  Huntington,  presented  a 
paper  on  the  subject  of  “Diphtheria  Immuniza- 
tion,” considering  mainly  parental  cooperation  and 
methods  of  obtaining  a good  percentage  of  immun- 
ized children.  Dr.  George  M.  Lyon,  Huntington, 
and  Dr.  Hugh  Robins,  then  led  the  general  discus- 
sion of  public  health  work. 

Mr.  John  B.  Hart,  executive  secretary  of  Hos- 
pital Service,  Inc.,  spoke  a few  minutes  in  regard  to 
the  work  of  his  organization  preceding  the  adjourn- 
ment of  the  society. 

M.  F.  Petersen,  Secretary. 


TRI-COUNTY  SOCIETY 

One  of  the  most  successful  and  interesting  meet- 
ings of  the  Tri-County  Medical  Society,  consisting 
of  physicians  from  Harrison,  Marion  and  Monon- 
galia counties,  was  held  at  the  Stonewall  Jackson 
Hotel,  Clarksburg,  on  Friday,  September  8,  with  a 
large  number  in  attendance. 

Dr.  H.  H.  Esker,  president  of  the  Harrison 
County  Medical  Society,  presided,  with  the  local 
group  as  host  to  the  visitors  from  Marion  and  Mon- 
ongalia. A dinner  was  served  preceding  the 
addresses. 

Dr.  Thomas  R.  Boggs,  Baltimore,  associate  pro- 
fessor of  medicine  at  Johns  Hopkins  University,  and 
Dr.  J.  Ross  Hunter,  Charleston,  were  the  principal 
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speakers.  Dr.  Boggs  spoke  on  “Disturbances  of 
the  Heart  Rhythm  From  the  Standpoint  of  the  Gen- 
eral Practitioner.”  The  discussion  of  this  topic  was 
led  by  Dr.  A.  H.  Stevens,  Fairmont. 

Dr.  Hunter’s  subject  was  “Radium  Therapy  in 
Cancer  of  the  Uterus  and  Breast.”  Dr.  C.  B. 
Bride,  Morgantown,  led  the  discussion  of  this  most 
interesting  paper. 


CABELL  COUNTY 

The  regular  meeting  of  the  Cabell  County  Medi- 
cal Society  was  held  at  the  Hotel  Prichard,  Hunt- 
ington, at  7:30  P.  M.,  on  Thursday,  September  14, 
with  a good  attendance.  The  program  consisted 
of  a symposium  on  pediatrics. 

Immunization  was  discussed  by  Dr.  W.  Byrd 
Hunter,  and  Care  of  the  Mentally  Handicapped 
Child  was  the  subject  of  Dr.  R.  M.  Sloan’s  dis- 
cussion. Dr.  W.  D.  Hereford  discussed  Nursing 
Service  and  Dr.  George  M.  Lyon,  Infant  Mortality. 

W.  W.  Strange,  Secretary. 


MERCER  COUNTY 

An  interesting  and  well  attended  meeting  of  the 
Mercer  County  Medical  Society  was  held  in  Blue- 
field  on  September  8.  The  president,  vice-presi- 
dent and  secretary  of  the  society  were  appointed  as 
the  program  committee  for  the  next  three  months. 

A case  of  spinabifide,  operated  on  during  the  first 
24  hours  by  Dr.  Harry  G.  Steele,  was  presented. 
The  baby  seems  to  be  thriving  and  the  wound  has 
healed.  This  case  was  very  thoroughly  worked  up 
and  presented  by  Dr.  Steele. 

Dr.  Maxwell  E.  Lapham,  of  Philadelphia,  Pa., 
then  presented  a paper  entitled  “Operative  Obstet- 
rics— Posterior  Occiput,  Face  and  Breech  Presenta- 
tions and  Transverse  Lie.  Demonstrated  with  the 
Manikin.”  This  paper  was  very  interesting  and 
instructive  and  was  discussed  by  Dr.  B.  S.  Clements 
and  Dr.  H.  G.  Steele. 

Following  the  meeting  a Dutch  luncheon  was 
enjoyed  by  the  doctors  in  attendance. 

R.  R.  Si'UART,  Secretary. 


FAYE  FTE  COUN'EY 

A most  interesting  and  instructive  meeting  of  the 
Fayette  County  Medical  Society  was  held  at  the 


White  Oak  Country  Club,  Oak  Hill,  on  the  eve- 
ning of  September  12  with  a fine  attendance.  In 
addition  to  the  Fayette  county  doctors,  a goodly 
number  of  guests  were  present  from  the  Kanawha 
and  Raleigh  County  societies.  Many  of  the  doctors 
arrived  early  in  the  afternoon  for  golf.  A bounti- 
ful dinner  was  served  in  the  dining  room  of  the 
club  prior  to  the  scientific  session. 

The  essayist  of  the  evening  was  Dr.  Thomas  W. 
Murrell,  Associate  Professor  of  Dermatology  and 
Syphilology,  Medical  College  of  Virginia,  Rich- 
mond. He  presented  a most  interesting  paper  on 
“An  Historical  Review  of  the  Factors  in  Specific 
Therapy.”  Discussion  was  opened  by  Dr.  G.  G. 
Irwin  of  Charleston  and  much  interest  was  mani- 
fest in  the  subject  by  the  general  discussion  which 
followed. 

Dr.  W.  P.  Bittinger  of  Summerlee,  President, 
called  the  meeting  to  order  and  all  business  matters 
were  dispensed  with. 

Ralph  Hogshead,  Secretary. 


MONONGALIA  COUNTY 

The  members  of  the  Monongalia  County  Medi- 
cal Society  met  in  the  Hotel  Morgan,  Morgantown, 
on  September  5.  The  meeting  was  purely  a busi- 
ness session  and  many  matters  pertaining  to  the 
society  were  discussed. 

Preceding  the  business  session  dinner  was  served 
in  the  Coffee  Shop  of  the  hotel  to  the  doctors  in 
attendance. 

G.  R.  Maxwell,  Secretary. 


McDowell  auxiliary 

The  Woman’s  .Auxiliary  to  the  McDowell 
County  Medical  Society  held  its  first  fall  meeting 
at  the  Appalachian  Community  Room,  Welch,  on 
September  19th,  with  most  of  the  members  in 
attendance. 

A delicious  luncheon  was  served  by  Mrs.  H.  C. 
Camper  and  Mrs.  W.  L.  Peck.  Immediately  fol- 
lowing the  luncheon  the  business  session  was  held, 
presided  over  by  Mrs.  W.  B.  Stevens,  President. 

I'hc  minutes  of  the  previous  meeting  were  read 
and  approved  and  the  treasurer’s  report  given. 
juimber  of  business  matters  were  disposed  of  after 
which  the  meeting  adjourned. 

Mrs.  Cecil  Johnston,  Secretary. 
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GENERAL  NEWS 

ANNUAL  HOSPITAL  GATHERING 

Dr.  N.  W.  Faxon,  Rochester,  New  \'ork.  Presi- 
dent of  the  American  Hospital  .Association,  will  be 
the  chief  speaker  at  the  Eighth  .Annual  meeting  of 
the  Hospital  .Association  of  West  Virginia  to  be  held 
at  the  Stonewall  Jackson  Hotel,  Clarksburg,  on 
Tuesday,  October  3,  1933.  Dr.  Faxon  will  make 
the  annual  banquet  address.  He  plans  to  be  in 
attendance  throughout  the  day  to  take  part  in  the 
discussions  of  the  various  hospital  problems  in  West 
Virginia. 

The  hospital  meeting  will  be  opened  at  10  o’clock 
on  the  morning  of  October  3 by  Dr.  .A.  G.  Ruther- 
ford, President.  Invocaion  will  be  pronounced  by 
Reverend  J.  .Marion  Smith,  Pastor  of  the  First 
Baptist  Church,  Clarksburg.  Dr.  H.  H.  Esker, 
President  of  the  Harrison  County  Medical  Society, 
will  deliver  the  .Address  of  Welcome  and  the  re- 
sponse will  be  made  by  Dr.  T.  L.  Harris,  Parkers- 
burg. I'his  w'ill  be  followed  by  the  annual  report 
of  the  Secretary,  .Mr.  Joe  W.  Savage,  and  the 
President’s  .Annual  .Address  by  Dr.  Rutherford. 

The  afternoon  session  will  be  opened  by  Mr. 
John  B.  Hart,  Charleston,  Business  Manager  of 
Hospital  Service,  Incorporated.  His  subject  will  be 
“Group  Hospital  Insurance  in  West  Virginia.”  Dr. 
R.  H.  Walker,  Charleston,  will  then  speak  on  “The 
Gross  Income  Tax  as  it  Concerns  Hospitals  in  West 
Virginia.”  Miss  Ruth  E.  .Mac.Master,  Superinten- 
dent of  the  Huntington  Memorial  Hospital,  will 
talk  on  “Hospital  Problems  of  Today,”  and  the 
afternoon  session  will  be  concluded  by  Dr.  Robert 
Bess,  Keyser,  on  “Hospital  Cooperation  with  the 
National  Recovery  .Administration.” 

Dr.  Faxon  will  be  the  only  banquet  speaker.  The 
banquet  toastmaster  will  be  Dr.  Chester  R.  Ogden, 
Clarksburg. 


.MEDIC.AL  EXAMINERS  MEET 
A meeting  of  all  special  medical  examiners  of  the 
\V'^orkman’s  Compensation  Department  was  held  at 
the  Hotel  Kanawha,  Charleston,  on  September  30 
with  a fine  attendance.  The  meeting  was  featured 
by  an  illlustrated  lecture  by  Dr.  Henry  H.  Kessler, 
medical  director  of  the  New  Jersey  Rehabilitation 
Clinic,  on  compensation  problems.  This  was  fol- 
lowed by  a general  discussion  by  the  doctors  present. 

Luncheon  was  served  for  the  visitors  by  1 o’clock 
and  the  afternoon  was  spent  at  the  Kanawha  Coun- 
try Club  where  most  of  the  visitors  indulged  in  golf. 


Dinner  was  served  at  the  country  club  at  6:30  that 
evening  and  was  followed  by  a second  talk  by  Dr. 
Kessler. 

This  is  the  first  meeting  of  its  kind  to  be  held  in 
\NTst  Virginia  and  the  Compensation  department 
plans  to  make  it  an  annual  event.  The  meeting 
was  sponsored  by  Mr.  George  Watson,  Commis- 
sioner, and  Dr.  J.  Bankhead  Banks,  chief  medical 
examiner. 


CONFERENCE  OF  SECRETARIES 

d'he  annual  conference  of  state  secretaries  and 
editors  was  held  at  the  Palmer  House,  Chicago, 
under  the  auspices  of  the  .American  Medical  .Asso- 
ciation on  September  22-23,  1933.  F'orty  states 
were  represented  at  the  conference  and  many  inter- 
esting problems  of  organized  medicine  were  dis- 
cussed. W'est  Virginia  was  represented  by  Dr. 
James  R.  Bloss  and  Dr.  Walter  E.  Vest  of  the 
Journal  editorial  board,  and  .Mr.  Joe  W.  Savage, 
Executive-Secretary  of  the  State  .Association. 

"Fhe  program  was  opened  by  Dr.  Dean  Lewis, 
Baltimore,  President  of  the  .American  Medical 
.Association,  who  talked  on  “The  Quality  of  Medi- 
cal Care.”  Dr.  Lewis  urged  better  facilities  for 
post  graduate  study.  Dr.  E.  .A.  Mayerding  of  St. 
Paul,  Minnesota,  gave  an  allied  paper  on  “Scien- 
tific Exhibits  and  Demonstrations  at  State  .Associa- 
tion .Meetings,”  pointing  out  the  feasibility  of  post 
graduate  instruction  at  such  meetings. 

Dr.  F.  C.  Warnshuis,  Grand  Rapids,  gave  a 
splendid  report  on  “The  Michigan  Survey.”  One 
of  the  most  practical  papers  of  the  meeting  was  pre- 
sented by  Dr.  Walter  L.  Bierring,  President-elect 
of  the  .American  Medical  .Association,  on  “Social 
Dangers  of  Oversupply  of  Physicians.”  Dr.  Bier- 
ring pointed  out  that  there  was  now  a surplus  of 
approximately  30,000  physicians  in  the  United 
States  and  said  that  the  number  was  increasing  every 
year. 

Dr.  H.  M.  Camp  of  Monmouth,  Illinois,  read  a 
paper  on  the  “Work  of  the  Educational  Committee 
of  the  Illinois  State  Medical  Society.”  This  was  a 
highly  interesting  study  in  lay  educational  work, 
although  of  little  practical  value  to  the  smaller  state 
associations.  Dr.  Camp  stated  that  an  annual  ap- 
propriation of  $12,000  was  made  for  such  work  in 
Illinois  under  the  direction  of  a full  time  committee 
secretary.  The  amount  expended  in  Illinois  is  more 
than  the  entire  income  of  a majority  of  the  state 
associations.  For  the  larger  state  societies,  how- 
ever, the  Illinois  educational  plan  was  a model  of 
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efficiency.  What  is  true  of  Dr.  Camp’s  paper  was 
also  partly  true  of  an  address  by  Dr.  Thomas  P. 
Farmer  of  Syracuse  on  “Postgraduate  Work  of  the 
Committee  on  Public  Health  and  Medical  Educa- 
tion of  the  Medical  Society  of  the  State  of  New 
York.”  Both  papers  were  highly  commendable 
for  the  fine  work  accomplished. 

One  of  the  most  practical  papers  of  the  meeting 
was  presented  by  Dr.  J.  E.  Tuckerman  of  Cleve- 
land on  “Medical  Defense,”  which  outlined  the 
assistance  given  by  the  Ohio  State  Medical  Asso- 
ciation to  its  members  sued  for  malpractice.  Dr. 
C.  W.  Comfort  of  New  Haven  also  gave  a very 
instructive  paper  on  “Work  of  the  Committee  on 
Ethics  and  Deportment  of  the  Connecticut  State 
Medical  Society,”  which  also  dealt  considerably  with 
medical  defense  cases  and  their  origin.  The  pro- 
gram was  concluded  by  Dr.  William  C.  Wood- 
yard,  Director  of  the  A.  M.  A.  Bureau  of  Legisla- 
tion, on  “Some  Legislative  Problems,  Eederal  and 
State.”  Dr.  Woodyard  reviewed  many  of  the  hard 
legislative  battles  fought  by  the  American  Medical 
Association  in  the  halls  of  Congress  and  pointed  out 
how  effectively  the  A.  M.  A.  could  be  and  was 
being  supported  in  this  work  by  the  various  state 
medical  associations. 


MORE  ON  MEDICAL  FEES 

(Editor’s  Note:  We  take  pleasure  in  publish- 

ing herewith  a brief  comment  on  medical  economics 
prepared  by  Dr.  Russell  Wolfe,  Elkins,  and  pub- 
lished in  a recent  issue  of  the  Weekly  Letter  of  the 
Elkins  Rotary  Club.) 

What’s  all  this  fuss  about  Medical  Economics.? 
Briefly  this:  You,  the  so  called  middle  class,  or 

white  collarman,  are  no  longer  able,  because  of  re- 
duced income  etc.,  to  pay  what  the  doctor  considers 
an  adequate  fee  for  medical  services.  The  fee  is 
becoming  higher  and  higher  because  every  time  one 
of  you  drop  out  of  the  pay  class  and  become  a clinic 
or  charity  case  your  fellowmcn  are  charged  more 
in  order  to  cover  the  cost  of  the  service.  'Fhe 
doctors  rent  and  gasoline  must  be  paid  for,  regard- 
less of  the  source,  whether  it  comes  from  you 
through  increased  taxation  or  from  you  in  increased 
medical  fees. 

You,  as  a memher  of  the  Red  Cross,  a cluircli, 
lodge,  or  Rotary  Cluh  have  from  time  to  time  called 
u|K)n  the  doctor  to  render  free  medical  service  for 
.school  children,  crippled  children,  poor  families, 


etc.,  and  you  have  not  been  turned  away.  Even 
the  state  demands  1-5  to  1-6  the  usual  fee  for  sur- 
gical services.  Who  pays  the  difference?  No  one 
but  the  “pay  case”  from  whom  enough  must  be 
exacted  to  carrv  the  overhead  for  the  ever  increas- 
ing amount  of  free  service  that  is  expected  of  your 
doctor. 

The  poor  we  have  with  us  always  and  they  will 
be  cared  for.  The  doctor  asks  that  the  burden  be 
more  fairly  distributed.  At  present,  less  than  .1% 
of  the  total  population  (the  physicians)  are  ex- 
pected to,  and  are  carrying,  90%  of  the  medical 
responsibility  of  the  indigent.  As  long  as  this  can 
be  reflected  back  upon  the  “pay  case”  the  doctor 
will  not  object,  but  now  that  the  “pay  case”  is 
objecting,  what  is  the  doctor  to  dor 

Unfortunately  the  Committee  on  the  Cost  of 
Medical  Care  allowed  itself  to  be  sidetracked  from 
its  real  purpose  and  we  have  throughout  the  last 
year  been  bombarded  by  the  press  with  group  in- 
surance plans,  clinics,  organized  groups,  central 
hospital  systems,  etc.  These  are  but  the  dying 
wails  of  a medical  minority,  spawned  in  the  late 
prosperous  era,  who  is  unable  to  adjust  itself  to  our 
changed  economic  condition.  The  high  pressure 
methods  of  big  business  will  never  supplant  the  per- 
.sonal  relationship  of  doctor  and  patient.  The  pen- 
dulum is  now  swinging  back  to  that  sterling  indiv- 
idual who  has  always  held  the  central  place  in  our 
medical  world,  the  family  physician.  He  it  is  who  is 
able  to  scientifically  treat  and  care  for  95%  of  all 
the  ills  of  mankind  with  what  he  can  carry  around 
in  his  little  black  bag.  When  our  public  fully 
realizes  this  the  cost  of  medical  care  will  return  to 
its  proper  level.  Come  what  may,  prosperity  or 
further  depression,  members  of  the  medical  pro- 
fession can  be  counted  upon  to  keep  the  faith. 


PLASTIC  SURCiEONS  MEEl'lNG 

'Fhc  annual  meeting  of  the  Society  of  Plastic  and 
Reconstructive  Surgerj  will  be  lield  in  New  ^ ork 
on  October  16-18,  19.8.3.  Meetings  will  be  held 
at  the  New  ’I’ork  .Academy  of  Medicine,  New  A ork 
Hospital  and  Cornell  University  Medical  College, 
Institute  of  ( )plithalmology,  Columbia  Medical 
Center,  New  A’ork  Post  Graduate  School  and  Hos- 
pital, Sj'denliam  Hos|iitaI  and  tlie  Manliattan  Eye, 
Ear  and  'Ehroat  hospital.  The  medical  profession 
is  invited  to  attend. 
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SYMPOSIUM  ON  HEART  DISEASE* 

Digitalis:  Its  Indications  .and  Con tra-Indicattons 


‘By  W^ALT'ER  C.  Swann,  .M.  D.,  F.  A.  C.  P., 
Huntington^  IE.  V a. 


^FTER  a few  introductory  remarks  this 
paper  will  deal  with  the  indications  and 
contraindications  for  giving  digitalis.  One 
text-book  allots  forty-one  pages  to  digitalis 
alone.  Time  will  permit  us  to  cover  only  a 
part  of  this  interesting  subject.  In  the  phar- 
macopea  of  Wurtemberg  in  1721  digitalis 
made  its  first  official  appearance.  It  was  later 
dropped  because  it  was  assumed  to  be  a dan- 
gerous drug.  In  1785  Withering  called  at- 
tention to  its  wonderful  effects  in  cardiac 
dropsy.  His  work  has  been  of  lasting  benefit 
and  Withering’s  tomb  now  bears  the  carving 
of  a branch  of  fox  glove.  Digitalis  is  not  a 
cure  for  heart  disease.  Harmful  and  dan- 
gerous effects  may  be  expected  from  its  use 
when  contraindicated.  The  small  doses  of 
twenty  years  ago  have  been  replaced  by  the 
larger  more  effective  dosage.  Cumulative 
action  has  been  studied.  Absorption  and 
elimination  have  been  explained.  Better 
methods  of  standardization  are  now  in  vogue 
and  reliable  preparations  are  on  the  market. 

The  only  use  for  digitalis  is  to  modify  the 
action  of  the  heart.  It  has  no  direct  effect 
upon  the  kidney  or  the  blood  pressure.  Myo- 

*Thc first  three  papers  of  this  issue  made  up  a Symposium  on  Heart 
Disease  presented  to  the  Cabell  County  Medical  Society  on  March  9, 
i933. 


cardial  failure  is  the  chief  indication  for  digi- 
talis. If  these  symptoms  be  mild  use  a slow 
method  of  digitalization  j if  the  symptoms  are 
severe  and  alarming,  larger  doses  quickly 
given  are  best. 

The  one  outstanding  indication  for  digi- 
talis therapy  is  congestive  heart  failure,  and 
this  condition  may  occur  under  many  circum- 
stances. Auricular  fibrillation  probably 
stands  at  the  head  of  any  list  where  digitalis 
therapy  is  to  be  considered.  Clinical  results 
will  be  most  brilliant.  Auricular  flutter  is  a 
somewhat  similar  condition  and  will  also  be 
markedly  benefitted.  Flutter  is  not  easily 
diagnosed  but  in  any  middle  aged  patient  with 
a persistent  pulse  rate  above  120,  electrocar- 
diograms should  be  made  before  giving  digi- 
talis. 

Decompensated  hearts  are  found  in  which 
the  rhythm  is  normal  and  the  rate  slow.  If 
edema,  cardiac  dyspnea,  swollen  liver  and 
rales  at  lung  bases  are  present,  digitalis  may 
be  expected  to  give  good  results  without  much 
slowing  of  the  rate.  Even  complete  heart 
block,  with  a pulse  rate  of  thirty  may  be 
benefitted  by  digitalis  if  decompensation  is 
present.  In  cases  of  partial  heart  block  digi- 
talis is  absolutely  contraindicated  because  com- 
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plete  block  may  be  produced.  Christian  re- 
ports definite  improvement  in  74%  of  cases 
with  a slow  pulse,  which  corresponds  to  the 
percentage  of  success  in  auricular  fibrillation. 

My  personal  opinion  and  experience  is  that 
digitalis  should  not  be  given  in  coronary 
thrombosis.  By  causing  the  heart  muscle  to 
contract  more  forcibly  there  is  much  danger 
of  rupture  through  an  infarcted  area  that 
otherwise  might  have  healed.  Authorities 
differ  in  opinion  as  to  good,  bad,  or  indifferent 
results.  This  leaves  one  in  doubt  as  to  the 
best  method  of  procedure.  Study  the  action 
of  digitalis  on  the  heart  muscle,  remember  it 
will  not  cure  heart  disease,  and  use  it  in  cor- 
onary thrombosis  only  when  you  see  definite 
Indications.  Cases  of  coronary  sclerosis 
usually  accompanied  by  degenerative  changes 
in  the  myocardium  do  not  respond  as  a rule 
to  digitalis  and  even  harmful  results  are  often 
encountered. 

Premature  beats  of  auricular  origin  are 
often  stopped  by  digitalis  and  even  those  of 
ventricular  origin  may  respond.  However 
one  of  the  signs  of  digitalis  poisoning  is  the 
production  of  premature  beats  in  a heart  that 
formerly  was  free  from  this  irregularity. 

In  paroxysmal  tachycardias  digitalis  is 
usually  contraindicated  but  if  the  attack  has 
lasted  long  enough  to  produce  decompensa- 
tion, then  digitalis  is  indicated. 

In  pneumonia  we  have  conflicting  reports 
as  to  the  efficacy  of  digitalis.  Some  workers 
use  it  routinely.  Their  good  results  have 
been  disproven  by  others.  A good  rule  to 
follow  is  to  let  the  heart  alone  until  definite 
signs  of  failure  have  appeared. 

Digitalis  is  absolutely  contraindicated  in 
shock,  unless  it  happens  to  be  in  a patient  that 
has  already  had  a decompensated  heart.  What 
happens  is  that  the  minute  volume  of  an  al- 
ready overworked  heart  is  cut  down  and  harm 
results.  Fortunately  the  dosage  usually  em- 
ployed is  so  small  that  little  or  no  affect  is 
obtained  from  the  digitalis.  I also  believe 
that  few  men  now  use  digitalis  in  shock  cases. 

Digitalis  will  have  very  little  effect  on 
slowing  the  fast  heart  of  thyrotoxicosis.  It 


should  not  be  used  until  signs  of  decompensa- 
tion appear  or  auricular  fibrillation  sets  in. 

True  nephritic  edema  will  not  be  influenced 
by  digitalis  unless  accompanied  by  a decom- 
pensated heart. 

Stop  digitalis  medication  in  patients  who 
show  in  a previously  regular  heart  a coupling 
of  beats  or  many  extra  systoles.  Sudden  pauses 
in  pulse  rate  not  accompanied  by  ventricular 
action  should  indicate  a partial  block  and  call 
for  immediate  withdrawal  of  digitalis.  In  a 
well  digitalized  patient,  nausea  and  vomiting 
and  sometimes  visual  disturbances  and  delir- 
ium call  for  cessation  of  treatment  with  digi- 
talis. 

In  conclusion,  digitalis  is  indicated  in  any 
heart  failure  of  the  congestive  type.  It  does 
not  matter  whether  blood  pressure  is  very  low 
or  very  high,  whether  or  not  there  is  valvular 
disease.  If  there  is  cardiac  dyspnea,  engorge- 
ment of  the  veins,  pitting  edema,  swollen  liver 
and  congestion  at  lung  bases  digitalis  in  indi- 
cated. 
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THE  RESPIRATORY  TRACT 

The  respiratory  diseases  occupy  an  important 
place  among  the  illnesses  that  affect  the  human 
hotly.  Concerning  some  of  them,  medical  science 
has  discovered  much.  In  regard  to  colds  and  in- 
fluenza, however,  the  world  knows  little.  In  Part 
VII  of  his  serial,  “Progress  in  Preventive  Medi- 
cine,” Dr.  M.  Ashhurn  discusses  several  of  the 
respiratory  diseases,  including  diphtheria,  whooping 
cough,  pneumonia  and  tuberculosis. 

Whooping  cough  is  most  dangerous  in  early  child- 
hood. Ihicumonia  is  one  of  the  major  causes  of 
death.  “Hope  springs  eternal”  in  finding  a method 
of  utilizing  bacteria  in  the  prevention,  diagnosis  and 
treatment  of  tuberculosis;  until  that  hope  is  ful- 
filleil,  hygienic  me.asurcs  must  be  relied  on.  Among 
the  other  diseases  discussed  by  Dr.  .Ashburn  are 
meningitis,  poliomyelitis  and  encephalitis;  hut  of 
these  diseases,  comparatively  little  is  yet  known. 
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BEDSIDE  DIAGNOSIS  OF  CARDIAC  ARHYTHMAS 


'By  R.  M.  Wylie,  M.  D., 
fluntingtoHy  IF.  Va. 


^ARDiAC  arhythmas  include  all  disorders  of 
rhythm,  or  alteration  in  the  normal  se- 
quence of  conduction  and  contraction,  disting- 
uished by  changes  in  pace  and  variation  in  the 
force  of  contraction.  Many  of  these  disorders 
can  be  definitely  detected  only  by  polygraph- 
ic or  electrocardiographic  tracings.  In  order 
of  the  frequency  of  occurrence,  we  find  first, 
auricular  fibrillation,  then  premature  contrac- 
tions, alternation  of  the  heart,  and  paroxysmal 
tachycardia,  heart  block  and  flutter. 

A.  Sinus  Tachycardia: — This  is  one  of 
the  common  disorders  of  pace.  Normally  the 
pacemaker  sends  out  rhythmical  impulses  at 
the -mean  rate  of  about  72  per  minute,  which 
initiate  contractions  of  the  auricles,  followed 
later  by  ventricular  beats.  When  for  any 
reason  the  impulses  are  sent  out  more  rapidly, 
and  the  heart  responds  in  normal  manner,  the 
condition  is  known  as  Sinus  Tachycardia.  It 
has  no  great  significance  aside  from  the  con- 
ditions which  produce  this  increase  in  rate. 
When  the  pulse  is  not  too  rapid  and  the 
lighting  good,  the  normal  a-c-v  waves  in  the 
jugular  vein  may  be  seen.  When  the  rate  is 
much  above  120,  there  may  be  confusion  wfith 
auricular  flutter,  but  in  this  condition  the  ven- 
tricles may  be  slowed  by  pressure  over  the 
carotids  and  there  is  usually  some  degree  of 
heart  block,  which  is  not  the  case  in  auricular 
tachycardia.  The  usual  pulse  rate  will  range 
from  normal  to  120,  but  may  be  faster.  It 
is  this  type  of  heart  action  which  is  seen  in  in- 
fectious diseases  with  elevation  of  tempera- 
ture ( except  in  typhoid-colon  and  intracranial 
infections  with  increased  pressure),  thyro- 
toxicosis, neurocirculatory  asthenia,  following 
exercise,  emotional  disturbances,  pain,  hemor- 
rhage, shock,  abdominal  conditions  interfering 
with  free  diaphragmatic  movement,  and  cer- 
tain drugs  as  caffeine,  adrenalin,  atropin  and 
alcohol.  It  is  characterized  by  a regular  and 
rapid  heart  rate,  associated  with  or  preceded 
by  some  of  the  above  conditions. 


B.  Sinus  Bradycardia: — Here  the  pace  of 
the  heart  is  reduced  to  50  or  60  per  minute, 
but  may  be  as  low  as  30.  The  rhythm  may 
be  regular  or  irregular.  It  is  a phase  of  the 
fluctuation  seen  in  the  rate  during  rest  and 
and  sleep.  It  is  normal  in  some  individuals, 
especially  those  who  have  engaged  in  stren- 
uous athletic  exercises,  such  as  rowing,  foot 
ball,  foot  races  and  basketball,  and  may  be 
associated  with  great  powers  of  physical  en- 
durance. The  explanation  is  believed  to  lie 
in  increased  vagal  tone,  and  no  great  import- 
ance is  attached  to  this  disorder.  It  may  be 
confused  with  heart  block,  but  the  latter  con- 
dition is  more  common  in  older  individuals, 
while  sinus  bradycardia  is  usually  found  in 
the  young.  It  is  frequently  associated  with 
extrasystoles,  and  vagus  pressure  will  further 
reduce  the  rate,  while  exercise  will  increase  it. 

C.  Sinus  Arhythmia: — This  is  the  most 
common  disturbance  of  the  cardiac  rhythm, 
and  is  most  often  seen  in  childhood  and  early 
life.  Here  we  have  an  inconstant  vagus  ac- 
tion, causing  impulses  to  leave  the  sino-auri- 
cular  node  at  a variable  rate.  It  is  character- 
ized by  a gradual  waxing  and  waning  of  the 
heart  rate,  and  the  radial  beats  and  apical  pul- 
sations correspond.  In  the  respiratory  type, 
an  acceleration  of  the  rate  occurs  during  the 
inspiratory  phase  and  a slowing  during  the  ex- 
piratory phase.  There  are  several  other 
types  of  vagal  irregularities  not  associated 
with  respiratory  action,  and  seen  much  less 
frequently.  Here  belong  those  resulting  in 
syncope  and  fainting  attacks,  associated  with 
profound  slowing  or  actual  cessation  of  the 
heart  beat,  and  the  irregular  slowing  and  ac- 
celeration of  the  heart  seen  in  neurocircula- 
tory asthenia  or  “irritable  heart”.  Vagal 
irregularities  are  abolished  by  any  factor 
which  markedly  increases  the  average  pulse 
rate.  Thus  they  tend  to  disappear  after  the 
administration  of  atropine,  with  exercise  or 
with  fever. 
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D.  Premature  Contractions: — Here  we 
find  the  usual  cardiac  rhythm  interrupted  by 
contractions  occurring  prematurely  in  response 
to  newly  formed  impulses  in  the  musculature. 
These  premtaure  contractions  or  extrasystoles 
differ  from  the  usual  physiological  beat  in 
two  respects.  First  the  impulse  which  gives 
rise  to  it  is  formed  at  an  unusually  rapid  rate, 
and  secondly  it  is  not  one  of  a rhythmic  series. 
Hence  we  have  a beat  occurring  earlier  in 
the  cardiac  cycle  than  would  normally  be  ex- 
pected. The  work  accomplished  by  these 
beats  is  small,  because  the  rest  period  which 
precedes  them  is  short.  They  may  or  may 
not  be  strong  enough  to  raise  the  aortic  valves. 
The  arterial  pulse  as  a result  of  this  beat  will 
be  characterized  by  either  a feeble  pulsation 
or  a prolonged  pause.  Auscultation  will  re- 
veal early  first  and  second  heart  sounds  when 
the  aortic  valves  are  lifted,  but  only  an  iso- 
lated and  premature  first  sound  when  the 
ventricular  pressure  fails  to  exceed  the  arter- 
ial. Hence  we  find  the  heart  sounds  occur- 
ring in  groups  of  threes  or  fours  according  to 
the  above  events. 

Premature  contractions  may  originate  from 
the  auricle,  the  ventricle,  or  from  the  tissues 
which  unite  them,  but  for  clinical  purposes  we 
distinguish  only  auricular  and  ventricular  ex- 
trasystoles. In  the  latter  type,  after  the  dis- 
turbance caused  by  the  premature  contrac- 
tion the  ventricle  rests  until  another  rhyth- 
mic auricular  impulse  arrives,  and  this  period 
of  rest  is  known  as  the  compensatory  pause. 
This  period,  plus  that  which  occurred  between 
the  last  normal  beat  and  the  premature  one 
exactly  equals  that  of  two  normal  heart  beats, 
and  thus  the  original  sequence  is  restored.  In 
the  case  of  auricular  extrasystoles,  there  is 
an  auricular  systole,  followed  by  a ventricular 
contraction,  for  the  ventricle  responds  to  each 
auricular  contraction,  be  it  normal  or  abnor- 
mal. Here  again  we  have  a long  pause,  but 
the  whole  period  of  the  disturbance  is  not 
equivalent  to  two  full  cycles  of  normal 
rhythm. 

E.  Paroxysmal  Auricular  Tachycardia: — 
In  this  condition  we  find  the  normal  mechan- 
ism interrupted  by  a series  of  rapid  and  reg- 


ular beats,  varying  in  rate  from  100  to  200 
per  minute.  It  is  the  result  of  some  area  in 
the  auricular  musculature  assuming  the  role 
of  pace  maker  and  sending  out  a regular  series 
of  impulses  which  result  in  ventricular  con- 
tractions. There  is  obviously  no  sharp  line  of 
demarcation  between  the  higher  rates  and 
flutter.  It  is  found  most  often  in  the  male, 
young  adults  rather  than  older  people,  and  in 
those  with  no  evidence  of  other  cardiac  ab- 
normalities, though  it  may  be  asscoiated  with 
serious  cardiac  disease.  The  attacks  are  char- 
acterized by  sudden  onset  and  offset,  and  may 
last  from  a few  minutes  to  hours  or  days.  In 
brief  attacks  there  is  usually  a sense  of  palpi- 
tation, and  there  may  be  exhaustion,  palor, 
cold  damp  skin,  anginal  pain  or  gastro-intes- 
tinal  symptoms.  Prolonged  attacks  will  re- 
sult in  the  usual  signs  of  congestive  heart 
failure.  Diagnosis  depends  on  the  history  of 
previous  attacks,  nature  of  the  onset  and  -off- 
set, rate  and  rhythmicity,  with  little  effect  of 
exercise  and  change  in  posture.  Vagal  pres- 
sure is  uncertain  in  its  effects,  it  may  stop  the 
attack  with  a variable  pause  when  the  heart 
ceases  to  beat,  then  followed  by  normal  sinus 
rhythm,  or  it  may  have  no  effect  at  all.  Many 
bizarre  methods  have  been  found  effective  by 
these  patients  in  stopping  the  attacks.  This 
form  of  tachycardia  when  associated  with  fre- 
quent ventricular  extrasystoles  may  so  simu- 
late auricular  fibrillation  as  to  require  a trac- 
ing to  decide  the  nature  of  the  disturbance. 

F.  Auricular  Flutter: — Here  we  have  a 
series  of  new  and  rhythmic  impulses  which 
result  in  auricular  contractions  at  the  rate  of 
from  200  to  350  per  minute.  It  might  be 
considered  as  an  intermediate  stage  between 
auricular  tachycardia  and  auricular  fibrilla- 
tion. It  may  be  either  a paroxysmal  or  per- 
manent condition,  and  patients  rarely  see  a 
physician  during  the  paroxysmal  attacks.  One 
of  the  most  characteristic  features  is  the  al- 
most constant  association  with  heart  block,  the 
auricular  rates  may  range  from  260  to  320 
per  minute,  the  ventricular  rates  being  from 
130  to  160,  due  to  the  existence  of  2:1  heart 
block.  Probably  in  the  majority  of  these 
cases  the  diagnosis  must  depend  upon  tracings 
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rather  than  ordinary  clinical  means.  A reg- 
ular and  persistent  ventricular  rate  of  from 
130  to  160  in  an  elderly  patient  must  always 
make  one  very  suspicious  of  the  existence  of 
flutter.  But  it  is  to  be  remembered  that  any 
ciegree  of  block  may  exist  from  2:1  ratio  to 
complete  dissociation,  with  a resulting  ven- 
tricular rate  of  40  or  less. 

G.  Auricular  Fibrillation: — Here  the 
circus  movement  in  the  auricles  results  in  such 
irregular  and  rapid  impulses  that  the  auri- 
cular muscles  can  not  follow  them,  the  result 
being  that  the  auricles  remain  distended,  and 
their  surface  presents  a multitude  of  fibril- 
lary muscular  contractions,  but  no  definite 
systolic  movement.  The  impulses  vary  tre- 
mendously in  strength,  some  failing  to  pass 
through  to  the  ventricles  at  all,  others  pro- 
ducing varying  degrees  of  contraction  in  the 
ventricles,  both  as  regards  time  and  force.  The 
result  is  a pulse  totally  irregular  as  to  rhythm 
and  strength. 

It  is  able  to  supply  only  indifferent  news 
of  the  ventricular  rate,  as  many  pulsations 
fail  to  produce  an  arterial  beat.  The  pulse  is 
j a medley  of  beats  of  various  sizes,  an  inter- 
I mingling  of  changing  pauses.  At  times  the 
beats  are  almost  uniform  in  strength  and  spac- 
: ing,  then  feeble  pulsations  may  follow  for  a 
1 time,  then  the  pulse  may  be  lost  altogether, 
and  soon  re-appear  with  renewed  vigor.  At 
the  apex  the  heart  sounds  are  modified.  They 
vary  in  intensity  and  the  variation  runs  hand 
in  hand  with  the  strength  of  the  beats.  The 
first  and  second  sounds  are  present  with  each 
systole  which  results  in  an  arterial  pulsation, 
but  a first  sound  stands  isolated  when  the 
pulse  beat  is  missing.  When  the  ventricle 
beats  irregularly  at  a rate  surpassing  120  per 
minute,  we  may  suspect  that  fibrillation  is 
present,  as  well  as  when  such  irregular  action 
is  associated  with  signs  and  symptoms  of  ser- 
ious heart  failure.  But  when  the  heart  rate 
is  not  so  rapid  and  few  or  no  signs  of  myo- 
cardial failure  are  present  there  may  be  some 
; question  as  to  whether  the  irregularity  is  due 
to  fibrillation  or  some  other  condition.  Here 
a very  simple  test  is  often  helpful.  Moderate 
I exercise  always  accelerates  the  ventricular 


rate.  In  fibrillation  the  pulse  becomes  more 
irregular  with  its  acceleration,  while  in  other 
types  of  irregularity,  the  pulse  steadies  as  its 
rate  increases.  The  test  for  a pulse  deficit 
should  always  be  made  as  a count  of  the  ra- 
dial pulse  alone  may  give  a totally  erroneous 
idea  of  the  heart  rate.  Simultaneous  counts 
of  the  apex  and  radial  rates  will  reveal  a rapid 
ventricular  and  relatively  slow  radial  beat. 
The  difference  between  these  two  rates  or  the 
pulse  deficit,  is  characteristic  of  auricular  fib- 
rillation and  gives  one  some  idea  of  the  de- 
gree of  myocarciial  incompetence.  Blood  pres- 
sure readings  will  vary  widely  and  are  of  no 
great  value. 

1 1.  Heart  Block: — A term  used  to  desig- 
nate an  abnormal  mechanism  in  which  there 
is  a delay  in,  or  absence  of,  ventricular  re- 
sponses to  the  auricular  impulses.  Several 
types  of  this  disorder  are  designated  by  name 
according  to  the  portion  of  the  conduction 
system  where  the  block  occurs.  In  Complete 
Heart  Block  the  ventricles  assume  a rhythm 
of  their  own,  beating  quite  independently  of 
the  auricles.  The  rate  is  unusually  slow, 
often  under  40  and  generally  quite  regular, 
and  almost  unaffected  by  exercise  or  atropine. 
Each  beat  is  accompanied  by  a first  and  second 
sound,  and  in  addition  during  the  long  dias- 
toles, muffled  sounds  due  to  the  auricular  sys- 
toles are  often  heard.  A characteristic  sign 
which  is  often  present  is  the  changing  char- 
acter of  the  first  and  second  sounds.  When 
the  auricular  and  ventricular  contractions  be- 
gin together,  the  first  sound  is  intensified,  and 
when  they  fall  almost  together,  the  first  or 
second  sound  may  be  reduplicated.  Some- 
times a prominent  venous  pulsation  in  the 
neck  is  visible  when  the  auricle  fails  to  empty 
as  a result  of  the  auricular  and  ventricular 
systoles  occurring  at  the  same  time  with  the 
resulting  intensified  first  sound.  Single 
dropped  beats  are  not  difficult  to  detect,  and 
during  the  pause  which  results,  neither  sound 
nor  movement  can  be  detected  at  the  apex. 
This  is  a form  of  partial  block,  and  all  de- 
grees occur  from  a prolongation  of  the  inter- 
val between  auricular  and  ventricular  con- 
tractions up  to  that  of  complete  block. 
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INTERPRETATION  AND  SIGNIFICANCE  OF  CARDIAC  MURMURS 


“By  Fred  A.  Brown,  M.  D., 
Huntingtoriy  W.  Va. 


^^NLY  the  more  common  cardiac  murmurs 
are  to  be  considered  in  this  discussion  and 
no  attempt  will  be  made  to  go  into  detail  re- 
garding the  various  physical  characteristics  of 
the  murmurs  described,  but  rather  to  stress 
the  significance  and  importance  of  such  mur- 
murs as  an  aid  in  arriving  at  a correct  im- 
pression as  to  the  presence  or  absence  of  actual 
heart  disease. 

According  to  White,  “cardiovascular  mur- 
murs are  produced  by  the  vibration  of  the 
valves  and  walls  of  the  heart  and  great  ves- 
sels, resulting  from  the  rush  of  blood  from  a 
passage  of  relatively  narrow  calibre  to  one 
of  much  greater  calibre,  or  by  the  vibration 
of  some  tissue  floating  in  the  blood  stream, 
one  end  of  which  is  fixed  to  valve,  heart  or 
vessel  wall”.  He  considers  the  relation  be- 
tween the  calibres  of  two  adjoining  parts  of 
the  heart  or  blood  vessels  and  not  the  absol- 
ute size  of  the  calibre  of  either,  as  the  im- 
portant factor  in  the  production  of  murmurs. 

The  most  Important  facts  to  know  regard- 
ing a murmur  are:  (1)  Its  place  in  the 

cardiac  cycle;  (2)  Its  point  of  maximum 
Intensity;  (3)  The  area  over  which  it  can 
be  heard;  and  (4)  The  effects  of  exertion, 
respiration,  or  position  upon  it.  Less  import- 
ant are  the  physical  characteristics  of  the  mur- 
mur Itself. 

Systolic  murmurs  are  by  far  more  common 
than  those  occurring  during  other  phases  of 
the  cardiac  cycle.  It  is  very  important  to 
know  that  most  systolic  murmurs  do  not  indi- 
cate the  presence  of  organic  heart  disease,  and 
quite  often  they  can  be  classed  as  functional 
murmurs,  yet  this  conclusion  should  be 
reached  only  after  careful  examination  of  not 
alone  the  heart  but  of  the  other  systems  as 
well,  for  frequently  such  murmurs  are  indi- 
cative of  the  presence  of  some  Important  or 
serious  disease  acting  on  the  circulatory  ap- 


paratus without  the  actual  presence  of  heart  ' 
disease  itself.  Apical  systolic  murmurs,  as  a 
rule,  begin  early  in  systole,  either  with  or 
immediately  following  the  first  sound  and 
vary  in  intensity  and  duration  from  the  very 
slight,  short  murmur  to  the  long  and  loud 
murmur  filling  all  of  systole.  The  more  in- 
tense the  murmur  and  the  nearer  the  heart  to 
the  stethoscope,  the  greater  the  area  over 
which  it  can  be  heard,  as  is  true  of  the  trans- 
mission of  nearly  all  murmurs.  The  major- 
ity of  apical  systolic  murmurs  can  be  best  ex- 
plained as  due  to  systolic  regurgitation  of  I 
blood  through  the  mitral  valve  back  into  the 
left  auricle.  Where  organic  disease  or  de-  i 
formity  of  the  mitral  valve  is  present  per-  i 
mitting  regurgitation  to  occur,  such  disease  is 
usually  rheumatic  in  origin.  Organic  disease 
of  the  heart  with  dilatation,  without  any  de- 
formity of  the  mitral  valv'e  may  be  the  cause. 
The  majority  of  apical  systolic  murmurs, 
however,  are  due  to  some  extracardiac  condi- 
tion producing  a temporary  or  more  perman- 
ent dilatation  of  the  heart,  with  an  absence  of 
organic  heart  disease  and  without  deformity 
of  the  mitral  valve.  ■ 

Besides  mitral  regurgitation  an  apical  sys-  ' 
tolic  murmur  may  be  due  to  transmission  of 
a systolic  murmur  from  the  base  such  as 
occurs  in  some  cases  of  aortic  stenosis.  This 
murmur  is  nearly  always  maximal  ov'er  the  ! 
aortic  area. 

Occasionally  an  apical  systolic  murmur  can  : 
be  classed  as  respiratory  in  origin,  due  to  the 
mechanical  action  of  the  heart  beat  in  forcing  A 
air  in  and  out  of  adjacent  lung  tissue.  This  t 
type  of  murmur  usually  varies  greatly  during 
diflPerent  phases  of  respiration  disappearing 
as  a rule  at  the  end  of  full  inspiration.  ^ 

Systolic  murmurs  heard  at  the  base  may  be 
divided  into  two  groups;  ( 1 ) Those  heard  ! 
over  the  aortic  valve  area,  usually  maximal  .} 
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in  the  second  intercostal  space  just  to  the  right 
of  the  sternum j and  (2)  Those  heard  over 
the  pulmonic  valve  area,  usually  maximal  in 
the  second  intercostal  space  just  to  the  left  of 
the  sternum. 

The  more  common  causes  of  the  systolic 
murmur  heard  over  the  aortic  area  are:  ( 1 ) 

Dilatation  of  the  aorta;  (2)  Aortic  steno- 
sis; (3)  Aortic  aneurysm;  and  (4) 
Transmission  of  a systolic  murmur  from  the 
pulmonary  area  and  less  frequently  from 
other  areas.  Of  these,  simple  dilatation  of 
the  aorta  such  as  occurs  in  chronic  hyperten- 
sion, arteriosclerosis,  or  luetic  aortitis,  is  the 
most  common.  Transmission  from  elsewhere 
is  usually  signified  by  maximal  intensity  else- 
where. Aortic  stenosis,  resulting  from  rheu- 
matic or  sclerotic  changes  in  the  valve,  and 
aneurysm,  are  less  common  causes  of  such  a 
murmur. 

Systolic  murmurs  heard  over  the  aortic 
valve  area  are  usually  transmitted  along  the 
larger  arteries  of  the  upper  chest  and  into  the 
neck,  the  more  intense  the  murmur  the  farther 
the  transmission.  The  more  harsh  and  rough 
the  murmur  the  more  likely  is  aortic  stenosis 
to  be  present  as  a cause  of  the  murmur. 

The  most  common  of  all  heart  murmurs 
is  the  systolic  murmur  heard  over  the  pul- 
monary area.  Should  it  be  absent  even  in  a 
normal  individual  in  the  erect  position  it  can 
usually  be  brought  out  by  assuming  a reclin- 
ing position  and  fully  exhaling.  A systolic 
pulmonary  murmur  may,  therefore,  be  con- 
sidered as  physiological  in  the  vast  majority 
of  cases,  and  since  other  causes  of  this  mur- 
mur occur  rather  rarely  no  attempt  is  made 
to  include  them  in  this  discussion,  except  to 
note  that  the  systolic  murmur  occurring  in 
aortic  stenosis  is  quite  often  well  heard  over 
the  pulmonic  area.  Diastolic  murmurs,  while 
occurring  much  more  infrequently,  are  of  far 
more  importance  than  systolic  murmurs.  At 
the  apex  the  most  common  diastolic  murmurs 
heard  are  those  due  to  mitral  stenosis  and 
those  due  to  aortic  regurgitation.  The  mur- 
mur of  mitral  stenosis  is  usually  of  low  pitch 
and  of  a low  rumbling  character.  It  does 
not,  as  a rule,  begin  until  after  the  second 


heart  sound  and  is  localized  at  the  apex,  being 
most  frequently  over  a very  small  area,  prob- 
ably not  over  2 to  3 cms.  in  diameter,  with  no 
transmission  beyond.  It  is  better  perceived, 
as  a rule,  with  the  patient  in  the  recumbent 
position  and  by  use  of  the  bell  type  stetho- 
scope. When  normal  rhythm  is  present  one 
often  notes  a fairly  marked  accentuation  of 
this  diastolic  murmur  just  before  or  at  the  be- 
ginning of  the  first  heart  sound,  and  in  some 
cases  this  presystolic  accentuation  is  the  only 
part  of  the  murmur  audible,  yet  one  should 
be  careful  in  making  a diagnosis  of  mitral 
stenosis  in  the  presence  of  this  presystolic  ac- 
centuation without  the  preceeding  diastolic 
murmur. 

.•\side  from  true  organic  mitral  stenosis  and 
the  transmitted  murmur  of  aortic  regurgita- 
tion, as  the  causes  of  diastolic  murmurs  heard 
at  the  apex,  such  a murmur  is  present  at  times 
in  well  marked  aortic  regurgitation,  not  as  a 
result  of  transmission  and  without  the  pres- 
ence of  mitral  valve  pathology,  yet  due  to 
relative  or  functional  mitral  stenosis.  The 
production  of  this  murmur,  first  described  by 
Austin  Flint  in  1862,  is  little  understood,  but 
is  probably  associated  with  left  ventricular 
dilatation. 

The  fact  that  most  diastolic  murmurs  heard 
at  the  apex,  when  due  to  organic  disease  of  the 
mitral  valve  have  definite  characteristics  and 
are  accompanied  by  a history  of  rheumatic 
infection,  simplifies,  to  a large  extent,  our  in- 
terpretation of  such  murmurs. 

Over  the  base  of  the  heart,  by  far  the  most 
common  diastolic  murmur  heard,  is  the  one 
associated  with  aortic  regurgitation.  Pulmon- 
ary regurgitation  as  a cause  of  a basal  dias- 
tolic murmur  occurs  but  rarely. 

The  most  important  and  usual  character- 
istics of  the  murmur  due  to  aortic  regurgita- 
tion are  its  maximum  intensity  over  the  mid- 
sternum and  in  the  3rd  and  4th  intercostal 
spaces  just  to  the  left  of  the  sternum  rather 
than  over  the  2nd  intercostal  space  just  to 
the  right  of  the  sternum.  Its  transmission  is 
often  wide,  frequently  to  the  apex  and  left 
axilla  and  less  loudly  upward.  Use  of  the 
Bowles  type  stethoscope  in  most  cases  permits 
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of  better  perception,  as  does  examination  of 
the  patient  in  the  upright  rather  than  in  the 
recumbent  position. 

The  presence  of  a diastolic  aortic  murmur 
practically  always  signihes  organic  disease  of 
the  aortic  valve  and  the  clinical  conditions  re- 
sponsible for  such  disease  are  lues,  rheumatic 
infection  and  sclerotic  changes. 

While  murmurs  in  general  often  furnish 
valuable  information  in  the  examination  of 
the  cardiac  patient,  one  should  always  bear 
in  mind  that  serious  heart  disease  may  be  pres- 
ent in  the  absence  of  all  murmurs.  Not  alone 
may  this  be  true  before  the  onset  of  actual 


congestive  failure,  but  quite  often  as  conges- 
tive failure  progresses  murmurs  previously 
heard  will  be  found  to  disappear. 

At  times  more  than  one  of  the  described 
murmurs  will  be  present  in  the  same  patient, 
yet  the  individual  murmur  usually  retains 
certain  of  its  characteristics  that  enable  us  to 
suspect  the  presence  of  the  double  lesion. 

Finally,  while  the  interpretation  of  cardiac 
murmurs  is  of  definite  importance,  it  is  usual- 
ly through  other  equally  valuable  methods  of 
study  of  the  heart  and  its  action,  that  infor- 
mation is  gained  on  which  we  base  our  imme- 
diate treatment  and  prognosis. 


PRACTICAL  VALUE  OF  INFORMATION  OBTAINED  FROM 
CEREBRO-SPINAL  FLUID  STUDIES* 


'By  Archer  A.  Wilson,  B.  A.,  M.  D., 
CharlestoTiy  West  Virginia 


cerebro-spinal  fluid 'is  one  of  the  high- 
ly important  biological  system  of  the 
body,  the  investigation  of  which  is  often  of 
inestimable  practical  importance  in  the  ade- 
quate appraisal  of  an  illness.  Certainly  in 
cases  which  have  neuro-psychiatric  aspects  no 
examination  is  complete  without  taking  into 
consideration  the  information  that  can  be  ob- 
tained from  the  physics  and  chemistry  of  the 
spinal  fluid,  information  which  can  be  obtained 
from  no  other  source.  This  paper  is  design- 
ed to  comment  on  the  many  useful  data  of 
practical  rather  than  theoretical  importance 
‘with  the  hope  that  such  studies  may  encour- 
age the  voider  use  of  this  most  useful  and  nec- 
essary procedure. 

It  would  be  well  to  consider  briefly  the 
anatomy  and  physiology  of  the  structures  con- 
cerned in  the  production,  resorption  and  cir- 
culation of  this  fluid.  Between  the  pia  and 
the  arachnoid  membranes  of  the  brain  and 
spinal  cord,  lies  the  subarachnoid  space,  re- 
duced to  a mere  slit  in  some  regions,  expand- 
ing into  capacious  spaces  in  others  and  con- 
taining the  fluid' coverings  of  the  nervous  sys- 

*Rcad  before  the  Kan.iwha  Medical  Society,  Charleston,  W.  Va,, 
Jan,  1 0,  1933, 


tern,  the  cerebro-spinal  fluid.  The  various 
protective  and  nutritive  coverings  of  the  cen- 
tral nervous  system  are  continuous  envelopes. 
The  fluid  envelope  is,  of  course,  in  direct  con- 
tinuity with  the  cavity  of  the  spinal  canal  and 
the  ventricular  system  of  the  brain,  a con- 
stant flow  taking  place  from  one  to  the  other, 
according  to  the  general  plan  of  the  circula- 
tion of  the  cerebro-spinal  fluid. 

The  formation,  resorption,  and  circulation 
of  the  cerebro-spinal  fluid  is  still  a matter  of 
much  controversy,  but  the  prevailing  opinion 
is  that  the  choroid  plexuses  in  the  lateral  as 
well  as  the  third  and  fourth  ventricles  secrete 
the  fluid  and  serve  as  reversible  semiper- 
meable  membranes  and  that  the  direction  of 
flow  depends  upon  the  relative  osmotic  ten- 
sion between  the  blood  plasma  and  cerebro- 
spinal fluid.  These  plexuses  have  a great  in- 
fluence in  the  regulation  of  the  cerebro-spinal 
fluid  tension  on  account  of  their  favorable 
position  and  richness  in  capillaries.  The  epi- 
thelial lining  of  the  plexuses  are  thought  to 
have  the  function  of  withdrawing  from  the 
cerebro-spinal  fluid  the  products  of  neural 
catabolism,  which  pass  into  the  fluid  from  the 
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pericellular  canals.  Thus,  the  plexuses  serve 
the  purpose  of  maintaining  a constant  intra- 
cranial tension  as  well  as  maintaining  the  nut- 
ritive power  of  the  central  nevrous  system. 

From  its  formation  within  the  ventricles, 
the  fluid  flows,  according  to  Cobb,  from  the 
fourth  ventricle  into  the  cisterna  magna  from 
whence  it  passes  downward  in  the  spinal  canal, 
forward  into  the  basal  cisterns  and  thence  over 
the  cortices  to  enter  again  the  general  circula- 
tion by  resorption  through  the  arachnoid  villi 
of  the  pacchionian  granulations,  situated  on 
either  side  of  the  superior  longitudinal  sinus. 

Assuming  the  principle  of  osmotic  balance 
between  blood  plasma  and  cerebro-spinal 
fluid,  clinicians  have  devised  methods  of  al- 
tering at  will  the  intracranial  tension.  This 
is  accomplished  by  changing  the  molecular 
or  ionic  concentration  of  the  blood.  The  prac- 
tical application  of  this  knowledge  is  obvious. 
In  states  of  cerebral  hypotension  found  acci- 
dentally in  the  routine  pressure  studies  on 
patients  or  as  result  of  acute  head  injuries,  as 
often  happens,  or  for  relief  of  the  trouble- 
some lumbar  puncture  headache,  the  intra- 
\’enous  injection  of  distilled  water  is  elfective 
in  raising  the  low  intracranial  pressure  and 
thus  relieving  the  symptoms.  Conversely,  in 
dealing  wtih  states  of  increased  intracranial 
pressure  as  found  following  trauma,  in  space 
restricting  lesions,  edema,  or  from  inflamma- 
tory or  infectious  diseases  of  the  brain  and  its 
coverings,  the  intravenous  injections  of  glu- 
cose in  50%  solution,  wTich  is  hypertonic,  is 
an  indispensible  aid  to  the  surgeon  in  the  con- 
trol of  intracranial  tension,  often  making  suc- 
cessful operative  procedures  possible,  while 
in  non-surgical  conditions  of  increased  intra- 
cranial tension,  this  means  is  elfective  in  re- 
ducing the  tension. 

On  the  other  hand,  the  selective  qualita- 
tive and  quantitative  action  of  the  capillaries 
to  the  passage  of  colloids  and  crystalloids 
from  the  blood  plasma  to  the  cerebro-spinal 
fluid  and  pericellular  spaces,  acts  as  a bar- 
rier. Under  normal  conditions  the  hemato- 
encephalic barrier  protects  the  cerebro-spinal 
fluid  against  the  invasions  of  foreign  and  nox- 
ious agents,  which  at  a given  moment,  may  be 


present  in  the  blood.  This  barrier  at  another 
time  may  permit  the  passage  of  substances 
useful  and  necessary  to  the  life  and  activity 
of  the  neural  elements. 

The  cerebro-spinal  fluid,  according  to  the 
common  characteristics  of  all  fluids,  being 
non-compressible  and  liquid,  is  admirably 
suited  to  take  up  and  equalize  in  all  directions 
all  factors  bringing  pressure  to  bear  on  the 
central  nervous  system.  These  characteris- 
tics, however,  are  at  the  same  time  a potent 
source  of  danger  to  the  delicate  structures 
contained  within  the  coverings  of  the  brain  on 
account  of  both  extrinsic  and  Intrinsic  harm- 
ful influences.  In  case  of  trauma  by  extrin- 
sic factors,  the  cerebro-spinal  fluid  by  its  un- 
yielding equalization  of  pressure,  may  serve 
to  transmit  directly  to  the  nervous  system 
forces  which  may  bring  about  the  destruction 
of  the  delicate  nerve  cell.  The  role  of  the 
cerebro-spinal  fluid  as  a source  of  danger  to 
the  central  nervous  system  exists  in  the  wide- 
open  pathways  which  lie  before  an  infection 
entering  the  subarachnoid  space,  whence  it 
may  rapidly  and  widely  disseminate  over  the 
entire  length  and  breadth  of  the  brain  and 
cord.  Therefore,  under  certain  conditions, 
the  very  advantages  of  these  coverings  are 
their  disadvantages j but  under  normal  cir- 
cumstances they  are  admirably  fitted  to  play 
their  parts  in  the  protection  of  the  central 
nervous  system. 

Are  there  any  contra-indications  to  spinal 
puncture?  States  of  increased  intracranial 
pressure  are  regarded  as  relative  contra- 
indications and  under  such  circumstances,  the 
procedure  should  be  done  with  caution  as  un- 
toward results  might  follow,  particularly  in 
posterior  fossa  neoplasms,  where,  by  sudden 
release  of  pressure  from  below,  there  is  a 
likelihood  of  causing  a herniation  of  the  med- 
ulla into  the  foramen  magnum  with  resulting 
medullary  edema  and  respiratory  failure.  We 
think  that  spinal  puncture  should  not  be  done 
without  an  ophthalmoscopic  examination  of 
the  eye  grounds.  Choked  disc  is  certainly  a 
warning  as  to  possible  potentialities  In  such 
cases. 

The  estimation  of  the  cerebro-spinal  fluid 
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pressure  is  an  important  part  of  the  spinal 
fluid  studies  and  should  be  regarded  as  a rou- 
tine measure.  The  water  manometer  after 
the  method  of  Ayer  because  of  its  simplicity 
has  largely  replaced  the  more  cumbersome 
mercurial  manometer.  For  pressure  read- 
ings, the  center  of  the  patients  head  must  be 
in  the  same  plane  as  the  spinal  canal  and  satis- 
factory relaxation  must  be  obtained,  else  the 
readings  are  misleading.  It  is  often  neces- 
sary to  divert  the  patient’s  attention  and  to 
wait  some  five  minutes  before  the  true  pres- 
sure reading  can  be  ascertained.  Punctures 
with  a minimum  of  discomfort  facilitate  these 
readings  as  does  reassurance,  and  the  carrying 
out  of  the  procedure  in  the  patient’s  own  bed, 
rather  than  in  the  operating  room,  which  adds 
greatly  to  the  gravity  of  the  ordeal,  in  the 
patient’s  mind,  and  tends  to  prevent  adequate 
relaxation.  Pressure  is  increased  in  space  re- 
stricting lesions,  inflammatory,  traumatic  and 
other  pathological  states. 

Pressure  dynamics  are  indicated  in  suspect- 
ed spinal  cord  compression  of  whatever 
source,  the  so-called  Queckenstedt  or  block 
test.  Normally,  upon  bilateral  jugular  com- 
pression for  ten  seconds,  there  is  a prompt, 
free  and  full  rise  in  the  fluid  level  in  the 
manometer,  with  a prompt  return  to  the  nor- 
mal level  upon  jugular  release  in  about  fif- 
teen seconds.  In  a complete  compression 
there  is  no  rise  in  the  fluid  level  and  no  pulse 
oscillation,  in  partial  block  there  may  be  a 
delayed  rise  and  still  greater  delay  in  fall  to 
the  normal  level.  We  have  used  the  injec- 
tion of  air  as  a confirmatory  measure — a few 
cc’s  of  air  when  injected  into  the  needle  will 
pass  into  the  skull  cavity  and  give  rise  to  an 
immediate  headache  in  the  top  side  of  the 
head  if  no  block  exists  and  pain  at  the  site  of 
the  lesion  if  a block  does  exist.  This  test 
should  always  be  made  use  of  in  cases  of  frac- 
tures of  the  back  with  complete  or  partial 
physiological  interruption  of  the  conduction 
pathways  of  the  cord  and  solely  upon  its  re- 
sults do  we  rely  for  indication  or  contra-indi- 
cation for  laminectomy.  This  procedure  is 
thoroughly  standardized.  The  test  is  also  of 
inestimable  value  in  suspected  lateral  sinus 


thrombosis,  and  permits  an  early  and  accur- 
ate diagnosis  of  this  most  serious  complica- 
tion of  otitic  disease,  which  can  often  be  re- 
lieved by  prompt  surgical  interference. 

The  chemical  examination  of  cerebro- 
spinal fluid  is  a routine  procedure  in  suspected 
cases  of  central  nervous  system  disease,  and 
of  pre-eminent  diagnostic  value  among  these 
chemical  tests  is  the  quantative  protein  deter- 
mination. The  cerebro-spinal  fluid  normally 
contains  small  quantities  of  globulin  and  albu- 
men, which  are  apparently  derived  from  the 
blood  plasma.  The  normal  protein  value  is 
from  15  to  35  mgms.  per  100  cc’s  of  fluid. 
While  an  excess  of  globulin  is  not  pathogo- 
monic  of  syphilis,  yet  a negative  globulin  to 
Tandy’s  reagent  has  much  greater  value  in 
that  it  almost  certainly  excludes  syphilis.  This 
is  due  to  the  fact  that  syphilitic  lesions  disturb 
the  ratio  between  globulin  and  albumen  when 
often  the  total  protein  is  not  much  elevated. 
The  total  protein  is  elevated  in  inflamma- 
tory, infectious,  and  degenerative  diseases  as 
well  as  in  brain  and  spinal  cord  compressions. 
In  the  latter  condition  we  often  encounter 
what  is  known  as  the  Froin  Syndrome,  which 
is  pathogomonic  of  cord  compression.  Here 
the  fluid  is  a deep  yellow  and  coagulates  upon 
standing  due  to  a tremendous  increase  in  pro- 
tein. In  partial  block  the  protein  content  is 
elevated  in  the  lumbar  sac  and  normal  when 
obtained  from  the  cisterna  magna,  a finding 
of  great  diagnostic  aid. 

While  no  especial  mention  is  made  in  the 
literature  of  the  sugar  determinations  on  the 
spinal  fluid,  the  writer  has  come  to  consider 
this  a most  useful  source  of  information  in 
the  intelligent  handling  of  the  meningitides. 
In  fact,  both  its  diagnostic  and  prognostic 
value  is  of  the  greatest  significance.  It  may 
be  taken  as  proven  that  normally  the  concen- 
tration of  sugar  in  cerebro-spinal  fluid  is  about 
65  mgms.  which  is  slightly  over  half  that  in 
the  blood  and  that  variations  in  one  corres- 
pond to  variations  in  the  other,  and  that  in 
various  pathological  states  there  is  an  inter- 
ruption in  this  ratio.  Kpidemic  encephalitis 
and  a few  other  conditions  are  associated  with 
a hyperglycorrhachia,  but  the  various  men- 
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Ingitides  cause  a more  or  less  severe  reduction 
in  the  sugar  content.  This  glycholysis  is  con- 
stant in  meningitis  and  its  extent  is  in  con- 
sonance with  the  severity  of  the  infection.  The 
sugar  content  may  be  used  as  an  accurate  guide 
in  the  administration  of  serum  in  treating 
meningicoccic  meningitis,  its  approach  to  nor- 
mal value  indicates  that  enough  serum  has 
been  given  and  conversely,  a continued  low 
sugar  points  to  a fatal  outcome.  This  is  a 
qualitative  test  and  should  be  expressed  in 
mgms.  per  100  cc’s. 

Another  chemical  constituent  of  diagnostic 
value  is  the  sodium  chloride  content,  whose 
normal  value  is  around  750  mgms.  While 
the  chloride  content  is  affected  by  starvation, 
vomiting  and  other  conditions,  its  chief  value 
from  a practical  and  diagnostic  standpoint  lies 
in  the  aid  it  gives  in  tubercular  meningitis; 
given  a lymphocytosis,  with  moderate  or 
severe  sugar  reduction  and  chlorides  of  below' 
620  mgms.,  w'e  have  presumptive  evidence  of 
a tubercular  meningitis.  The  positive  diag- 
nosis of  course,  rests  on  finding  the  bacilli 
in  the  pellicle  which  usually  forms  in  tuber- 
cular fluid  or  by  guinea  pig  inncoulation  and 
subsequent  autopsy. 

Alany  other  compounds  have  been  found 
normally  and  pathologically  in  cerebro-spinal 
fluid — such  as  calcium,  urea,  lactic  acid,  ace- 
tone— but  they  are  as  yet  of  little  or  no  prac- 
tical or  clinical  value. 

One  of  the  earliest  tests  employed  on 
spinal  fluid  and  still  one  of  the  most  import- 
ant examinations  is  the  cell  count,  which  ranks 
with  the  protein  determination  and  the  Was- 
sermann  in  the  bio-chemical  investigations  of 
nervous  diseases.  A count  of  more  than  1 0 
lymphocytes  is  almost  universally  admitted 
to  be  pathological,  and  to  be  evidence  of  an 
inflammatory  process  somewhere  within  the 
cerebro-spinal  subarachnoid  space.  The  cell 
count  should  always  be  done  on  fresh  fluid, 
preferbaly  with  Unna’s  polychromlc  methy- 
lene blue  stain,  from  which  immediately  the 
differential  count  as  well  as  any  red  cells  that 
may  be  present  may  be  accurately  made.  The 
differential  count  is  always  of  value  in  diag- 


nosis as  certain  diseases,  such  as  Tuberculosis, 
Syphilis  and  a few  other  conditions  have  a 
preponderance  of  lymphocytes.  In  Poliomye- 
litis, lymphocytosis  is  constant  early,  but  later 
gives  way  to  a polymorphonucleosis.  Eosieno- 
philes,  endothelial  and  plasma  cells,  and  even 
cancer  cells  may  be  found  in  certain  cases  of 
sarcomatosis  of  the  central  nervous  system. 

The  Wassermann  test  is  still  the  most  im- 
portant and  reliable  biologic  test  in  the  diag- 
nosis of  neurosyphilis.  This  test  should  be 
checked,  however,  by  cell  count,  globulin, 
total  protein  and  gold  curve.  The  Kahn  test 
is  not  so  reliable  on  spinal  fluid. 

The  bacteriological  study  of  the  cerebro- 
spinal fluid  is  of  the  most  specific  diagnostic 
value  and  it  is  upon  the  laboratory  that  we 
rely  for  guidance  in  isolating  and  identifying 
the  organism.  The  presence  of  a cloudy 
spinal  fluid  at  once  places  the  responsibility  on 
the  bacteriological  laboratory  for  intelligent 
care  of  a grave  situation.  Cultures  on  var- 
ious media  should  always  be  planted  and  the 
stained  smear  searched  for  the  causative  or- 
ganism. 

Aside  from  the  chemical,  bacteriological, 
cytological,  and  biological  properties,  the  phy- 
sical characteristics  of  cerebro-spinal  fluid  are 
of  diagnostic  import.  Normal  fluid  is  “as  clear 
and  limpid  as  spring  water”.  The  color  is 
altered  in  various  pathologic  states.  It  is  hazy 
or  cloudy  in  inflammatory  and  infectious  dis- 
eases, bloody  in  cerebral  and  spinal  trauma 
or  spontaneous  hemorrhage,  yellow  in  spinal 
cord  compression  and  a few  days  after  bleed- 
ing. It  is  often  necessary  to  determine 
whether  or  not  bloody  spinal  fluid  is  due  to 
an  error  in  technique  or  blood  in  the  sub- 
arachnoid space.  A “bloody  tap”  will  clear 
up  in  successive  tubes,  will  coagulate  on  stand- 
ing and  will  show  a clear  supernatant  fluid 
upon  centrifugization.  True  subarachnoid 
bleeding  will  be  of  uniform  color  in  successive 
tubes  and  when  centrifuged  or  allowed  to 
stand  will  show  the  typical  xanthrochromic 
supernatant  fluid  of  hemolysis. 

The  cerebro-spinal  fluid  is  utilized  for  fur- 
ther diagnostic  purposes  in  certain  other  ways. 
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In  cord  compression  where  a more  accurate 
localization  of  the  lesion  is  desired  than  that 
obtained  from  the  clinical  neurological  exam- 
ination, or  as  a verification  of  suspected  com- 
pression, partial  or  compete,  iodized  rape  seed 
oil  is  injected  into  the  cisterna  magna  and  its 
passage  down  the  spinal  subarachnoid  space 
watched  by  fluoroscope  and  marked  by  x-ray 
plates.  The  oil  coming  to  rest  at  the  site  of 
the  obstruction. 

Spinal  air  injections  followed  by  encephal- 
ograms to  denote  any  change  in  the  shape, 
size  and  position  of  the  ventricles  together 
with  any  distortion  of  the  cortical  pathways 
and  basal  cisterns  such  as  is  caused  by  tumors, 
abscesses,  aneurisms,  cysts,  inflammations,  etc., 
have  become  a frequent  and  indispensable  aid 
in  neurologic  practice.  This  procedure  is  also 
utilized  therapeutically  in  certain  properly  se- 
lected post-traumatic  headaches.  While  the 
reaction  is  a severe  one,  from  which  fortun- 
ately, few  tragedies  result,  it  should  not  be 
used  indiscriminately  or  by  those  not  prepared 
to  handle  promptly  the  complications  that 
might  result. 

Ventriculograms  following  the  introduction 
of  air  into  the  posterior  horns  of  the  lateral 
ventricles  is  a safer  procedure  and  the  method 
of  choice  in  the  presence  of  increased  intra- 
cranial pressure  even  though  it  is  a major  sur- 
gical procedure.  It  is  of  indispensable  aid  in 
localizing  cerebral  neoplasms. 

While  the  lumbar  puncture  should  not  be 
made  a major  surgical  procedure  by  an  oper- 
ating-room setting,  neither  should  it  be  re- 
garded as  such  a simple  procedure  as  to  be 
done  in  one’s  office  after  which  the  patient  is 
allowed  to  get  up  and  proceed  about  his  busi- 
ness. We  believe  such  a practice  to  be  most 
reprehensible  and  if  persisted  in  is  sure  to  be 
associated  with  unpleasant  experiences,  which 
tend  to  bring  this  most  useful  procedure  into 
ill  repute.  It  is  our  invariable  custom  to  hos- 
pitalize all  such  patients  over  night  and  to 
insist  upon  recumbency  and  when  one  ad- 
heres to  this  Inflexible  rule,  the  Incidence  of 
the  troublesome  post-puncture  headache, 
whatever  its  source,  will  be  reduced  to  a min- 
imum. 


One  encounters  a deep  rooted  prejudice  on 
the  part  of  patients  and  their  friends  against 
the  spinal  puncture.  Some  of  you,  perhaps, 
read  the  story  “On  being  clinicked”  which 
appeared  in  one  of  the  popular  lay  magazines 
a few  years  ago  in  which  an  old  Irish  woman 
went  to  the  City  Clinic  to  be  examined  for  her 
numerous  complaints  and  was  told  by  an  in- 
terne that  a spinal  puncture  would  be  done  if 
all  the  other  tests  were  negative.  All  her 
symptoms  quickly  disappeared  and  so  did  she 
and  in  the  night,  since  she  mistook  the  word 
spinal  for  final,  and  she  was  quite  sure  she 
didn’t  want  a final  puncture. 

This  procedure  can  and  should  be  done 
with  very  little  more  pain  and  discomfort  than 
is  occasioned  by  a hypodermic  injection.  It 
is  needless  to  add  that  strict  asepsis  should 
obtain,  the  writer  uses  iodine  and  alcohol  for 
the  skin  preparation,  sterile  gloves  and  towels 
and  prefers  that  the  patient  lie  down  and  on 
the  left  side,  thighs  flexed  on  the  abdomen 
and  back  bowed.  The  thighs  and  shoulders 
as  well  as  the  spinal  canal  and  posterior  occi- 
pital protuberance  should  likewise  be  in  the 
same  respective  planes.  The  fourth  lumbar 
interspace  is  the  site  of  choice  and  is  found 
opposite  the  iliac  crests.  With  the  thumb  of 
the  left  hand  the  spinous  process  is  palpated 
and  by  pressing  in  rather  firmly  with  the  nail 
of  this  finger,  a small  hypodermic  needle  can 
be  almost  painlessly  introduced  intracutan- 
eously  and  a wheel  of  1 % novocaine  injected 
through  which  the  needle  is  passed.  After 
the  skin  is  anesthetized  it  is  not  necessary  to 
inject  novocaine  into  the  deeper  structures  and 
the  rest  of  the  puncture  is  painless  as  long  as 
one  keeps  the  needle  in  the  midline  plane.  If 
bone  is  encountered  pain  is  produced  and  if 
the  subarachnoid  space  is  entered  to  the  right 
or  left  of  the  midline,  one  of  the  sensory  roots 
might  be  struck,  which  causes  no  damage,  but 
gives  the  patient  a lightning  like  pain  down 
the  corresponding  leg.  The  difficulties  en- 
countered in  doing  lumbar  punctures  are 
usually  due  to  faulty  position  of  the  patient 
and  when  the  position  is  correct,  even  on  the 
obsese  whose  spinous  processes  arc  not  pal- 
pable, the  canal  may  be  entered  without  diffi- 
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culty.  I can  see  no  advantage  in  the  upright 
position  for  a spinal  tap. 

Punctures  into  the  cisterna  magna  are  ex- 
tremely useful  and  at  times  necessary,  and  are 
no  more  difficult  that  lumbar  punctures 
though  more  dangerous  unless  one  is 
familiar  with  the  anatomy  of  the  space.  The 
procedure  is  extremely  ciangerous  in  restless 
patients  for  obvious  reasons  and  in  many  pos- 
terior fossa  tumors  and  inflammatory  condi- 
tions, the  space  is  completely  obliterated.  The 
technique  of  the  puncture  is  much  the  same 
as  in  the  lumbar  region.  The  position  of  the 
heaci  should  be  in  moderate  extension  to  relax 
the  neck  muscles  so  as  to  enable  one  to  pal- 
pate the  bony  landmarks  of  the  posterior  rim 
of  the  foramen  magnum.  We  feel  that  it  is 
much  safer  to  remove  the  stylet  of  the  needle 
after  the  neck  structures  have  been  penetrated 
for  the  reason  that  fluid  appears  in  the  needle 
a moment  after  the  dural  sac  has  been  enter- 
ed, which  is  a factor  of  great  safety.  The  cis- 
tern is  usually  found  at  a depth  of  some  four 
to  five  cm.,  and  this  distance  should  be  marked 
with  a bit  of  rubber  on  the  needle  as  an  accur- 
ate landmark. 

Cisternal  punctures  should  be  used  more 
frequently  for  the  introduction  of  serum  in 
meningococcic  meningitis,  as  well  as  for 
drainage  in  other  forms  of  meningitis.  It  is 
often  necessary  to  resort  to  cisternal  puncture 
for  drainage  after  spinal  block  in  the  meningl- 
tides  as  well  as  advantageous  to  do  a through 
and  through  cistern-lumbar  lavage  to  relieve 
this  block.  As  stated  before,  lipiodol  is  intro- 
duced into  the  cistern  and  in  certain  cases  of 
partial  compression  of  the  cord  it  is  of  great 
help  to  have  manometers  connected  with  both 
cisternal  and  lumbar  needles  so  that  differ- 
ences in  the  dynamics  can  be  more  readily 
demonstrated. 

In  all  lumbar  punctures  for  routine  diag- 
nostic and  therapeutic  purposes,  we  prefer  a 
fairly  large  needle — about  an  1 8 gage — 
which  is  much  more  satisfactory  than  a 
smaller  one  and  causes  no  more  discomfort. 
The  smaller  ones  do  not  permit  free  drainage 


of  bloody  or  purulent  fluids  and  are  not  as 
satisfactory  for  the  studies  on  dynamics. 

Suite  224,  Professional  Building. 


PRESENT  DAY  FEUDS 

One  of  the  difficulties  in  bringing  about  a better 
organization  in  medicine  are  the  instances  of  suspi- 
cion one  doctor  has  of  another.  There  are  three 
causes  for  this  unfortunate  condition,  jealousy  of 
professional  reputation,  an  inferiority  complex,  and 
the  gossip  of  patients.  Two  men  practicing  in  the 
same  locality,  for  years  the  best  of  friends,  sudden- 
ly find  themselves  at  swords’  points.  The  most 
frequent  cause  of  the  trouble  is  repeated  gossip. 
Dr.  A’s  patient  called  in  Dr.  B ; Dr.  A’s  patient 
has  employed  him  for  years,  but  through  represen- 
tations of  the  family  or  neighbors  he  has  been  in- 
duced to  change.  The  patient  does  not  have  the 
courage  to  tell  his  old  medical  adviser  he  desired  to 
change;  the  other  doctor  neglects  or  forgets  to  call 
his  colleague  and  tell  him  he  has  been  called  to  see 
his  patient.  Sometimes  the  patient  does  not  tell 
Dr.  B he  had  been  employing  Dr.  A.  Dr.  A first 
hears  of  the  change  from  some  person,  who  per- 
haps does  not  like  Dr.  B.  The  story  he  hears  is 
not  so  good  as  far  as  Dr.  A’s  professional  ability  is 
concerned.  One  of  these  men  is  sure  to  hate  the 
other.  When  these  two  men  go  to  a gathering 
of  their  profession  they  both  suffer,  each  is  afraid 
the  other  will  get  an  advantage  and  sometimes  the 
weaker  stays  away.  The  whole  affair  is  petty  and 
not  worth  the  attention  of  either. 

We  seldom  see  these  feuds  among  the  younger 
men. 

If  a few  friends  of  such  men,  members  of  the 
county  society,  would  get  together  they  could  break 
up  these  little  two-man  feuds  that  interfere  with 
united  professional  action. 

This  situation  may  be  adjusted,  too,  according 
to  the  Principles  of  Medical  Ethics  of  the  American 
Medical  Association. 

Article  V — Dijference  Between  Physicians  Ar- 
bitration: Section  1. — Whenever  there  arises  be- 

tween physicians  a grave  difference  of  opinion 
which  cannot  be  promptly  adjusted,  the  dispute 
should  be  referred  for  arbitration  to  a committee  of 
impartial  physicians,  preferably  the  Board  of  Cen- 
sors of  a component  county  society  of  the  American 
Medical  Association. — Pennsylvania  Medical  Jour- 
nal, 
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THE  EFFECT  OF  ANALGESICSON  ON  THE  CLINICAL 
COURSE  OF  RHEUMATOID  AND  MIXED  ARTHRITIS* 

PRELIMINARY  REPORT 


‘By  William  B.  Rawls,  M.  D.,  Benjamin  J.  Gruskin,  M.  D. 
Anthony  A.  Ressa,  M.  D. 

New  York  City 


INURING  the  course  of  some  extended  re- 
search in  a large  hospital  clinic  chiefly 
upon  etiologic  problems  connected  with  rheu- 
matoid and  mixed  arthritis,  we  have  observed 
certain  striking  clinical  effects  that  are  apart 
from  immunologic  and  inflammatory-repara- 
tive reaction.  It  has,  therefore,  seemed 
proper  to  report  these  observations  purely  in 
a preliminary  way,  thus  adding  to  the  pub- 

*From the  Arthritis  Clinic  of  the  New  York  Polyclinic  Medical 
School  and  Hospital. 


lished  evidence  and  possibly  stimulating 
parallel  investigation. 

Our  observations  indicate  that  palliation  of 
pain  is  usually  accompanied  by  unmistakable 
clinical  improvement  as  judged  not  only  by 
the  signs  and  symptoms,  but  by  a reduction  in 
the  sedimentation  rate  and  the  shift  to  the  left 
in  the  nuclear  count  (technique  of  Cooke  and 
Ponder)'.  In  that  particular  portion  of  the 
above  investigation  where  we  noted  these  ef- 
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fects,  we  employed  solely  as  analgesics  a com- 
bination of  magnesium  and  amidopyrine 
(magnepyrine)  as  suggested  by  the  work  of 
Barbour  and  Winter*,  and  pyramidon  as  sug- 
gested by  Leber*.  (Leber’s  dosage  was  not 
equalled).  The  appended  charts  are  to  a 
large  extent  self-explanatory,  but  they  show, 
in  brief:  first,  sedimentation  curves  of  ten 

patients  with  rheumatoid  or  mixed  arthritis, 
one-half  started  with  pyramidon  and  the  other 
half  started  with  magnepxrine,  as  analgesics, 
and  continued  upon  w'hiche\-er  the  other  drug 
might  be.  These  are  typical  curves.  Second- 
ly; sedimentation  curves  of  five  patients  that 
show  atypical  curves.  Thirdly;  sedimenta- 
tion curves  of  five  patients  on  placebo  medica- 
tion that  show  non-reparative  curves.  Fourth- 
ly; a tabulation  of  the  twenty  cases  cited,  giv- 
ing the  percentage  of  Type  1 cells  in  100 
polymorphonuclear  neutrophils,  early  and 
late  in  treatment.  The  analgesics  were  used 
in  doses  of  either  fifteen  or  twenty  grains  per 


Flgura  3> 


day  of  either  drug.  The  magnepyrine  appear- 
ed to  be  better  tolerated  by  the  stomach  but 
otherwise  the  two  were  roughly  equivalent. 

It  should  be  recognized  that  these  graphic 
representations  are  illustrative  and  not  inclu- 
sively statistical.  They  represent  a typical 
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picture  as  seen  by  the  author  in  hundreds  of 
cases.  Variations  in  many  patients  are  inevit- 
able, but  a definite  majority  of  cases  react  as 
shown  in  the  first  chart  (Fig.  1).  It  is  scarce- 
ly necessary  to  add  that  improvement  of  joint 
symptoms  went  hand  in  hand  with  the  above 
described  phenomena.  It  should  also  be 
pointed  out  that  in  the  tabulation  of  the  nu- 
clear count  (Fig.  4)  neither  the  ones  giving 
the  most,  or  least,  marked  shift  to  the  left 
were  selected  in  any  case,  but  a typical  early 
count  and  a typical  late  count  were  selected 
for  chart  purposes. 

At  the  time  this  work  was  begun  we  did  not 
fully  realize  the  value  of  the  sedimentation 
rate  and  the  nuclear  count  in  following  the 
progress  of  the  patient.  Later  extensive  sedi- 
mentation rates  (by  Vv^estergren’s'*  modifica- 
tion of  Fahraeus’^  technique)  and  nuclear 


counts  were  determined.  We  have  found  as  ] c 
others  have  reported  ® ® ® that  the  degree  ; ti 

of  change  in  the  clinical  symptoms  is  reflected 
in  parallel  changes  in  the  sedimentation  rate  ^ 
and  nuclear  count.  ^ 

Discussion: — During  the  course  of  this  work,  var-  j 
vious  modifying  factors  or  techniques  have  been  pub-  j 
lished  so  that  it  is  desired  only  to  set  dowm  here  j 
verv  preliminary  notes.  The  work  of  Walton®  and  j 

others  upon  the  sedimentation  rate ; of  Dawson  and  | 

Boots’  on  infectious  and  immune  problems;  and  dis- 
cussions at  various  medical  meetings;  all  have  indi- 
cated the  advisability  of  checking  very  carefully  the 
mass  of  statistics  which  we  have  accumulated  on  the  1 
patients  in  our  clinic  before  submitting  them  for  | 
final  publication.  Further,  the  interesting  question  j 
of  the  toxicity  of  amidopyrine  bodies  is  presently 
being  investigated,  particularly  in  the  light  of  the  | 
recent  work  at  the  Rockefeller  Institute  by  Schultz'® 
and  his  associates.  The  latter  has  led  us  into  cer- 


FIGURE  4 — Nuclear  counts  of  the  twenty  cases  shown  in  Figures  1,  2 and  3 (Representative  counts). 


Case  W No. 

Diagnosis 

Early  Nuclear  Counts 
Percentage  Type  1 Cells 

Late  Nuclear  Counts 
Percentage  Type  1 Cells 

Group  1 (corresponding  to  Fig.  1) 

E.  S.  No. 

132633 

Rheumatoid  arthritis 

22% 

107r 

J.  I.  No. 

11576 

Rheumatoid  arthritis 

14% 

127o 

S.  W.  No. 

700133 

Mixed  arthritis 

1 1 % 

87o 

M.  H.  No. 

11183 

Mixed  arthritis 

1 1 % 

6% 

F.  G.  No. 

31197 

Rheumatoid  arthritis 

18% 

8% 

N.  C.  No. 

29170 

Mixed  arthritis 

6% 

8% 

S.  O.  No. 

11341 

Mixed  arthritis 

28% 

197o 

C.  T.  No. 

479530 

Rheumatoid  arthritis 

10% 

10% 

C.  C.  No. 

10292 

Mixed  arthritis 

12% 

10% 

R.  I.  No. 

70133 

Rheumatoid  arthritis 

13% 

8% 

Group  2 (corresponding  to  F ig.  2) 

M.  C.  No. 

25291 

Mixed  arthritis 

21% 

167o 

E.  R.  No. 

2520 

Mixed  arthritis 

12% 

127c 

H.  M.  No. 

12695 

Mixed  arthritis 

8% 

87c 

G.  S.  No. 

• 28548 

Rheumatoid  arthritis 

21%  . 

14% 

E.  R.  No. 

1188 

Mixed  arthritis 

20% 

167o 

Group  3 (corresponding  to  Fig.  3) 

E.  F.  No. 

3643 

Rheumatoid  arthritis 

19% 

8% 

W.M.  No. 

10631 

Rheumatoid  arthritis 

187c 

107c 

M.  H.  No. 

5369 

Mixed  arthritis 

2H% 

127c 

A.  R.  No. 

6227 

Mixed  arthritis 

137o 

147c 

K.  B.  No. 

1 1413 

Rheumatoid  arthritis 

1 1 7o 

107c 

NOTE:  ■ 

The  above 

counts  are  fairly  representative 

of  the  early  and  late  stages 

of  treatment  the  "high” 

and  “low”  figures  being  chiefly  rejected.  One  hundred  and  thirty-three  separate  non-fila- 
ment counts  were  done  on  the  above  20  cases. 
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tain  toxicity  studies  which  require  further  elabora- 
tion. 

Upon  the  very  simple  question  of  the  effect  of 
pain  relief,  without  other  treatment,  in  the  majority 
of  our  cases  this  has  been  accompanied  by  a reduc- 
tion in  the  sedimentation  rate  and  in  the  shift  to  the 
left  in  the  nuclear  count,  gain  in  weight,  and  in- 
creased Joint  mobility.  In  a fair  number  of  cases 
there  was  also  a moderate  euphoria.  In  a subse- 
quent paper  we  will  discuss  more  fully  the  some- 
w'hat  controversial  points  here  noted  but  purposely 
omitted  from  this  paper. 

Summary: — (1)  Relief  of  pain  in  rheumatoid 

and  mixed  arthritis  appears  to  go  hand  in  hand  with 
clinical  improvement. 

(2)  Relief  of  pain  by  analgesics  in  rheumatoid 
and  mixed  arthritis  is  usually  accompanied  by  reduc- 
tion in  the  sedimentation  rate  and  the  shift  to  the 
left  in  the  nuclear  count. 

(3)  Drugs  of  the  pyrazolon  series  (magne- 
pyrine  and  pyramidon)  were  found  useful  as  anal- 
ge.ics  for  the  control  of  arthritic  pain;  and  the  par- 

i THE  HEALINX;  GODS  OR 


ticular  two  drugs  employed  were  found  roughly 
equivalent  in  effectiveness. 

The  authors  wish  to  express  their  appreciation  to  Miss  Marie  Jor- 
don. B.  S..  for  her  efficient  technical  aid  in  the  laboratory  work  con- 
nected with  this  investigation. 
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MEDIC AI.  SUPERSTITION* 


'By  Joseph  L.  .Miller,  M.  D.,  Lir.I)., 
Thomas,  JFrst  Virginia 


jpoR  countless  ages  medicine  was  an  integral 
part  of  the  religion  of  all  races,  and  appar- 
ently united  by  inseparable  bonds.  Medical 
history  shows  that  so  closely  was  the  practice 
of  medicine  interwoven  with  the  development 
of  theology  the  errors  of  the  one  are  reflected 
in  the  mistakes  of  the  other. 

The  inadequacy  of  the  primitive  mind  to 
understand  and  cope  with  natural  phenomena 
gave  birth  to  the  twin  brothers,  Faith  and 
Superstition.  Although  the  former  may  lead 
humanity  to  its  sublimest  ideals,  the  latter 
brings  only  a caricature  of  human  knowledge. 
As  primitive  man,  in  his  impotent  attempts 
to  analyze  and  understand  the  important  pro- 
cesses of  organic  life,  came  to  feel  his  absol- 
ute dependence  upon  some  unseen  force  be- 

’Read  before  Monongalia  County  Medical  Society.  Morgantown, 
\V.  Va..  April  4.  1 933. 


yond  his  understanding  and  control,  he 
created  jaith  which  found  expression  in  var- 
ious forms  of  religion,  and  superstition  exhib- 
ited in  an  infinite  variety  of  daily  practices  to 
meet  his  physical  requirements.  Consequent- 
ly man’s  inability  to  explain  the  cause  of  dis- 
ease and  to  cure  it  by  natural  means,  has 
through  succeeding  generations  erected  an 
enormous  structure  of  superstitions  in  refer- 
ence'to  the  prevention  and  cure  of  man’s  ail- 
ments, and  the  warding  off  of  the  dread  ap- 
proach of  death.  The  wildest  and  most  weird 
notions  have  prevailed  and  as  a matter  of  fact, 
to  a certain  extent,  still  prevail  in  spite  of  our 
boasted  civilization. 

Magnus  defines  medical  superstition  as: 
“Belief  that  the  normal  as  well  as  the  patho- 
logical manifestations  of  organic  life  may  be 
explained  and  eventually  treated,  without 


466 


The  West  Virginia  Medical  Journal 


C^ovembevy  1 933 


consideration  of  their  physical  nature,  by 
means  of  supernatural  agencies.” 

The  people  in  their  ignorance  naturally 
turned  to  their  priests  and  philosophers  for 
explanation  and  help.  All  these  supposedly 
learned  men  could  offer  them  were  fanciful 
guesses  based  upon  their  conception  of  some 
supreme  powers  ruling  the  universe  and 
ordering  the  various  events  of  human  life. 
The  most  important  things  in  life  being  birth, 
health,  and  death,  thus  acquired  a religious 
significance,  and  medicine  became  intimately 
associated  with  theology.  Mankind  was  in- 
jured or  benefitted,  punished  or  rewarded, 
according  to  the  caprices  of  various  super- 
natural agents. 

Ethnology  shows  the  universal  similarity 
of  these  beliefs,  which  has  been  well  stated 
by  Col.  Fielding  Garrison  as  follows:  “The 

mind  of  savage  man,  in  its  pathetic  efforts  to 
form  religious  and  ethical  systems  for  moral 
and  spiritual  guidance,  or  to  beautify  the 
commonest  aspects  of  life  with  romance  and 
poetry,  has  unconsciously  taken  the  line  of 
least  resistance — followed  the  same  plane  of 
cleavage.  The  civilized  mind  differs  from 
the  savage  mind  only  in  respect  to  a higher 
evolutionary  development.  Human  races 
and  racial  customs  have  changed  as  they  be- 
came more  highly  specialized.  The  heart  of 
man  remains  the  same. 

“It  follows  that,  under  different  aspects  of 
space  and  time,  all  phases  of  folk  medicine 
and  ancient  medicine  have  been  essentially 
alike  in  tendency,  different  only  in  unimport- 
ant details.  In  the  light  of  anthropology, 
this  proposition  may  be  taken  as  proved. 
Cuneiform,  hieroglyphic,  runic,  blrchbark  and 
palm-leaf  inscriptions  all  indicate  that  the 
folk-ways  of  early  medicine,  whether  Arca- 
dian or  Scandinavian,  Slavic  or  Celtic,  Roman 
or  Polynesian,  have  been  the  same — in  each 
case  an  affair  of  charms  or  spells,  plant  lore, 
and  psycho-therapy,  to  stave  off  the  effects  of 
supernatural  agencies.” 

The  manifestations  of  these  supernatural 
agents  warring  against  man’s  health  and  life 
may  be  grouped  as  follows: 

1.  Disease  or  death  as  a punishment  in- 


flicted by  some  offended  deity,  whose  malev-  I 
olent  spirit  assuming  animate  or  inanimate 
form  attacked  the  victim,  with  or  without  pro- 
vocation. 

2.  Disease  caused  by  the  evil  spirit  of 

some  living  or  dead  human  enemy  possessing 
supernatural  powers  such  as  sorcery,  witch- 
craft, conjuring,  or  by  the  transference  of  g 
their  evil  influence  into  some  inanimate  ob-  % 
ject  as  a tree,  rock  or  spring.  | 

3.  Disease  due  to  the  evil  influence  of  the  j 

planets  or  other  heavenly  bodies,  around  j. 
which  was  built  the  pseudo-science  of  Astro-  ^ 
logy.  *i 

Pathological  conditions  based  upon  such 
supernatural  etiology  are  accordingly  pre- 
vented  or  removed  by  similar  means,  so  that  p| 
the  therapeutics  of  folk  medicine  may  also  be  g 
grouped  under  three  general  heads.  N 

1.  Magic  medicine  exhibited  in  various  J 

forms  such  as  amulets,  charms,  fetiches,  signs,  1 
weapon  salves,  etc.  i 

2.  Pharmacological  medicine,  which  in-  « 
eludes  every  known  substance  in  the  animal,  |i 
vegetable  and  mineral  kingdoms,  all  of  which  I 
at  some  time  or  other  have  been  pronounced  V 
efficacious  in  the  preservation  and  restoration 

of  health,  an  enormous  number  of  these  hav-  ^ 
ing  ascribed  to  them  specific  or  magical  ^ 
powers.  J 

3.  Psychic  medicine,  such  as  by  incanta- 

tion, exorcism,  royal  touch,  music,  hypnotism, 
laying  on  of  hands,  invocation  before  some  ' 
holy  relic  or  shrine,  etc.  J- 

As  would  be  expected,  in  the  course  of 
time,  there  sprang  up  a great  host  of  gods  , 
governing  every  important  human  action  and  i. 
event,  and  not  the  least  of  these  were  the  flj 
healing  gods  of  every  race,  who  were  to  be  6 
worshipped,  and  placated  by  every  possible  I 
means,  for  as  Canon  Kingsley  remarked,  V 
“bodily  fear  will  be  found  at  the  root  of  all  J 
superstition  whatever.”  ■ 

To  attempt  to  mention  even  briefly  the  B 
more  important  healing  deities  in  the  great 
pantheon  of  the  primitive  races  and  early  civ- 
ilization would  take  a longer  time  than  we 
have  for  this  paper,  but  there  are  a few  who  I, 

could  be  of  great  service  to  us  in  the  practice  i!  i 
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of  our  profession  if  we  knew  how  to  cultivate 
their  acquaintance  and  invoke  properly  their 
assistance.  Among  the  important  of  whom 
are: 

The  old  Babylonian  god  Marduk  who  was 
“the  expeller  of  all  maladies.” 

The  cat-headed  Egyptian  goddess,  Bubas- 
tis,  dealing  out  the  blessing  of  fertility  to 
women  could  be  of  great  help  in  enlarging 
our  practice. 

Nor  should  we  ever  forget  the  oldest  and 
most  beloved  of  the  Egyptian  goddesses,  Isis, 
noted  for  her  broad  protective  influence  over 
all  diseased  persons,  but  more  especially  those 
troubled  with  disturbances  of  the  digestive 
tract,  for  whose  relief  she  benevolently  in- 
vented the  clyster,  so  when  you  order  an 
enema  don’t  forget  to  offer  a prayer  to  Isis 
for  its  efficient  action. 

Another  beloved  Egyptian  goddess  was 
Nekhbet,  sometimes  called  Thoueris,  “The 
Good  Nurse”,  whose  special  duty  was  attend- 
ance upon  childbirth.  She  is  represented  by 
this  tiny  blue  glace  figure  on  my  watchchain, 
which  was  taken  from  the  tomb  of  an  Egyp- 
tian woman  dying  some  twenty  eight  hundred 
years  ago. 

A most  useful  god  to  the  modern  physician 
w'as  the  supreme  Babylonian  god  Ea,  the  last 
resort  of  the  sick,  who  stressed  the  healing 
qualities  of  water.  We  should  always  invoke 
his  blessing  w'hen  prescribing  baths  and  cop- 
ious libations  to  our  patients. 

Modern  medicine  being  the  legitimate  off- 
spring of  Greek  medicine,  we  must  never 
slight  our  own  especial  Greek  gods,  Apollo 
and  his  son  Aesculapius,  who  is  the  more  im- 
portant of  the  two  as  he  gave  his  entire  atten- 
tion to  medicine,  while  Apollo  divided  his 
among  a great  number  of  interests. 

Apollo,  “the  brightest  and  most  complex 
character  of  polytheism”  represented  to  the 
Greeks  the  highest  type  of  mental  enlight- 
ment,  physical  beauty  and  vigor,  and  moral 
purity.  Frequently  he  is  referred  to  as  the 
“inventor  of  the  healing  art”,  although  he  is 
said  to  have  brought  disease  as  well  as  to  have 
dispersed  it,  for  when  angry  often  he  sent 
pestilence  and  death  among  men  by  his  far- 


flung  arrows,  but  was  equally  quick  to  stay 
an  epidemic  when  soothed  by  music  and 
“songs  that  sweetly  please.” 

The  Greeks  gave  him  the  title  of  “Supreme 
Divine  Healer”,  but  it  would  seem  to  be 
rather  an  honorary  degree  than  one  justly 
merited  because  most  of  the  time  he  was  too 
busy  attending  to  his  multitudinous  duties  as 
the  god  of  light,  agriculture,  politics,  music, 
poetry,  adolescence,  and  sports,  to  say  nothing 
of  various  other  minor  roles  he  played,  to 
give  much  much  attention  to  the  healing  art. 
However  during  slack  times  he  delighted  in 
taking  a hand  in  cases  where  unusual  difficul- 
ties attended  the  birth  of  some  young  mortal, 
but  for  the  most  part  left  the  obstetrical  work 
to  his  twin  sister,  Artemis,  and  to  Aphrodite, 
whose  duty  it  was  to  attend  all  such  cases,  as 
she  was  responsible  for  all  matters  pertaining 
to  love  and  reproduction  whether  it  was  a 
question  of  the  esthetic,  physiologic,  or  path- 
ologic part  of  passion. 

There  are  numerous  legends  regarding  the 
birth  of  Aesculapius,  the  real  god  of  Medi- 
cine, who  flourished  some  thirteen  hundred 
years  before  Christ,  the  best  of  which  are  re- 
corded by  Homer  and  Pindar. 

In  his  “Hymn  to  Asklepios”  Homer 
writes:  “I  begin  to  sing  of  Asklepios,  son 

of  Apollo  and  healer  of  diseases,  whom  fair 
Koronis,  daughter  of  Phlegyas,  bare  in  the 
Dotian  plains  a great  joy  to  men,  a soother 
of  cruel  pangs.  Hail  to  thee,  my  lord,  in 
my  song  I make  prayer  to  thee.” 

Pindar  makes  a more  poetic  tale  of  the  birth 
of  Aesculapius,  the  first  recorded  secarean 
section,  and  relates  that  while  Koronis  was 
still  carrying  Apollo’s  illegitimate  child,  she 
fell  in  love  with  and  married  the  Arkadian, 
Ischys,  who  was  not  of  divine  birth.  Apollo 
becoming  aware  of  this  unchaste  deed  sent 
his  vengeful  sister,  Artemis,  to  punish  her 
with  death}  but  when  Koronis  lay  on  her 
funeral  pyre,  Apollo,  relenting,  snatched  the 
unborn  babe  from  her  womb,  and 

“Away  the  struggling  child  he  bare, 

And  bade  the  Pelian  Centaur  sage 
Store  its  young  mind  with  precepts  rare 
Disease  and  mortal  pain  to  ’suage.” 
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Thus  under  the  instruction  of  Cheiron  on 
the  slopes  of  Mount  Pelio,  Aesculapius  be- 
came marvellously  skilled  in  medicine,  not 
only  healing  the  sick,  but  also  at  time  raising 
the  dead.  Because  of  these  marvellous 
powers,  Pluto  made  complaint  that  Aescul- 
apius was  desolating  and  depopulating  the 
realm  of  the  shades.  Jupiter  them  slew  him 
with  a thunderbolt,  but  later,  at  the  request 
of  Apollo,  he  was  placed  among  the  stars  and 
numerous  temples  erected  for  his  services  and 
the  relief  of  man’s  ailments. 

After  centuries  of  religious  domination  by 
the  organized  priesthoods  of  all  races,  it  was 
a descendant  of  Apollo  and  Aesculapius, 
whose  critical  observation  of  disease,  scien- 
tific spirit,  constructive  thought,  and  ethical 
ideals  made  the  first  cleft  between  theology 
and  medicine,  and  planted  the  seed  from 
which  has  come  all  the  later  development  in 
medicine  and  its  allied  sciences.  Need  I call 
the  name  of  the  Father  of  Medicine? — Hip- 
pocrates. The  breach  he  opened  has  slowly 
but  steadily  widened  through  the  efforts  of 
succeeding  generations  of  his  enthusiastic  fol- 
lowers tirelessly  working  with  open  analytical 
minds  until  now,  after  twenty-five  hundred 
years,  medicine  and  the  other  sciences  have 
been  able  to  break  completely  away  from 
ancient  authority  and  fanatical  religious  tra- 
ditions and  proceed  with  unhampered  experi- 
ment, investigation,  and  the  adoption  of  new 
principles. 

It  has  been  a long  and  bitter  war.  With 
the  coming  of  the  Christian  era,  the  breach 
made  by  Hippocrates  and  his  immediate  fol- 
lowers, was  almost  closed,  religion  regained 
its  strangle  hold  on  the  healing  art  and,  in 
spite  of  the  persistent  struggle  of  medicine  for 
intellectual  freedom,  retained  its  obstructing 
influence  until  the  beginning  of  this  century. 

It  is  less  than  a hundred  years  since  anat- 
omical laboratories  were  wrecked  by  angry 
mobs,  and  a professor  of  obstetrics  in  an 
American  medical  college  was  vilified  by  the 
public  press  and  arrested  for  daring  to  teach 
obstetrics  to  his  class  in  the  delivery  room. 
We  still  have  anti-vivisection  and  anti-vac- 


cination societies,  but  they  have  lost  their  in- 
fluence. 

While  contending  against  the  domination 
of  Christian  theology.  Medicine  has  also  had 
to  wage  war  on  a vast  horde  of  beliefs  and 
superstitions  the  civliized  world  inherited 
from  its  pagan  ancestry,  and  at  the  same  time 
has  had  also  to  purge  her  own  ranks  of  the 
pseudo-sciences  of  Astrology  and  Alchemy, 
and  sweep  into  the  discard  the  erroneous 
theories  and  speculations  of  her  various 
schools  in  their  attempts  to  explain  the  phen- 
omena of  physiological  and  pathological  con- 
ditions. However  we  can  be  proud  of  the 
fact  that  various  as  these  countless  theories 
have  been  from  the  humoral  pathology  of 
Hippocrates  to  the  parasitology  of  the  19th 
century,  none  of  these  schools  of  medicine 
acknowledged  any  supernatural  influences  as 
pathological  factors,  but  assumed  some  ma- 
terial process  of  the  body  itself  as  the  starting 
point  of  their  speculations,  even  though  at 
times  the  profession  seemed  to  reek  with 
superstition. 

The  lives  of  the  outstanding  physicians  in 
the  past  prove  that  Medicine  did  not  at  any 
time  in  the  last  two  thousand  years  voluntar- 
ily accord  a home  to  the  supierstition  of  super- 
natural influences,  but  accepted  only  what  it 
was  compelled  to  by  the  powerful  religious, 
philosophical,  and  popular  thought  of  the  age. 
It  is  a well  known  fact  that  single  individuals, 
even  when  representing  the  truth,  are  power- 
less to  divert  and  direct  the  mental  currents 
of  their  own  age,  which  resistlessly  sweep 
aside  whatever  stands  in  their  way.  For  ex- 
ample the  truth-seeking,  courageous  resist- 
ance of  h’racastorius  and  others  in  the  15th 
and  1 6th  centuries  to  the  absurdities  of  med- 
ical astrology  were  necessarily  futile  as  it  was 
the  legitimate  oflFspring  of  their  pagan  an- 
cestry still  holding  irresistable  sway  over  the 
popular  mind. 

What  was  more  natural  than  the  assump- 
tion that  the  heavenly  bodies  ruling  the  tides 
and  seasons,  should  also  govern  the  lives  of 
men.  So  for  ages  no  well  regulated  family 
would  think  of  having  its  infants  come  into 
the  world  without  the  local  astrologer  being 
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present  to  read  the  heavens  at  the  exact  mo- 
ment of  birth  and  from  this  plot  the  future  of 
the  child.  Old  16th  century  woodcut  pic- 
tures of  the  lylng-ln  room  show  the  astrologer 
at  the  window  or  door  reading  the  stars  while 
the  mld-wlfe  Is  delivering  the  child  across  the 
room.  Astrological  prognostications  appear 
In  many  medical  texts  even  as  late  as  the  1 8th 
century — but  why  criticize  them  when  today 
we  find  educated,  Intelligent  men  and  women 
consulting  modern  astrologers  about  all  their 
Important  undertakings,  and  columns  of  the 
dally  press  filled  with  the  horoscopes  of  their 
subscribers. 

Most  of  our  modern  farmers  consider  no 
almanac  worthy  of  notice  that  does  not  pic- 
ture the  astrological  man  whose  body  Is  gov- 
erned by  the  signs  of  the  Zodiac.  He  will 
not  plant  certain  crops,  shingle  his  house,  cas- 
trate or  butcher  his  hogs,  or  submit  himself 
or  family  to  any  needed  elective  operation, 
except  the  sign  be  In  the  right  place. 

Southey’s  humourous  description  of  this 
sign  man  In  “The  Doctor”  Is  worthy  of  repe- 
tition. He  wrote:  “There  Homo  stands, 

naked  but  not  ashamed,  upon  the  two  Pices, 
one  foot  on  eachj  the  fish  being  neither  In  air 
nor  water  nor  upon  the  earth,  but  suspended 
as  It  appears  In  a void.  Arles  has  lighted 
with  two  feet  upon  Homo’s  head,  and  sent  a 
shaft  through  the  forehead  into  the  brain. 
Taurus  has  quietly  seated  himself  across  the 
neck.  The  Gemini  are  riding  astride  a little 
below  the  left  shoulder.  The  whole  trunk  is 
laid  open,  as  if  part  of  the  old  accursed  pun- 
ishment for  high  treason  had  been  performed 
upon  him.  The  Lion  occupies  the  thorax  as 
his  proper  domain,  and  the  Crab  is  in  posses- 
sion of  the  abdomen.  Saggitarius,  volant  in 
the  void,  has  just  let  fly  an  arrow,  which  is 
on  its  way  to  his  right  arm.  Capricornus 
breathes  out  a visible  influence  that  penetrates 
both  knees.  Aquarius  inflicts  similar  punc- 
tures upon  both  legs.  Virgo  fishes,  at  it  were, 
at  his  intestines.  Libra  at  the  part  affected 
by  schoolmasters  In  their  anger,  and  Scorpio 
takes  the  wickedest  aim  of  all.” 

The  old  belief  that  the  planets  under  which 
a man  happened  to  be  born  made  his  disposi- 


tion grave  or  gay,  lively  or  severe,  has  left  a 
lasting  impress  upon  our  language  as  shown 
when  we  speak  of  a man  as  jovial,  mercurial 
or  saturnine,  and  refer  to  his  actions  as  ill- 
starred,  martial,  etc.  The  terms  lunacy  and 
lunatic  are  but  the  acknowledgment  of  the  old 
superstition  that  insanity  was  caused  by  some 
evil  influence  of  the  moon.  When  we  speak 
of  critical  days  and  discharges  in  rendering  a 
prognosis,  or  calculate  the  menstrual  cycle 
and  period  of  gestation  we  acknowledge  the 
ancient  astrological  teaching.  The  sign  at  the 
beginning  of  our  prescriptions  goes  back  to  the 
days  when  every  physician  in  prescribing  in- 
voked the  assistance  of  Jupiter  in  curing  his 
patient  as  it  is  the  sign  of  that  god  modified 
to  conceal  it  from  the  early  Christian  fathers 
by  placing  the  straight  line  in  front  giving  it 
the  appearance  of  the  capital  “R”,  and  ex- 
plained as  the  initial  of  the  Latin  “recipe” — 
to  take  of. 

Kven  as  late  as  1 796,  the  celebrated  Eras- 
mus Darwin  (grandfather  of  the  great 
Charles)  said:  “That  anyone  who  would 

deny  the  influence  of  the  sun  and  moon  on 
the  periods  of  quotidian,  tertian  and  quartan 
fevers  must  deny  their  effect  on  the  tides  and 
on  the  seasons.”  It  is  still  common  to  hear 
impetigo  contagiosa  spoken  of  even  by  phy- 
sicians as  “dog-day  sores”  because  of  its  pre- 
valence during  the  forty  days  that  the  dog 
star  Sirius  is  in  the  ascendency. 

Evil  Spirits: — From  the  beginning  of  re- 
corded history  down  to  1933  we  have  records 
of  the  belief  in  disease  and  death  caused  by 
the  malevolent  action  of  some  devilish  god 
or  conjuring  human.  The  Bible  gives  many 
examples  of  insanity,  epilepsy  and  other  forms 
of  disease  accounted  for  as  being  “possessed 
of  devils”  and  their  marvelous  cure  by  some 
holy  one  “casting  out  the  evil  one”.  It  is 
solemnly  taught  from  some  pulpits  today  that 
the  devil  is  watching  and  waiting  for  an  op- 
portunity to  take  actual  possession  of  persons 
not  publicly  embracing  Christianity,  and  illus- 
trated by  some  horrible  modern  examples  of 
what  he  can  do. 

Formerly  it  was  believed  that  every  natural 
object  contained  some  good  or  evil  spirit,  and 
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that  multitudes  of  them  wandered  disem- 
bodied in  the  air. 

Even  the  great  John  Wesley  believed  their 
action  as  a part  of  God’s  punishment  to  the 
human  race  for  the  apple  episode  in  the  Gar- 
den of  Eden,  as  shown  by  the  following  quot- 
ation from  his  book  on  “An  Easy  and  Natural 
Method  of  Curing  Disease.”  He  said:  “And 
how  is  the  number  of  these  diseases  increased, 
by  every  Thing  about  us.  The  Heavens,  the 
Earth,  and  all  Things  contained  therein,  con- 
spire to  punish  the  Rebels  against  their  Crea- 
tor. The  Sun  and  Moon  shed  unwholesome 
Influences  from  above j the  Earth  exhales 
poisonous  Damps  from  beneath  j the  Beasts 
of  the  Field,  the  Birds  of  the  Air,  the  Fishes 
of  the  Sea,  are  in  a state  of  Hostility:  The 

Air  itself,  that  surrounds  us  on  every  side,  is 
replete  with  Shafts  of  Deathj  Yea  the  Food 
we  eat,  daily  saps  the  Foundation  of  Life, 
which  cannot  be  sustained  without  it.” 

The  exercise  of  these  evil  spirits  was  fre- 
quently exhibited  through  the  supernatural 
powers  conferred  upon  some  living  human 
being  as  witches,  sorcerers,  and  conjurers. 
Even  though  no  witch  has  been  publicly  burn- 
ed for  two  hundred  years,  belief  in  them  still 
exists  to  a considerable  extent  in  every  civil- 
ized nation,  as  witness  the  practice  of  the 
negro  conjurers  in  the  South j the  belief  in 
“Black  Magic”  firmly  held  by  a vast  num- 
ber of  German-Americans  in  Pennsylvania, 
where  only  a few  years  ago  an  old  man  was 
murdered  to  obtain  a lock  of  his  hair  to  break 
a spell  that  he  was  supposed  to  have  cast  on  a 
certain  family 5 and  the  daily  fear  of  the 
Southern  Italian  in  the  malignant  effects  of 
the  “Evil  Eye” — for  example  I have  never 
been  able  to  convince  the  husband  of  an  Ital- 
ian patient  of  mine  who  died  a few  years  ago 
of  leukemia  that  her  death  was  not  due  to 
having  been  bewitched  by  a harmless  old 
colored  woman  whom  the  Italian  had  offend- 
ed by  calling  her  a negro.  Any  crowd  of 
Italians  from  Naples  and  Sicily  can  be  quickly 
dispersed  by  some  Italian  crying  “jettatore” 
(witch  with  the  evil  eye).  Each  as  he  runs 
will  be  making  a potent  sign  behind  his  back 
to  ward  off  the  evil  influence,  namely,  closing 


his  thumb,  second  and  third  fingers  with  the 
index  and  little  fingers  extended,  just  as  the 
negro  in  times  of  stress  fingers  his  rabbit’s 
foot.  Practically  every  southern  Italian 
woman  whom  I attend  in  confinement, 
whether  she  was  born  in  Italy  or  is  of  the 
second  generation  in  the  United  States  and  a 
graduate  of  our  high  schools,  has  pinned  to 
her  breast  by  the  side  of  the  scapulary  of  St. 
Anne,  the  patron  saint  of  parturient  women, 
a little  bunch  of  gold  or  coral  ornaments  to 
ward  off  the  “evil  eye”.  Many  of  these  are 
heirlooms  that  have  been  handed  down  for 
generations.  As  soon  as  the  baby  is  dressed 
they  are  transferred  to  its  breast  where  they 
remain  for  several  months,  for  the  mothers 
all  dread  the  evil  “jettatore  di  bambini”,  or 
fascinator  of  infants.  These  charms  vary  in 
number  and  variety  according  to  the  wealth 
of  the  family.  I have  seen  a dozen  or  more 
in  one  group,  each  of  which  has  its  special 
significance.  There  are  two  that  must  al- 
ways be  in  each  group,  they  are  the  hand 
making  the  sign  I mentioned,  and  a horn  like 
the  horn  of  a Texas  steer,  which  has  always 
been  considered  a most  potent  charm  against 
witchcraft,  the  hand  charm  as  you  will  note 
gives  a crude  imitation  of  a horned  animal. 
The  other  amulets  commonly  included  are 
either  an  anchor  or  dolphin,  dating  back  of 
course  to  the  time  when  Neptune  was  wor- 
shipped by  maritime  races,  and  a three 
branched  sprig  of  rue,  traced  to  an  early 
Phoenician  origin,  but  later  associated  with 
Diana  Triformis,  the  especial  goddess  of  in- 
fants. A crescent  moon,  her  later  emblem 
may  be  substituted  for  the  rue.  A cornucopia 
is  also  a commonly  included  charm  and  every 
group  includes  some  very  grotesque  figure, 
such  as  a humpbacked  armless  drawf,  because 
its  grotesqueness  may  attract  the  person  with 
the  “evil  eye”  away  from  staring  at  the  baby. 
It  it  said  that  the  same  idea  was  back  of  the 
gargoyles  built  into  the  mediaeval  cathedrals, 
and  even  today  some  Neapolitan  churches 
have  hanging  in  them  many  of  these  amulets 
built  on  a large  scale  and  occupying  as  prom- 
inent places  in  the  church  as  do  the  various 
Catholic  shrines. 
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Many  persons  of  every  race  even  today  are 
firm  believers  in  the  efficacy  of  amulets  or 
material  charms  to  protect  against  real  and 
imagined  dangers  of  disease  and  accident. 
These  piotent  charms  are  made  of  an  infinite 
variety  of  substances  such  as  peculiarly  shaped 
roots,  seeds,  pebbles,  teeth,  claws,  gems, 
bones,  metals,  carved  or  written  prayers, 
meaningless  words  and  symbols.  Much  of 
the  jewelry  that  we  wear  today  is  directly 
descended  from  ancient  charms  worn  by  our 
ancestors  as  a protection  against  disease.  Re- 
ligious mottos  such  as  “God  protect  our 
home”  are  derived  from  the  same  source, 
just  as  the  modern  Hebrew  and  Moor  in  Asia 
and  Africa  press  the  open  hand  in  the  plaster 
above  their  doors  to  ward  off  malignant 
spirits.  The  old  Romans  drove  nails  into 
their  doors  as  an  antidote  to  the  plague,  and 
many  ancient  houses  in  Edinburgh  have  cab- 
alistic symbols  engraved  on  their  fronts  for 
the  same  reason.  There  is  hardly  a small  Am- 
erican community  where  you  will  not  find  a 
horseshoe  nailed  over  some  of  the  doors. 
Some  writers  interpret  this  as  a survival  of 
the  old  Phallic  worship  and  the  horseshoe’s 
fancied  resemblance  to  the  vulva,  but  I rather 
think  among  Christian  nations  it  came  into  use 
through  its  conventional  resemblance  to  the 
arch  formed  by  the  blood  placed  on  the  door 
posts  and  arch  during  the  rite  of  the  Passover 
as  recorded  in  Exodus. 

As  examples  of  the  supernatural  powers 
ascribed  to  certain  gems  and  common  natural 
objects  still  believed  in  and  practiced  by  many 
good  American  citizens  let  me  mention: 

Peony  roots  either  carried  in  the  pocket  or 
worn  as  a necklace  as  a good  prevention 
against  insanity,  epilepsy  and  convulsions. 

A buckeye,  or  a potato  carried  in  the  pocket 
as  a sure  prevention  of  rheumatism. 

The  patella  of  a sheep  worn  next  to  the 
skin  during  the  day  and  placed  under  the 
pillow  at  night  is  both  a prevention  and  a 
cure  for  muscle  cramps. 

A leather  strap  that  has  been  part  of  a 
horse’s  harness  buckled  or  laced  tightly 
around  the  wrist  greatly  strengthens  it  and 
prevents  sprains. 


No  doubt  I had  measles,  scarlet  fever, 
chicken  pox,  mumps  and  whooping  cough 
after  I outgrew  Mammy  Harriet’s  services 
because  my  mother  did  not  permit  the  little 
red  flannel  figure  stuck  with  the  five  potent 
pins  against  these  diseases  to  remain  under 
the  mattress  of  my  bed. 

It  is  not  uncommon  to  see  some  American 
infant  wearing  a necklace  of  “Job’s  tears”  (a 
vegetable  bead)  to  make  his  teething  easy, 
or  coral  or  ambler  beads  to  prevent  the  croup. 
1 am  sure  most  of  the  older  men  here  have 
seen  children  wearing  bags  of  asafetida  about 
their  necks  as  a prevention  against  contagious 
diseases.  In  1919  I heard  one  of  the  best 
known  physicians  of  this  state,  say  in  all 
seriousness  in  a public  discussion  of  the  Influ- 
enza epidemic  we  had  just  come  through  that 
he  and  his  family  avoided  getting  it  by  eating 
an  onion  a day.  He  became  quite  indignant 
at  the  humorous  skepticism  of  some  of  the 
other  members  of  the  State  Medical  Associa- 
tion. 

It  is  only  a few  years  back  that  red  flannel 
underwear  was  regarded  as  a sovereign  rem- 
edy against  colds  and  rheumatism,  being  twice 
as  eflFective  as  white,  and  no  case  of  tonsillitis 
could  last  long  after  the  throat  was  bound 
with  it,  all  of  which  dates  back  to  the  time 
when  red  as  the  strongest  color  in  the  spect- 
rum was  considered  as  a specific  in  smallpox 
and  other  eruptive  diseases,  even  if  it  did  fail 
in  preventing  the  death  of  Emperor  Francis 
I as  late  as  1765.  Avicenna  in  the  10th  cen- 
tury seems  to  have  originated  the  idea.  Per- 
haps future  genreations  of  medical  men  will 
laugh  over  our  use  of  the  aniline  dye  prepara- 
tions and  recall  the  great  surgeon  Moorhead’s 
remark  that  surgery  is  becoming  more  chro- 
matic than  traumatic  at  present.  Long  before 
the  days  of  Hahnemann,  Spanish  saffron,  be- 
cause of  its  color,  was  regarded  as  a specific 
in  the  treatment  of  icterus  neonatorum,  and 
today  it  is  still  an  important  part  of  many 
layettes  in  my  part  of  the  country. 

Most  of  us  who  are  familiar  with  the  cus- 
toms of  rural  West  Virginia  know  that  many 
an  infant  suffering  from  malnutrition  or 
rickets,  familiarly  known  as  “the  decay”  or 
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the  “gobacks”,  must  be  measured  by  some  old 
woman  before  he  will  get  better,  which  is 
much  more  certain  and  less  expensive  than 
cod  liver  oil  and  tomato  juice.  Another  sure 
cure  for  this  condition  is  to  split  the  trunk  of 
a sapling  where  it  forks,  pass  the  child  through 
the  cleft,  which  is  then  bound  up.  When  it 
grows  shut  the  child  will  be  cured. 

Most  every  community  in  the  south  has 
some  old  negro  who  has  the  power  to  charm 
warts  off  and  blow  fire  out  of  a burn.  I have 
known  of  children  passed  three  times  under 
the  belly  of  a horse,  or  carried  through  a coal 
mine  to  cure  whooping  cough.  If  you  have 
a child  troubled  with  bronchial  asthma  don’t 
give  up  the  case  as  hopeless  until  you  have 
tried  backing  him  against  a tree  and  pegging  a 
lock  of  hair  from  his  crown  into  a gash  cut 
in  the  tree.  When  the  bark  grows  over  it  he 
will  surely  be  cured.  Of  course  you  cut  the 
youngster  loose  when  the  hair  is  securely 
fastened.  I have  seen  a frantic  search  made 
for  a neighbor’s  greasy  dishrag  with  which  to 
rub  the  face  of  a child  in  convulsions,  while 
another  neighbor  held  salt  in  his  clenched 
hands — my  enema  and  chloroform  being 
merely  incidental  measures  while  the  mir- 
aculous cure  was  being  effected.  In  another 
case  the  death  of  the  child  from  broncho- 
penumonia  was  considered  due  to  the  fact 
that  the  mother  would  not  permit  a neighbor 
to  tear  off  and  burn  a new  shirt  she  had  just 
put  on  him  before  the  terminal  convulsion 
took  him  off.  As  late  as  1 808  a French  phy- 
sician published  a book  on  his  cure  of  hernias 
by  binding  on  them  poultices  of  snails. 

FAery  precious  and  semi-precious  gem  is 
supposed  to  be  endowed  with  many  magical 
properties  in  the  prevention  and  cure  of  dis- 
ease, the  recording  of  which  fills  several 
volumes. 

Rubies  were  said  to  warn  their  owner  of 
attempts  at  poisoning  him  by  losing  their 
color.  I'hey  also  purified  his  blood  of  such 
things  as  cholera  and  snakebite,  and  cured  him 
of  epilepsy,  certain  forms  of  insanity,  and  pre- 
Aented  pulmonary  hemorrhage  in  tubercul- 
osis. 

Emeralds  also  warned  of  attempted  poison- 


ing, prevented  epilepsy,  cured  dysentery  and 
greatly  assisted  women  in  child-birth.  To 
those  who  could  afford  to  grind  them  up  and 
take  as  a cordial  they  gave  great  strength. 
Only  recently  a London  dealer  offered  for 
sale  a receipt  signed  by  Queen  Isabella  of 
Spain  for  a square  cut  emerald  which  she  had 
taken  ground  up  as  a cordial  during  her  ill- 
ness at  Granada. 

The  topaz,  coral  and  jasper  possessed  the 
common  property  of  checking  hemorrhage, 
driving  away  anger,  melancholia,  strengthen- 
ing the  lungs,  aiding  indigestion,  and  when 
powdered  and  drunk  in  wine  of  relieving 
gravel,  dropsy  and  other  kidney  affections. 

Should  any  of  you  be  needing  an  aphro- 
disiac be  sure  to  get  and  wear  a ring  set  with 
onyx.  You  will  also  find  it  useful  to  lend 
to  your  obstetric  patients  during  delivery  as 
it  is  also  a powerful  oxytocic,  and  will  save 
you  much  time,  and  the  cost  of  pituitrin.  An- 
other most  useful  amulet  for  the  physician 
is  the  common  amethyst,  which  sharpens  the 
intellect  and  dispels  sleep.  It  also  prevents 
intoxication,  as  witness  old  Pliny,  who  says: 
“being  bound  on  the  navel  it  restrains  the 
vapour  of  wine  and  dissolves  inebriety.”  It 
also  promotes  chastity  in  women  who  wear  it. 

Speaking  of  chastity,  the  sapphire,  because 
of  its  coldness  possessed  the  same  quality, 
hence  was  especially  suited  and  demanded  for 
ecclesiastical  rings.  Even  the  great  Galen 
administered  vinegar  in  which  a sapphire  had 
been  soaked  to  cool  his  fever  patients.  It  also 
was  potent  in  the  cure  of  carbuncles  and  other 
purulent  infections. 

Even  as  late  as  the  1 7th  century  pearls 
were  commonly  used  in  the  treatment  of  in- 
sanity in  wealthy  patients,  although  the  dally 
administration  of  a decoction  of  powdered 
pearls  in  distilled  water  failed  to  cure  the  in- 
sanity of  King  Charles  of  Spain.  1 he 
Chinese  still  have  faith  in  them  as  an  aphrod- 
isiac and  as  a remedy  of  excellent  value  in 
stomach  troubles  and  hemorrhages. 

Amber,  supposed  to  be  generated  out  of 
the  urine  of  the  lynx  and  hardened  by  time, 
has  from  remotest  antiquity  been  regarded  as 
a sovereign  remedy  for  all  throat  affections, 
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asthma,  croup,  toothache  and  goiter.  Its 
prophylactic  action  in  these  troubles  is  even 
today  highly  regarded  by  many  woman  who 
still  wear  amber  beads  to  prevent  goiter. 

As  I look  over  this  audience  I see  that  many 
have  sadly  neglected  one  of  the  most  valu- 
able of  the  older  specifics,  namely  Magnetic 
Iron  ore.  Powdered  and  made  into  an  oint- 
ment with  lard  from  a young  hog  and  used  on 
the  scalp  it  is  an  absolute  cure  for  baldness. 
If  those  that  are  over  indulgent  in  food  and 
liquor  will  only  carry  a lump  of  it  in  their 
pocket  they  will  never  be  troubled  with 
cramps  or  gout.  Every  obstetrician  should 
carry  a lump  in  his  bag  to  lend  to  his  patient 
to  hold  in  her  hand  during  labor  as  it  is  much 
more  efficient  than  the  ax  under  the  bed  com- 
monly used  by  the  negro  in  such  cases  to  cut 
the  pain.  According  to  old  Leonardos  it  is 
most  valuable  to  married  couples  having  mar- 
ital troubles,  and  our  divorce  courts  would 
have  much  less  work  if  more  people  knew 
about  it,  for  as  I.eonardus  says:  “It  taketh 

away  fears  and  jealousies,  and  reconciles 
wives  to  their  husbands  and  husbands  to  their 
wives. 

Duriiig  the  plague  in  London  in  1665  amu- 
lets of  arsenic  or  mercury  were  commonly 
worn  next  the  heart  with  the  faith  that  they 
would  destroy  the  poison  of  the  plague. 

Superstitions  of  Childbirth : — As  in  ancient 
times,  childbirth  still  carries  with  it  many 
superstitions,  and  w'orking  as  I have  for  a 
third  of  a century  among  a large  number  of 
different  nationalities  I have  encountered  a 
wide  variety  of  these  superstitions,  among 
which  are  the  following: 

On  several  occasions  I have  been  requested 
by  some  country  midwife  to  leave  at  least  a 
hand’s  breadth  of  the  navel  cord  attached  to 
the  male  Infants  that  their  sexual  organs 
might  have  proper  development,  and  to  cut 
close  that  of  his  sister  to  limit  the  growth. 
Even  as  late  as  the  17th  century  this  super- 
stition appeared  in  some  textbooks  on  mid- 
wifery. Two  of  the  most  common  requests 
are  to  count  the  large  whorls  or  knots  in  the 
cord  as  an  indication  as  to  the  number  of  chil- 
dren to  expect  in  the  future  j and  to  be  sure  to 


rub  the  placenta  over  any  birth  mark  the 
infant  may  have  to  remove  it  or  render  less 
conspicuous. 

When  I tell  the  husband  to  burn  the  pla- 
centa I often  meet  with  opposition  on  the 
ground  that  the  mother  will  have  a backache 
until  she  becomes  pregnant  again,  consequent- 
ly the  disposal  of  the  secundines  in  the  winter 
when  the  ground  is  frozen  to  the  depth  of  a 
foot  or  more  is  no  easy  task.  Even  when 
properly  buried  the  mother’s  lochia  is  sup- 
posed to  continue  until  the  placenta  has  com- 
pletely rotted  away. 

If  some  evening  you  are  detained  from  an 
Important  bridge  session  by  a case  of  dystocia 
you  might  try  what  is  said  to  be  a quick  rem- 
edy for  a speedy  delivery.  It  was  told  to  me 
by  a doctor  friend  who  did  some  relief  work 
a few  years  ago  in  the  “Free  State  of  Mc- 
Dowell.” He  was  called  to  attend  the  wife 
of  a young  mountaineer  in  her  first  confine- 
ment. Although  everything  was  normal,  the 
tardy  progress  of  the  case  finally  worried  the 
old  mother-in-law  who  was  acting  as  nurse. 
After  dark  she  called  the  doctor  to  the  front 
porch  of  the  cabin,  handed  him  a large  spoon, 
pointed  out  the  evening  star  and  requested 
that  he  call  the  husband  out,  have  him  face 
the  glowing  Venus  and  void  in  the  spoon 
which  was  then  to  be  given  to  his  wife.  The 
old  woman  said  she  had  found  it  a never  fail- 
ing means  of  producing  a quick  delivery. 

Among  a certain  class  of  Russians  I have 
had  to  take  care  of  there  is  an  even  more  dis- 
gusting belief,  that  is  that  after  labor  begins 
intercourse  with  the  husband  will  bring  a 
speedy  and  easy  delivery,  and  in  a few  slow 
cases  I have  been  asked  to  permit  it. 

One  of  the  most  common  superstitions 
found  among  all  nationalities  is  that  the 
patient’s  hands  over  her  head  will  retard 
labor. 

Should  you  ever  be  consulted  for  the  re- 
lief of  sterility,  after  other  means  fail,  try 
taking  your  patient  to  your  next  confinement 
case  and  as  soon  as  the  infant  is  in  his  receiv- 
ing blanket  hand  him  to  her  with  the  solemn 
assurance  that  she  will  have  one  of  her  own 
within  a year.  I have  two  amusing  incidents 
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of  this  kind,  although  neither  one  wanted  her 
sterility  relieved.  While  attending  a case 
the  patient’s  sister-in-law  was  present  al- 
though not  in  the  capacity  of  nurse.  She  had 
one  child  about  six  years  old  and  I had  been 
joking  her  about  not  having  any  more,  to 
which  she  had  replied  that  one  was  all  she 
ever  intended  having  and  I wasn’t  taking  any 
more  to  her.  When  the  baby  was  born  the 
nurse  happened  to  be  out  of  the  room  so  I 
handed  the  baby  to  the  other  woman  and  to 
carry  on  the  joke,  assured  her  that  I had  put 
the  hoodoo  on  her  and  she  would  surely  have 
another  within  a year.  She  did  become  preg- 
nant within  a month  and  I almost  had  to 
leave  town.  The  other  case  was  similar  ex- 
cept she  had  been  married  about  two  years 
with  no  babies  and  the  determination  not  to 
have  any,  but  about  ten  months  after  bewitch- 
ing her  I was  called  to  deliver  her.  These 
two  cases  for  a while  ruined  my  getting  any 
help  from  a young  woman  at  a confinement 
case  for  I might  as  well  have  tried  to  hand 
them  a snake  as  to  hand  them  the  newly-born 
infant.  Perhaps  it  is  through  such  foolish- 
ness that  some  of  these  superstitions  are  pass- 
ed on,  for  nothing  will  ever  convince  either  of 
these  women  that  I did  not  conjure  them  into 
becoming  pregnant. 

Should  you  ever  have  trouble  with  a re- 
tained placenta  before  trying  manual  inter- 
ference have  the  patient  put  on  your  shoes 
and  walk  about  the  room,  and  don’t  forget  to 
put  your  hat  on  her  head  to  prevent  undue 
“wasting.”  I have  been  assured  by  old 
Scotch  midwives  that  this  will  surely  do  the 
trick. 

We  are  all  familiar  with  the  superstition 
regarding  the  child  born  with  a caul  over  the 
face,  and  that  this  dried  and  carried  by  any- 
one else  will  enable  the  owner  to  foresee  and 
forestall  the  evil  intentions  of  an  enemy. 
During  my  senior  year  in  Richmond  the 
negro  dining-room  servant  at  our  boarding- 
place  begged  each  of  us  save  it  for  him  should 
we  have  such  while  attending  our  out-patient 
obstetric  cases.  At  last  one  of  the  fellows 
finally  brought  Sam  a large  piece  of  mem- 
brane from  one  of  his  cases.  I don’t  know 


how  much  protection  it  afforded  Sam,  but 
from  that  time  on  Rogers  received  all  the 
choicest  food  at  each  meal. 

There  are  inumerable  superstitions  connect- 
ed wtih  the  first  year  of  the  child’s  life,  some 
of  the  more  common  being:  that  he  will  be 

stunted  or  die  young  if  his  clothes  are  put  on 
over  his  head  during  his  first  year;  if  his  nails 
are  cut  before  he  is  six  months  old  he  w'ill  die 
before  he  is  six  years  old  or  steal  if  he  sur- 
vives; cutting  his  hair  or  permitting  him  to 
see  himself  in  a mirror  before  his  first  birth- 
day will  cause  his  death;  putting  your  hat  on 
his  head  makes  his  teething  difficult.  When 
you  are  called  to  see  a baby  that  has  fallen  off 
the  bed,  and  find  no  damage  done,  you  can 
comfort  the  mother  with  the  knowledge  that 
a baby  that  has  never  fallen  off  a bed  will 
never  be  reared,  but  it  is  wise  to  warn  her 
that  since  he  has  now  complied  with  this  nec- 
essary requirement  it  w^ould  be  well  to  pre- 
vent his  continuing  in  the  practice  of  this  feat. 

When  it  comes  to  sure  fire  pharmacological 
specifics  of  past  ages,  such  things  as  powdered 
mummy,  moss  from  a human  skull,  chips  of 
a gallows  on  which  a felon  has  been  hanged, 
crabs’  eyes,  human  excretions,  unicorn’s  horn, 
bezar  stones  (intestinal  concretions  found  in 
some  deer),  and  other  revolting  remedies,  the 
past  hundred  years  has  relegated  to  the  dis- 
card, but  we  all  know  many  absurd  specifics 
still  in  use  in  some  communities.  As  a few 
examples  of  which  permit  me  to  mention:  a 
snakeskin  belt  and  snakeoil  inunctions  at  po- 
tent remedies  for  lumbago  and  arthritis;  old 
fashioned  brown  paper  soaked  in  vinegar  and 
bound  on  the  forehead  brings  speedy  relief 
from  most  headaches;  the  finest  way  to  cure 
a sty  is  to  rub  it  with  a gold  ring,  and  weak 
sore  eyes  are  quickly  cured  by  daily  bathing 
them  with  human  milk,  and  may  be  prevent- 
ed by  wearing  gold  earrings;  nosebleed  is 
stopped  by  a key  dropped  down  the  back,  a 
silver  coin  under  the  upper  lip,  or  letting  the 
blood  fall  on  an  ax  or  knife  and  then  sticking 
the  blade  in  the  ground  before  it  dries.  It  may 
be  prevented  by  wearing  a necklace  of  coral 
or  red  corn  kernels,  or  a red  yarn  string  on 
the  little  finger.  Skunk  oil  is  a specific  for 
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croup;  and  mumps  anci  “waxen  kernels”  are 
rapidly  cured  by  inunctions  of  the  marrow  of 
a two  year  old  hog  jowl.  We  have  all  heard 
of  people  madly  racing  hundreds  of  miles  to 
some  famous  “madstone”  to  prevent  hydro- 
phobia. Krysipelas  and  “shingles”  are  quick- 
ly cured  by  rubbing  the  eruption  with  blood 
from  a black  cat’s  tail,  which  must  then  be 
nailed  to  a door  until  the  patient  is  well.  For- 
tunately for  the  cat  they  cut  him  loose  from 
the  tail  as  it  would  be  a most  awkward  posi- 
tion for  him  if  the  patient  did  not  recover 
rapidly.  \’omiting  may  be  stopped  by  drink- 
ing tea  made  from  elder  bark  peeled  down- 
ward, and  reversing  the  direction  of  peeling 
makes  it  an  emetic.  A nail  wound  in  the  foot 
will  never  produce  lockjaw  if  the  nail  is 
greased  and  carried  in  the  pocket  until  the 
patient  recov'ers.  The  familiar  “stone  bruise” 
of  barefoot  days  is  relieved  by  binding  on  it  a 
live  toad  with  the  abdomen  split  open.  The 
pain  and  poison  has  been  drawn  out  by  the 
time  the  toad  dies.  If  your  measles  cases  do 
not  produce  the  eruption  qucikly  feed  them 
a tea  made  from  sheep  manure.  Those  of 
you  practicing  in  town  should  always  keep  a 
supply  on  hand  by  gathering  it  on  your  coun- 
try drives.  And  now  for  the  most  valuable 
prescription  in  the  entire  folk-lore  therapeu- 
tics, one  that  most  doctors  will  take  person- 
ally. It  is — the  next  time  you  get  a cold  or 
grippe  hang  your  hat  on  the  bedpost  and  pro- 
ceed to  drink  whiskey  until  you  see  two  hats 
and  you  will  be  speedily  relieved. 

These  examples  might  be  extended  to 
many  hundreds  and  not  include  all  of  the 
specific  folk  remedies  still  believed  in  and 
used  by  many  people  today,  as  most  any 
doctor  with  a country  or  small  town  practice 
will  tell  you. 

We  naturally  expect  to  find  in  America  the 
survival  of  a wide  variety  of  “Old  World” 
beliefs  and  superstitions,  settled  as  it  was  by 
many  races  and  nationalities.  They  are  wide- 
spread and  involve  almost  every  social  strata, 
in  spite  of  our  tremendous  advance  in  educa- 
tion and  culture,  but  naturally  are  found  more 
concentrated  in  the  various  backwaters  of  the 
nation,  as  exhibited  by  the  survivals  of 


African  demonology  among  the  southern 
negroes;  Greek  and  Roman  mythological  be- 
liefs and  practices  in  the  Italian  centers  of  our 
industrial  states;  old  Saxon  folk-medicine 
still  current  among  the  descendants  of  the 
F.nglish  and  Scotch  settlers  in  the  mountains 
of  the  \ irginias,  Carolinas,  Kentucky  and 
lennessee;  Teutonic  witchcraft  in  central 
Pennsylvania;  Gallic  priest-lore  among  the 
Creoles  of  Touisiana;  and  a polyglot  mixture 
of  Arabian,  Iberian  and  Aztec  magic  medicine 
still  adhered  to  by  the  Spanish  and  Indian  in- 
habitants of  the  southwestern  states. 

.A.S  said  before  superstition  is  not  alone  the 
inheritance  of  the  ignorant  but  to  a certain 
extent  is  found  among  all  classes.  For  exam- 
ple I knew  a VAssar  graduate  who  would  not 
begin  any  work  on  FViday  that  could  not  be 
finished  that  day.  FWen  many  educated  per- 
sons believe  that  night  air  is  bad  for  the 
health,  pus  in  a wound  means  you  have 
“caught  cold  in  it”,  boils  are  an  Infection  from 
the  blood,  malaria  is  more  likely  to  come  from 
foul  miasmic  air  than  from  mosquitoes,  bath- 
ing is  dangerous  in  acute  diseases,  sleeping  in 
the  moonlight  causes  insanity,  and  so  on  ad 
infinitum. 

Some  of  the  greatest  minds  of  the  past 
could  not  rid  themselves  of  medical  super- 
stitions that  had  come  down  to  them.  For 
example;  Martin  Luther  who  revolutionized 
the  religious  world  wrote,  “experience  has 
proved  the  toad  to  be  endowed  with  valuable 
properties.  If  you  run  a stick  through  three 
toads,  and  after  having  dried  them  in  the  sun, 
apply  them  to  any  pestilential  tumor,  they 
draw  out  all  of  the  poison  and  the  malady 
will  disappear.”  John  Wesley  another  great 
religious  reformer  highly  recommended  pills 
made  from  a toad  for  a “Dry  Convulsive 
Asthma”.  He  wrote,  “dry  and  powder  a 
toad  and  make  it  into  small  pills  and  take  one 
every  hour  till  the  convulsions  cease.”  He 
states  that  he  never  knew  “six  middling  pills 
of  cobwebs”  to  fail  in  curing  a tertian  ague, 
and  they  are  to  be  repeated  in  a week  to  pre- 
vent a relapse.  F^or  quartan  malaria  he 
recommended  a plaster  of  salt  and  July  Wall 
Flowers  applied  to  the  sutures  of  the  head, 
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and  a turpentine  plaster  to  the  wrists.  Lord 
Bacon,  rivho  did  for  the  intellectual  world 
what  Luther  did  for  the  religious,  had  the 
warts  on  his  hands  removed  by  rubbing  them 
with  a bacon  rind  which  was  then  hung  on  a 
tree  to  rot  in  the  sun,  and  recommended  as 
the  quicjcest  cure  for  a wound  the  rubbing  of 
a weapon  salve  on  the  instrument  that  had 
inflicted  it.  The  great  scientist  Robert  Boyle 
advised  the  powdered  thigh  bone  of  a crim- 
inal that  had  been  hung  as  the  best  cure  for  a 
dysentery.  The  famous  Dr.  Johnson  was 
“touched”  by  Queen  Anne  for  the  cure  of 
his  tubercular  glands. 

The  great  attention  now  paid  by  medical 
men  to  psychotherapy  makes  it  appear  as  a 
discovery  of  the  twentieth  century.  Scientifi- 
cally speaking  it  is,  but  in  reality  it  is  the 
oldest  form  of  healing  and  has  been  practiced 
from  the  remotest  antiquity  by  the  primitive 
medicine  men,  the  pagan  and  Christian  priests, 
and  the  successful  physicians  of  past  genera- 
tions. 

The  ancient  Greek  physicians,  besides  in- 
stituting a proper  hygienic  regime,  effected 
their  most  spectacular  cures  by  means  of  their 
temple  rituals  and  practices.  The  Jews,  as 
heirs  of  the  old  Assyrian  civilization,  were 
firm  believers  in  certain  diseases  being  the 
manifestation  of  the  possession  of  the  patient 
by  some  evil  spirit,  who  was  miraculously 
driven  out  by  exorcism,  or  music,  as  when 
David  cured  Saul  of  melancholia  by  the  sweet 
tones  of  his  harp, 

Herbert  Spencer  says:  “Opposed  to  pagan- 
ism as  Christianity  was  from  the  beginning, 
we  might  naturally  suppose  that  the  primi- 
tive association  between  the  priestly  and 
medical  functions  would  cease  when  Christ- 
ianity became  dominant.  But  the  roots  of 
human  sentiments  and  beliefs  lie  deeper  than 
the  roots  of  particular  creeds,  and  are  certain 
to  survive  and  bud  out  afresh  when  an  old 
creed  has  ben  superficially  replaced  by  a new 
one.  Everywhere  pagan  usages  and  ideas 
are  found  to  modify  Christian  forms  and  doc- 
trines. The  primitive  theory  that  diseases 
are  of  supernatural  origin  still  held  its 
ground,  and  the  agency  of  the  priest  conse- 


quently remained  needful  , . . Concerning  the 
substitution  of  Christian  medical  institutions 
for  pagan  ones,  it  is  remarked — “The  des- 
truction of  the  Asclepions  was  not  attended  by 
any  suitably  extensive  measures  for  insuring 
professional  education,  and  the  consequences 
are  seen  in  the  gradually  increasing  credulity 
and  imposture  of  succeeding  ages,  until,  at 
length,  there  was  an  almost  universal  reli- 
ance on  miraculous  interventions.” 

The  early  Christian  church  quickly  saw  the 
value  of  such  a connection,  and  the  prestige 
that  such  cures  gave  to  the  church,  so  from 
the  very  beginning  began  to  build  up  a great 
pantheon  of  medical  saints  and  shrines  by 
which  to  work  marvelous  cures.  Thus  for 
centuries  we  find  the  monks  practicing  medi- 
cine along  with  their  priestly  duties  and 
effecting  thousands  of  spectacular  cures  by 
prayers,  exhibition  of  holy  relics,  and  pil- 
grimages to  special  shrines,  showing  that  neu- 
rasthenia, hypochondria,  and  mental  aberra- 
tion are  not  products  of  our  modern  civiliza- 
tion, and  that  psychotherapy  has  and  always 
will  be  an  important  part  of  the  healing  art. 
Succeeding  generations  have  added  more  and 
more  to  this  pantheon,  and  even  today  we 
read  of  some  newly  canonized  saint  or  estab- 
lished shrine  for  the  curing  of  afflicted  hu- 
manity, as  witness  the  testimony  of  hundreds 
that  they  were  cured  of  their  various  ailments 
by  making  a pilgrimage  to  the  grave  of  a New 
England  priest  who  died  a few  years  ago. 
Probably  the  most  famous  of  the  older  shrines 
is  that  of  “Our  Lady  of  Lourdes”  in  France, 
where  the  hosts  of  pilgrims  from  all  parts  of 
the  world  annually  report  thousands  of  cures. 

Since  kings  are  supposed  to  rule  by  divine 
right  they  also  for  many  centuries  were 
thought  to  be  able  miraculously  to  cure  cer- 
tain diseases  by  touching  the  patient.  While 
not  confined  to  any  ruling  house  or  any  na- 
tion, the  English  kings  from  Edward  the 
Confessor  down  to  the  Georges  were  the  most 
famous  sovereigns  practicing  this  divine  right. 
It  is  said  that  King  Charles  II  touched  more 
than  ninety  thousand  of  his  subjects  for  tu- 
berculosis and  scrofulous  glands.  To  make 
the  cure  more  certain  the  king  presented  to 
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each  patient  a gold  “touch  piece”  which  was 
to  be  worn  suspended  around  the  neck.  I have 
one  of  the  Charles  II  pieces  to  show  you. 

A pilgrim  returning  from  Jerusalem  pre- 
sented King  Edward  with  a holy  ring  which 
he  claimed  was  given  him  by  St.  John,  the 
Evangelist,  who  reappeared  on  earth  to  be- 
stow this  great  blessing  on  mankind.  It  was 
supposed  to  have  magical  power  in  the  curing 
of  epilepsy,  one  of  the  evil  spirit  diseases — 
the  Greek  original  of  the  name  means  “to 
seize  upon”.  Just  before  he  died  in  1066, 
A.  D.,  King  Edward  g^ve  the  ring  to  the 
Abbot  of  Westminster,  where  it  is  still  en- 
shrined. From  it  came  the  custom  of  the 
English  kings  on  Good  Friday  solemnly 
blessing  rings  made  from  the  gold  and  silver 
coins  of  their  own  offering  to  the  church.  1 he 
rings  then  were  sold  to  epileptic  patients  as 
a potent  cure  for  their  diseases.  At  late  as 
1 794,  after  the  custom  had  been  abandoned 
by  the  king,  nine  young  men  in  an  English 
parish  subscribed  a sixpence  each  to  be  blessed 
and  moulded  into  a ring  for  the  cure  of  a 
friend  with  “fits”j  and  in  1815  the  London 
Medical  and  Physical  Journal  reports  the 
successful  cure  of  epilepsy  in  a young  lady  by 
wearing  a ring  made  from  coins  contributed 
by  twelve  of  her  girl  friends. 

As  Jayne  says  in  his  “Healing  Gods  of 
Ancient  Civilizations”:  “Throughout  all 

history  of  human  progress,  from  the  primi- 
tive state  to  the  higher  intellectual  levels,  the 
race  has  shown  a strong  conservatism  of  opin- 
ion, and  an  ev-er  constant  tendency  to  cling 
to  old  beliefs  and  customs,  while  tentatively 
accepting  newer  conceptions  prompted  by  a 
broader,  better  knowledge  of  the  workings  of 
nature’s  law's,  upon  which  advances  in  civil- 
ization have  been  based.”  So  we  are  not 
surprised  to  find  many  persons  in  every  com- 
munity rejecting  the  modern  ideas  of  disease 
and  treatment  and  clinging  to  their  inherited 
belief  in  the  divine  or  supernatural  origin  and 
relief  of  human  ills.  These  are  the  people 
who  spend  nearly  a billion  dollars  a year  in 
the  United  States  for  patent  nostrums  and 
swallow  the  extravagant  claims  put  forth  by 
their  vendors  as  being  derived  from  the  su- 


perior knowledge  of  some  old  Indian  chief, 
mediaeval  doctor,  or  saintly  priest  j who 
found  and  carry  on  the  numerous  cults  of  to- 
day that  attract  thousands  of  followers,  many 
of  them  form  the  educated  and  more  intellec- 
tual classes. 

In  my  opinion,  the  teaching  and  practice  of 
such  organizations  as  Christian  Science  (?), 
with  its  fundamental  denial  of  the  physical 
existence  of  disease;  the  Chiropractic  School 
with  its  theory  that  all  human  ailments  are  to 
be  cured  by  the  harmonization  of  misplaced 
V'ertebra:;  the  Tentacostals,  or  Holy  Rollers, 
curing  by  faith  in  prayers  spoken  in  an  “un- 
known tongue”;  other  sects  with  similar  be- 
liefs; and  the  miraculous  cures  reported  by 
the  thousands  of  pilgrims  annually  to  the 
traditional  shrines  of  antiquity,  constitute  the 
greatest  impediment  to  the  practice  of  mod- 
ern medicine. 

In  the  future,  as  it  has  been  in  the  past,  the 
medical  profession  must  be  one  of  the  most 
important  factors  in  the  education  of  the 
people  away  from  these  superstitious  beliefs, 
and  we  must  do  it  by  coming  into  closer  con- 
tact with  them  than  we  now  do.  Unfortun- 
ately the  direction  taken  in  medical  education 
in  the  20th  century  with  its  enormous  group- 
ing of  the  practitioners  into  hospitals  and 
clinics  has  made  the  profession  almost  forget 
the  art  of  medicine.  In  the  rapid  progress 
made  in  medical  research  the  scientific  side  of 
medicine  has  been  so  stressed  and  the  aesthe- 
tic side  so  neglected  that  not  only  the  layman, 
but  also  most  of  the  younger  generation  of 
physicians  have  come  to  look  upon  the  prac- 
tice of  medicine  as  merely  a technical  busi- 
ness. 

The  neglect  on  the  part  of  many  doctors 
to  have  and  exhibit  any  interest  in  the  life  of 
their  patients  other  than  the  immediate  case 
before  them,  or  in  other  words  to  acquire  a 
knowledge  and  sympathetic  understanding  of 
the  inner  life  of  their  patients  and  their  reac- 
tions both  in  health  and  disease  is  often  the 
deciding  factor  between  the  doctor’s  success 
and  failure.  In  my  opinion  this  is  one  of  the 
fundamental  causes  back  of  patient’s  “shop- 
ping around”  from  one  doctor  to  another  and 
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finally  drifting  into  the  hands  of  the  charla- 
tans, because  he  misses  something,  intangible 
though  it  be. 

Last  fall  Dr.  David  Wilson  of  the  Uni- 
versity of  Virginia  in  addressing  the  Medical 
Society  of  Virginia  aptly  summed  this  up  as 
follows  : 

“The  patient  should  be  treated  and  not  the 
disease.  There  are  not  diseases,  there  are 
only  sick  people.  There  is  a person  present 
as  well  as  a diseased  organ.  The  physician 
should  know  this  person  that  he  must  treat, 
certainly  as  well  as  the  symptom  complex 
that  he  is  treating,  or  as  well  as  the  life  cycle 
of  the  organisms  that  are  causing  the  disease. 
Not  knowing  the  personality,  how  can  he  heal 
it  or  even  recognize  when  it  is  whole? 

“Experience  undoubtedly  does  bring  the 
physician  this  ability  in  a great  measure.  The 
greater  this  characteristic  is  possessed  the 
greater  the  physician  is  said  to  be  schooled  in 
the  art  of  medicine,  that  power  which  allows 
him  to  sense  the  total  situation.” 

While,  as  Dr.  Wilson  says,  experience  is 
an  important  factor  in  acquiring  this  power, 
my  observation  is  that  a large  number  of 
splendidly  educated  younger  physicians  make 
no  effort  to  lay  the  foundation  for  building 
up  this  power,  or  in  other  words  they  make 
no  effort  to  leave  anything  of  themselves  with 
the  patient  other  than  their  medicines,  to  take 
away  anything  from  the  patient  other  than 
his  apparent  disease  and  his  money. 

It  is  my  belief  that  by  a happy  combination 
of  the  art  of  the  older  physicians  with  the 
science  of  the  younger,  medicine  will  better 
fulfill  its  mission  in  the  world,  win  a greater 
measure  of  the  confidence  and  support  of  the 
people,  and  drive  fewer  of  them  into  the 
camps  of  the  irregulars  for  relief,  by  our  hav- 
ing fewer  failures  when  they  come  asking  us 
as  did  Macbeth: 

“Canst  thou  not  minister  to  a mind  diseased, 
Pluck  from  the  memory  a rooted  sorrow, 

Raze  out  the  written  troubles  of  the  brain. 

And,  with  some  sweet  oblivious  antidote. 

Cleanse  the  stuffed  bosom  of  that  perilous  stuff 
Which  weighs  upon  the  heart?” 

Only  by  developing  and  using  all  the 


powers  at  our  command,  instead  of  stressing 
one  to  the  exclusion  of  the  others  can  we 
claim  to  be  true  “healers  of  the  sick”,  for 
many  ills  of  the  human  race  have  no  pathol- 
ogy that  can  be  demonstrated  by  our  most 
delicate  instruments  of  precision,  which  may 
prove  fatal,  or  as  Chaucer  expressed  it: 

“Man  may  die  of  imagination 
So  deep  may  impression  he  take.” 

BIBLIOGRAPHY 

The  Healing  Gods  of  Ancient  Civilization.  By  Walter 
A.  Jayne,  1925. 

Folk  Medicine.  By  Wm.  George  Black,  London,  1883. 

The  Evil  Eye  and  Other  Essays.  By  Roswell  Parke, 
M.  D.,  Boston,  1912. 

Superstitions  of  Medicine  and  Surgery.  By  Thos.  J. 
Pettigrew,  London,  1844. 

Magician  and  Leech.  By  Warren  R.  Dawson,  London, 
1929. 

Medicine.  Magic  and  Religion.  By  W.  H.  R.  Rivers,  M. 
D.,  New  York.  1924. 

The  'White  Man’s  Magic  in  Homer.  By  Jonathon 
Wright,  M.  D..  Scientific  Monthly,  December,  1919. 

Medicine  and  Astrology.  By  Henry  Phillips.  Philadel- 
phia, 1867,  reprint. 

'Professional  Institutions.  By  Herbent  Spencer.  Pop. 
Science  Monthly,  June  1895. 

Popular  Medicine,  Customs  and  Superstitions  of  the  Rio 
Grande.  By  John  J.  Bourke.  1894.  Pamphlet. 

Popular  Medical  Errors.  By  Jas.  B,  Harrison.  Chambers 
Journal,  Edinburgh.  December,  1850. 

Sanitary  Delusions.  By  F.  L.  Oswald.  New  Science  Re- 
view, Oct.  1894. 

Medical  Delusions  of  the  Olden  Times.  By  J.  J.  Belch- 
ior.  Harper’s  Magazine,  Jan.  1 867. 

Popular  Superstitions.  By  W.  J.  Hoffman.  M.  D.,  Pop. 
Science  Month.  Nov.  1896. 

'Vulgar  Specifics  and  Therapeutic  Superstitions  By  Max 
Kahn,  M.  D.  Pop.  Sci.  Month.  July,  1913. 

The  Primitive  Medicine  Man.  By  R.  R.  Marett,  Hibbcrt 
Journal,  Oct.  1918. 

History  of  the  Prescription . By  Otto  Wall,  St.  Louis, 
1917. 

Personal  Experience  in  Thirty-Three  Years  Medical 
Practice. — The  author. 


HOW  TO  APPLY  FIRST  AID 
“Every  boy  should  know  liow  to  give  first  aid  to 
the  injured,  for  every  hoy  .sometime  may  have  a 
chance  to  help  in  saving  .some  one’s  life,”  Alfred 
E.  Parker  begins  Chapter  IX  of  his  scries,  “ I rain- 
ing foi'  Athletics  and  Health”  in  the  September 
issue  of  Jlygeia. 

“In  truth,”  he  continues,  “an  understanding  of 
first  aid  means  that  you  know  how  to  determine  the 
sei'iousness  of  that  accident,  that  you  send  for  a 
doctor,  that  you  stop  the  bleeding,  that  you  restore 
breathing  and  that  you  make  the  injured  person  as 
comfortable  as  you  can.” 


/\  ovrtti  her,  1933 


'I'he  West  Virginia  Medical  Journal  479 


THK  MANAGEMENT  OF  BENIGN 
PROSTATIC  OBSTRUCTION* 


By  Howard  L.  Tolson,  M.  D.,  F.  A.  C.  S., 
Cumberland,  Maryland 


yYi.THOL'Gii  the  problems  presented  by  the 
benign  obstructing  prostate  are  as  old  as 
the  world  itself,  they  have  not  been  satisfact- 
orily soK'ed.  The  etiology,  pathology  and 
management  are  particular  phases  which  have 
been  most  difficult  to  definitely  settle  and  dur- 
ing comparati\'ely  short  periods  there  have 
occurred  marked  revisions  of  views  concern- 
ing these  phases.  The  neoplastic  origin  has 
been  abandoned  and  recently  the  inflamma- 
tory hyperplastic  explanation  of  benign 
hypertrophy  has  been  giving  way  to  the  en- 
docrine dysfunction  hypothesis. 

The  history  of  the  treatment  of  prostatic 
obstruction  is  a highly  interesting  one.  Various 
methods  have  been  developed  and  abandoned. 
During  the  1 9th  century  blind  instrumental 
transurethral  incision  and  excision  methods 
were  in  vogue.  The  instruments  of  Mercier, 
Bottini,  Freudenburg  and  Chetwood  were  ex- 
tensively used  until  the  early  part  of  the 
twentieth  century  when  suprapubic  and  peri- 
neal prostatectomy  displaced  them.  During 
the  past  ten  or  fifteen  years  there  has  been 
renewed  interest  in  instrumental  excision 
methods.  The  punch  instruments  of  Young 
and  Caulk  and  cystoscopic  electric  cutting  in- 
struments of  Collins,  Stern,  Davis  and  Mc- 
Carthy are  among  the  many  instruments  that 
have  been  developed  during  this  period.  In- 
sufficient visualization  and  lack  of  a means  to 
control  bleeding  were  the  two  chief  objections 
to  the  instrument  of  Young.  Without  inter- 
ferring  with  the  advantages  of  Young’s  punch 
I endeavored  to  overcome  these  two  objec- 
tionable features.  In  1924  I devised  a spe- 
cial diathermy  electrode  to  control  bleeding 
and  later  I attached  the  Cameron  urethro- 
scope light.  The  electrode  and  method  of 
providing  hemostasis  were  described  in  the 


Journal  of  Urology,  July,  1925'  and  in  Sept- 
ember, 193U.  In  1925  Stern  introduced  a 
prostatic  resectoscope  which  is  a cystoscope 
equipped  with  a wire  loop  that  cuts  by  means 
of  a cautery  current.  At  present  prostatic 
resection  is  being  extensively  employed  with 
consequent  reduction  in  the  number  of  prosta- 
tectomies. The  instrumental  excision  methods, 
although  originally  introduced  to  relieve  the 
minor  vesical  outlet  obstructions,  have  come 
into  use  for  the  relief  of  larger  obstructions. 

The  wide  spread  prevalence  of  prostatism 
makes  the  condition  highly  important.  It  has 
been  estimated  that  twenty  to  twenty-five  per- 
cent of  men  beyond  fifty  years  of  age  have  a 
prostate  sufficiently  enlarged  to  be  producing 
obstructive  symptoms.  The  condition,  al- 
though of  particular  interest  to  urologists, 
should  also  have  the  attention  of  internists 
and  general  practitioners.  With  the  knowl- 
edge at  hand,  hypertrophy  of  the  prostate  is 
not  preventable  but  the  advanced  stages  and 
serious  consequences  are  preventable.  Herein 
lies  an  important  phase  of  preventive  medi- 
cine. It  has  been  common  practice  to  advise 
against  operative  treatment  until  complete 
retention  demanded  relief.  By  the  time 
patients  have  reached  this  stage,  the  prostate 
may  be  enormous,  the  bladder  musculature 
impaired  and  the  cardio-renal  system  may 
also  be  damaged.  In  such  instances  the  com- 
plete removal  of  the  prostate  by  prostatec- 
tomy is  frequently  the  only  measure  that  will 
adequately  relieve  the  obstruction.  Weeks  or 
months  of  preliminary  treatment  may  be  nec- 
essary to  get  the  patient  in  operable  condi- 
tion. In  the  earlier  stages  many  of  these 
patients  could  have  been  satisfactorily  reliev- 
ed by  some  form  of  urethral  prostatic  exci- 
sion. Transurethral  prostatic  resection 
methods  have  been  developed  to  a point 


^Original  Paper. 


480 


The  West  Virginia  Medical  Journal 


D^ovember,  1933 


where  they  are  safe  and  give  satisfactory  re- 
sults in  properly  selected  cases.  It  appears 
that  patients  with  prostatic  obstructions 
should  be  advised  to  have  early  conservative 
operative  treatment  rather  than  postponed 
radical  surgery. 

If  early  treatment  is  to  be  advised,  it  is 
necessary  that  more  attention  be  given  to  the 
early  symptoms  of  prostatism.  The  prostate 
hypertrophies  very  slowly  and  consequently 
the  early  symptoms  are  mild  and  few.  Unless 
there  is  adequate  arrest  the  process  is  pro- 
gressive and  the  symptoms  become  more 
marked.  Many  patients  with  slight  prostatic 
enlargement  have  no  complaints  referable  to 
the  urinary  tract.  The  prevalence  of  pros- 
tatic pathology  demands  that  the  prostate  be 
examined  routinely  in  all  men  beyond  45 
years  of  age.  The  information  obtained  by 
rectal  palpation  is  not  sufficient  to  determine 
whether  there  is  obstruction.  Patients  with 
large  prostates  may  have  no  obstruction  to 
urination  and  on  the  other  hand  patients  with 
rectally  small  prostates  may  have  marked  ob- 
struction. According  to  Young^,  rectal  pal- 
pation gives  a correct  impression  concerning 
the  size  of  the  prostate  in  about  thirty-nine 
percent  of  cases.  Measuring  the  residual 
urine  by  passing  a small  rubber  catheter  after 
the  patient  has  voided  gives  much  more  re- 
liable information.  Among  some  of  the  early 
symptoms  and  signs  that  should  lead  to  the 
investigation  of  the  prostate  are:  frequency, 
hesitancy,  increasing  effort  to  start  the  flow, 
diminution  of  the  calibre  and  length  of  the 
urinary  stream,  decreasing  force  of  the 
stream,  interrupted  or  intermittent  flow,  in- 
crease in  time  re<]uired  to  void  and  incomplete 
relief  after  voiding.  The  prevalent  notion 
that  fre(]Lient,  difficult  urination  is  a necessary 
accompaniment  of  advancing  years  should  be 
abandoned. 

J'he  treatment  of  prostatic  obstruction  may 
be  divided  into  medical  and  surgical.  It  is 
hardly  possible  to  over-emphasize  the  im- 
portance of  proper  medical  care.  With  the 
exception  of  hyperthyroid  patients,  it  is  prob- 
able that  no  other  types  of  surgical  patients 
rc(]uire  as  much  medical  supervision  and 


judgment  as  do  the  patients  suffering  from 
prostatic  obstruction. 

Patients  with  mild  degrees  of  prostatic  ob- 
struction, patients  being  prepared  for  opera- 
tion, prostatectomy  convalescents  and  inop- 
erable patients  require  medical  care.  Medical 
care  alone  may  suffice  in  dealing  with  mild 
degrees  of  prostatic  obstruction.  Such  patients 
need  advice  regarding  proper  hygiene,  rest 
and  diet.  While  good  general  health  is 
maintained  a slightly  obstructing  prostate  may 
be  the  cause  of  no  harmful  effects.  During 
attacks  of  prostatic  edema,  the  local  applica- 
tion of  heat  by  rectal  irrigation,  diathermy 
or  special  electric  hearters  has  value.  Massage 
is  to  be  avoided  when  there  is  edema  of  the 
prostate.  Radium  and  deep  x-ray  therapy 
have  been  found  to  have  little  value  in  the 
management  of  benign  hypertrophy.  Patients 
who  persistently  carry  two  or  more  ounces  of 
residuum  should  consider  surgical  treatment. 

During  the  preparation  for  operation 
patients  are  often  ill  and  present  various  med- 
ical problems.  Postoperatively,  constant 
medical  vigilance  is  necessary.  Frequent  ex- 
aminations of  the  vascular  and  respiratory 
systems  are  required. 

Ample  nursing  care  is  most  important  post- 
operatively. Special  and  well  trained  nurses 
are  most  helpful  during  the  first  few  days 
after  prostatectomy.  Good  nursing  care 
should  be  properly  credited  for  its  share  in 
lowering  the  prostatectomy  mortality  rate. 

In  discussing  the  surgical  treatment  1 wish 
to  present  a series  of  150  consecutive  patients 
1 have  operated  upon  to  relieve  prostatic  ob- 
structions considered  benign  preoperatively. 

'J'aHLE  I 'fVEE  OF  OfERATION 

150  conscciitivf  patients  with  henign  prostatic 


obstruction. 

80  prostate  enucleations . .53  1-3% 

76  one  stage  — suprapubic 
4 two  stage  — suprapubic 
70  patients  managed  by  resection 46  2-3% 


44  with  modified  "^'oung’s  punch 
26  with  McCarthy  resectoscope  and  D.avis-Hovic 
unit. 

O'or  the  series  the  ratio  of  resection  to  enu- 
cleation w’as  47:53,  but  for  more  than  a y ear 
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a considerably  higher  proportion  has  been 
managed  by  resection. 

The  series  started  in  1 924  when  I began 
use  of  Young’s  punch  equipped  with  the  pre- 
viously mentioned  diathermy  electrode.  In 
order  to  remove  larger  amounts  of  tissue  I 
have  also  used  the  McCarthy  resectoscope 
with  the  Davis-Bovie  surgical  unit.  Although 
the  series  is  small  it  may  have  some  interest  in 
the  comparative  evaluation  of  prostatectomy 
and  transurethral  resection. 

Tarle  II  — Anestheiics 
80  Prostatectomies  70  Resections 

Spinal  novocain.  ...  79  Caudal  novocain.  . . . 26 

Gas-ether  1 Spinal  novocain 28 

Morphine,  hyoscine 

and  local 16 

The  choice  of  anesthetic  is  highly  import- 
ant. I am  convinced  that  nerve  block  anal- 
gesia definitely  lessens  the  frequency  of  post- 
operative complications.  In  this  series  of  150 
patients,  inhalation  anesthesia  was  used  only 
once  for  the  removal  of  a prostate  from  a 
dwarf,  aged  68,  three  feet,  eleven  inches  tall 
and  weighing  60  pounds.  Difficulty  in  the 
determination  of  the  proper  dose  of  novocain 
intraspinally  prompted  the  use  of  gas  and 
ether  in  this  case. 

Table  III  — Age  by  Decades 

Prostatectomy  Group  Resected  Group 

80  Patients  70  Patients 

40-49  2 

50-59  1 1 14 

60-69  42  34 

70-79  26  13 

80-89  1 7 

Seventy-six  or  about  one-half  of  the  pa- 
tients were  in  the  seventh  decade  at  the  time 
of  operation.  No  patient  under  fifty  years  of 
age  was  subjected  to  prostatectomy,  whereas 
two  under  fifty  were  resected.  Seven,  or  ten 
percent  of  the  resected  patients,  were  over 
eighty  years  of  age,  and  I believe  that  not 
one  of  these  could  have  been  safely  prostatec- 
tomized.  A considerable  number  of  the  re- 
sected patients  in  the  other  decades  were  en- 
tirely unfit  for  prostatectomy  and  perhaps  a 
few'  of  them  should  have  been  considered  un- 
fit for  any  type  of  surgery.  The  resected 
group  included  many  more  poor  risks  than 
did  the  prostatectomy  group. 


Table  IV 

lime  in  Hosfital  Ajter  Operation 

Afii-r  r>rosI;iiectomy  Operation 

or  Resection 

Shortest  ...  1 6 days  2 days 

Average  ..23>^  days  8i^  days 

1 he  average  postoperative  hospitalization 
of  the  resected  group  was  about  one-third  as 
long  as  the  prostatectomy  group.  With  few 
exceptions  the  prostatectomy  patients  were 
voiding  without  suprapubic  leakage  at  the 
time  of  discharge  from  the  hospital  and  the 
average  postoperative  hospitalization  of  233/2 
days  is  perhaps  short  for  the  reason  that  an 
inlying  catheter  was  used  in  most  instances. 
I-rom  an  economic  standpoint  the  advantage 
of  resection  is  quite  apparent.  A few  of  the 
resected  patients  have  required  hospital  post- 
operative care  for  considerably  more  than  the 
average  of  8j/2  days.  Edema  of  the  remain- 
ing portion  of  prostate  and  marked  impair- 
ment of  the  bladder  musculature  were  among 
the  causes  of  prolonged  hospitalization. 

Table  V — Results 
150  PATIENTS 

Prostatectomy  Group  Resected  Group 

Recovered 75  67 

Died  in  hospital 5 2 

Died  during  domiciliary 

convalescence  0 1 

Mortality  rate ....  6.25  % 2.85%* 

4.28%t 

■fHospital  and  Home. 

*Hospital. 

Seventy-five  or  93.75  percent  of  patients 
subjected  to  prostatectomy  recovered.  At  one 
point  there  were  42  consecutive  prostatectom- 
ies without  a death.  In  most  instances  the 
improvement  in  general  health  was  prompt 
and  comparatively  few  patients  required  at- 
tention to  the  urinary  tract  after  leaving  the 
hospital.  Some  required  treatment  for  per- 
sistent pyuria.  Two  patients  had  operative 
closure  of  persistent  suprapubic  fistulas.  Per- 
manent urinary  incontinence  did  not  occur  in 
any  patient.  There  were  five  hospital  deaths 
following  prostatectomy.  The  chief  causes 
of  death  were  as  follows: 

( 1)  Uremia,  3rd  day,  age  63. 

(2)  Pneumonia,  18th  day,  age  80. 

(3)  Uremia,  18th  day,  age  69. 
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(4)  Bronchopneumonia,  3rci  day,  age  75. 

(5)  Sepsis,  thrombosis  femoral  and  iliac 
veins,  40th  day,  age  59. 

It  is  difficult  to  report  accurately  the  re- 
sults following  instrumental  resection.  Uni- 
form results  cannot  be  obtained  from  a 
method  applied  to  patients  ranging  from  age 
50  to  age  85  presenting  various  degrees  of 
obstruction  and  wide  variations  in  general 
health.  Some  of  these  patients  had  perman- 
ent urinary  tract  pathology  which  rendered  a 
good  result  impossible.  In  general  it  may 
be  stated  that  patients  with  small  and  moder- 
ate sized  obstructions  obtained  satisfactory  re- 
sults. Patients  with  very  large  prostates 
often  had  excellent  results  even  when  the 
amount  of  removed  tissue  seemed  small  in 
proportion  to  the  size  of  the  entire  gland. 
The  patients  with  very  large  prostates  who 
have  had  resection  as  a compromise  for  pros- 
tatectomy have  for  the  most  part  been  im- 
proved to  a degree  that  renders  catheter  life 
unnecessary.  Such  patients  usually  appear 
well  satisfied  even  though  the  relief  obtained 
is  not  so  complete  as  that  following  prostatec- 
tomy. 

Three  patients  resected  with  the  modified 
punch  were  unsatisfactorily  relieved  and  were 
subsequently  relieved  by  prostatectomy. 
These  have  been  included  in  the  prostatec- 
tomy tabulation. 

In  1931  I was  able  to  follow  up  32  patients 
I had  resected  with  the  modified  punch. 
Twenty-one  of  the  patients  considered  them- 
selves satisfactorily  relieved  and  a few  of 
these  have  now  been  satisfactorily  relieved  for 
8 years.  Recently  I have  done  repeat  opera- 
tions on  two  patients  who  had  been  relieved 
six  years  and  five  years  respectively. 

Sixty-eight  patients  left  the  hospital  after 
being  resected  and  two  died;  a hospital  mor- 
tality of  2.85 . It  is  appreciated  that  these 
figures  may  carry  an  incorrect  impression. 
'I’he  resected  patients  usually  rc(]uire  little 
care  after  the  first  postoperative  week  and 
they  are  allowed  to  spend  the  balance  of  the 
convalescent  period  at  home.  Such  patients 
cannot  be  considered  as  recovered  when  dis- 
charged from  the  hospital  and  mortality  fig- 


ures should  include  patients  that  are  lost  dur- 
ing the  domiciliary  convalescent  period.  In 
this  series  one  patient  died  at  home  twenty- 
one  days  following  resection.  This  patient 
who  had  been  ambulatory  in  the  house  sud- 
denly collapsed  and  died.  His  physician 


Photographs  show  the  range  and  amounts  of 
prostate  removed  by  resection  in  the  various  grades 
of  prostatic  obstruction:  four  grams  to  thirty-three 
grams.  Each  tube  or  bottle  contains  the  pieces  of 
prostate  removed  at  one  sitting.  The  bottles  arc 
four  ounce  size  and  the  tubes  have  a capacity  of 
twenty-two  cubic  centimeters. 

considered  death  due  to  a heart  attack.  The 
resection  may  or  may  not  have  been  respon- 
sible for  the  death  but  it  is  probable  that  em- 
bolism secondary  to  thrombosis  in  the  region 
of  the  bladder  was  the  cause  of  the  fatality. 
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Including  the  patient  who  died  at  home  the 
mortality  rate  was  4.28%. 

The  chief  causes  of  cieath  following  resec- 
tion were: 

( I ) Acute  dementia,  myocardial  degen- 
eration, 4th  day,  age  70. 

(2)  Bronchopneumonia,  10th  day,  age 
81. 

(3)  Probable  embolism,  21st  day,  age  59 
(died  at  home). 

The  amount  of  tissue  removed  by  resection 
varies  with  the  size  of  the  obstruction.  An 
attempt  has  been  made  to  make  a deep  gutter 
in  the  prostatic  urethra  by  removing  portions 
of  the  median  and  lateral  lobes.  Instrumen- 
tal removal  of  all  visible  prostatic  tissue  is  not 
feasible  or  necessary.  Approximately  33 
grams  of  tissue  is  the  largest  amount  I have 
removed  at  one  sitting. 

In  the  resected  group  there  was  no  post- 
' operative  bleeding  sufficient  to  require  open- 
^ ing  of  the  bladder.  One  patient  required 
I cystoscopic  fulguration  to  control  bleeding 
eight  hours  after  operation,  and  another  re- 
quired the  same  procedure  23  days  after  op- 
eration. Incontinence  did  not  occur  in  any 
case. 

Table  VI 
Biopsy  Diagnosis 

Prostatectomy  Group  Resected  Group 

Benign  76  Benign  65 

Carcinoma  4 Carcinoma 5 

Patients  with  palpable  changes  in  the  pros- 
tate, suggestive  of  carcinoma,  were  resected  j 
this  accounts  for  the  higher  incidence  of  car- 
cinoma in  the  resected  group.  I have  not  in- 
cluded in  the  report  patients  with  sufficient 
palpable  changes  to  permit  a definite  carci- 
noma diagnosis. 

Conclusions: — 1.  Transurethral  prosta- 
tic resection  is  the  method  of  choice  in  reliev- 
ing minor  forms  of  vesical  outlet  obstruction, 

i.  e.  contractures,  bar  formations,  slightly  or 
moderately  enlarged  median  lobes  and  small 
lateral  lobes. 

2.  By  doing  more  extensive  resections, 
removing  larger  amounts  of  tissue,  and  by 
doing  multiple  operations  in  some  Instances 
■ the  transurethral  method  may  be  successfully 


applied  to  patients  with  large  hypertrophied 
prostates.  It  is  not  a method  of  choice,  how- 
ever, in  dealing  with  the  very  large  or  grade 
4 type  of  enlargement. 

3.  Fifty  percent  or  more  of  patients  who 
present  themselves  for  the  relief  of  benign 
prostatic  obstruction  can  be  satisfactorily  re- 
lieved by  instrumental  resection. 

4.  Complete  enucleation  of  the  prostate 
remains  the  operation  of  choice  in  cases  with 
very  large  prostates  provided  the  patients  are 
in  operable  condition. 
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PRINCIPLES  OF  ANATOMY 

“Before  one  may  expect  to  teach  the  subject  of 
reproduction  to  one’s  children,  one  should  be  thor- 
oughly grounded  in  the  elemental  principles  of  an- 
atomy and  physiology  by  virtue  of  which  the  miracle 
of  life  begins,”  Dr.  Thurman  B.  Rice  begins  the 
fourth  of  his  articles  on  Sex  Education  in  the  Sept- 
ember number  of  Hygeia. 

In  his  article,  which  is  addressed  to  parents,  he 
does  not  propose  to  go  into  detail  in  describing 
either  the  male  or  the  female  reproductive  organs 
but  to  give  parents  some  idea  of  what  they  need  to 
know  to  be  able  to  answer  fully  and  honestly  the 
questions  of  children  in  regard  to  sex. 

Throughout  his  explanations.  Dr.  Rice  shows  by 
comparison  how  much  more  highly  developed  are 
the  organs  of  reproduction  in  man  than  in  the  lower 
forms  of  life  and  describes  particularly  the  care 
which  the  baby  receives  both  in  the  prenatal  and  in 
the  postnatal  period  of  life. 

He  points  out  in  addition  that  parents  are  usually 
speculative  regarding  the  sex  of  the  unborn  child. 
Many  attempts  to  control  sex  have  been  tried,  but 
none  has  yet  succeeded. 

Dr.  Rice  maintains  that  there  are  three  proper 
functions  of  the  reproductive  system  in  man : ( 1 ) 

the  production  of  the  bringing  together  of  the  sex 
cells;  (2)  the  production  of  the  child  and  his 
protection  before,  during  and  after  birth,  and  (3) 
a means  whereby  a man  and  wife  may  express  af- 
fection for  each  other  and  on  that  solid  foundation 
build  a home  which  is,  in  turn,  the  foundation  of 
society. 
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THE  CONFESSIONS  OF  AN  OBSTETRICIAN* 


'Ey  Norman  R.  Price,  M.  D., 
Marlinton^  West  Virginia 


T AM  moved  to  write  by  the  receipt  of  a ques- 

tionnaire  from  the  Committee  on  the  West 
Virginia  White  House  Conference  on  Child 
Health  and  Protection.  I take  exceptions  to 
several  of  the  questions  because  of  their  cat- 
egorical nature,  and  not  answerable  intelli- 
gently except  at  length.  For  the  rest,  they 
are  mainly  statistical.  All  recent  graduates 
are  presumed  to  be  expert  gynecologists  and 
obstetricians,  but  unfortunately  there  are 
many  things  in  the  practice  of  the  art  that  are 
only  learned  in  the  school  of  experience.  Un- 
doubtedly there  are  those  among  us  who  are 
specially  fitted  by  nature  and  industrious  ap- 
plication to  excel  in  this  vitally  important 
field. 

Prior  to  my  graduation  in  1903,  I had  seen 
possibly  twelve  cases  of  labor  in  the  mater- 
nity hospital  and  in  the  out-service  depart- 
ment. In  that  early  day  internships  were  few 
and  those  reserved  for  the  favored  few  des- 
tined for  specialization,  or  those  who  felt  they 
could  afford  the  time  and  added  expense 
which  a year’s  internship  involved.  On  en- 
tering practice  almost  at  once  I found  myself 
in  demand  as  an  obstetrician,  and,  as  I recall 
that  distant  day,  it  seems  to  me  I was  remark- 
ably successful.  Knowing  little  to  do,  I did 
nothing  very  radical,  giving  the  patients 
plenty  of  time,  and  nearly  all  cases  happily 
terminated  to  the  satisfaction  of  all  parties 
concerned.  In  the  first  six  months  of  prac- 
tice 1 encountered  the  first  and  only  set  of 
triplets,  that  I have  seen.  My  reputation  as 
an  expert  accoucher  grew  and  in  a remarkably 
short  time  thirty-five  babies  were  named  for 
me  in  this  community.  Growing  more  confi- 
dent of  my  skill,  by  reason  of  experience,  and 
the  demands  of  a fairly  busy  practice,  I am 
sure  harm  was  done  in  many  cases  by  too  pre- 
cipitate use  of  instruments  or  by  podalic  ver- 

•Read  before  the  Greenbrier  Valley  Medical  Society,  March  1 0,  1 933, 


sion,  these  being  the  usual  cases  of  lacerations 
of  the  cervix  and  perineum,  and  in  some  in- 
stances intracranial  injury  to  the  infant. 

In  two  cases  I recall  injuries  to  the  brachial 
plexus  because  of  too  much  traction  in  deliver- 
ing the  head  in  breech  presentations,  one  of 
which  recovered  fully  from  the  resultant 
paralysis  j also  the  fracture  of  an  arm  and  a 
leg  of  an  infant  in  the  maneuvers  accompany- 
ing a difficult  breech  or  podalic  version.  In 
both  cases  the  infant  lived  and  apparently 
suffered  no  bad  results  from  the  fractures. 

According  to  the  historian  Josephus,  the 
ancient  Jewish  midwives  were  adept  at  per- 
forming podalic  version,  and  it  was  their  man- 
ipulation of  choice  in  all  difficult  labors.  He 
says  indeed  that  so  confident  were  they  that 
they  frequently  terminated  the  ordeal  in  this 
way  merely  to  shorten  labor.  At  the  birth 
of  the  twins,  Jacob  and  Esau,  the  latter  was 
a shoulder  presentation  no  doubt  terminated 
by  version  of  the  attending  midwife. 

Undoubtedly  much  harm  has  been  done  by 
the  indiscriminate  use  of  pituitrin,  especially 
when  as  a new  advance  in  materia  medica  its 
use  was  not  fully  understood  by  the  rank  and 
file  of  the  profession.  Used  judiciously  in 
indicated  cases  it  undoubtedly  helps  to  ter- 
minate labor  where  instrumentation  or  other 
manipulation  would  have  been  resorted  to. 
The  newer  preparation  combined  with  the 
active  principle  of  the  thymus  gland  is  un- 
doubtedly a safer  and  more  effective  agent. 

1 have  seen  women  die  in  childbirth  of 
eclampsia;  usually  preceded  by  a more  or  less 
acute  nephritis,  and  not  a mere  “albuminuria 
of  pregnancy,”  which  the  older  writers  did 
not  appear  to  regard  with  much  concern.  I 
have  also  seen  deaths  from  post-partum 
hemorrhage  (placenta  previa),  which  to  my 
mind  is  the  most  lamentable  experience  ever 
encountered  In  the  practice  of  medicine.  Frc- 
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qucntly  an  apparently  normal  labor  develops 
grave  symptoms  of  one  or  the  other  form  of 
hemorrhage. 

I have  seen  septicemia  and  sapremla  in  the 
lying^-in  patient.  In  all  of  the  literature  on 
the  subject  it  has  struck  me  as  peculiar  that 
writers  lay  so  much  stress  on  external  infec- 
tion of  the  parturient,  and  so  little  on  latent 
infections,  chronic  salpingitis,  cervicitis  nad 
the  like.  \"erily,  the  infections  classified  as 
venereals  have  worked  much  woe  to  the 
human  race.  To  my  mind  their  menace  is 
far  greater  than  the  much  touted  tubercular 
infections,  and  harder  to  manage.  State  sani- 
tary laws  have  failed  in  this  Instance  almost 
as  lamentably  as  those  prohibiting  alcoholic 
liquors.  Moses,  while  in  command  of  the 
Israelites  in  their  forty  years’  march  from 
Egypt,  prescribed  capital  punishment  for 
sexual  promiscuity,  and  other  very  detailed 
laws  regulating  the  sexual  function,  particul- 
arly of  women.  We  have  no  statistics  about 
just  how  far  he  succeeded  in  reducing  the  per- 
centage of  gonorrhea,  which  archaeologists 
and  anthropologists  tell  us  was  very  common 
among  the  heathen  Egyptians  and  contributed 
materially  to  their  racial  degeneration  and  ex- 
tinction as  a virile  and  conquering  people.  The 
island  of  Corsica  has  the  lowest  birth  rate  per 
thousand  of  population.  There  are  many  un- 
married women  who  are  still  in  a state  of  sub- 
jection. The  young  men  emigrate,  and 
among  the  young  women,  although  exceed- 
ingly fecund,  illegitimacy  is  rare.  The  hair- 
trigger  Corsican,  with  a high  sense  of  family 
honor,  speedily  and  effectually  resents  any 
irregularity  of  this  kind. 

However,  civilization  is  said  to  owe  much 
to  the  tubercle  bacillus  and  the  spirocheta 
pallida. 

Very  properly,  the  medical  profession  is 
concerned  with  the  better  care  of  women  in 
childbirth  and  a reduction  of  the  percentage 
of  mortality  to  both  mother  and  infant,  which 
remains  disconcertingly  high  in  this  country. 
Efforts  put  forth  such  as  those  contained  in 
the  Shepard-T owner  Act  of  the  Federal  Con- 
gress do  little  or  no  good,  even  as  propaganda, 
and  possibly  do  harm  as  most  congressional 


interference  does  in  the  affairs  of  the  people 
by  shifting  responsibility  from  those  to  whom 
it  properly  and  solely  belongs.  I refer  to 
those  in  active  field  service  in  the  practice  of 
medicine.  Hospitalization  In  all  cases  is  not 
the  answer,  at  least  not  yet  in  our  present  state 
of  economic  advancement.  Personally,  I see 
no  reason  why  the  vast  preponderance  of 
childbirths  should  not  be  quietly  and  success- 
fully terminated  in  the  home.  I have  been 
present  at  many  births  In  the  wilds  of  Poca- 
hontas and  adjoining  counties  of  which  I had 
had  no  preliminary  notice,  and  did  not  see  the 
patient  subsequently — owing  to  difficulties  in 
reaching  them  due  to  bad  roads  and  distance. 
Most  have  lived  through  the  ordeal,  how- 
ever, and  even  the  offspring  grew  up  to  beget 
sons  and  daughters.  My  father  was  born  in 
this  county  in  1 830,  the  late  William  Thomas 
Price,  D.  D.  Among  his  published  papers  he 
left  a biographical  sketch  of  a famous  midwife 
of  those  days  wffio  attended  at  his  birth  and 
was  quite  a character,  an  indomitable  woman 
named  Diana  Saunders.  At  his  birth  he  was 
thought  to  be  dead,  as  he  was  long  in  showing 
animation,  but  was  revived  by  Mrs.  Saunders 
blowing  breath  into  his  body  through  a goose- 
quill,  and  he  lived  to  the  unusual  age  of  91 
years,  the  first  of  fourteen  In  his  father’s 
family. 

In  thirty  years’  practice,  I have  attended 
approximately  2000  cases  of  labor.  The  sum 
of  all  this  experience  Is  to  give  the  patient  in 
normal  labor  plenty  of  time.  The  hard- 
working, self-reliant  woman,  willing  to  do 
her  part  in  rearing  a family,  usually  gets 
along  well  in  her  labors.  The  peppy  young 
women,  highly  educated,  of  the  present  day 
should  do  even  better,  except  for  the  Increas- 
ing tendency  to  avoid  maternity.  No  matter 
how  well  prepared  technically  the  young 
modern  physician  may  be  to  care  for  the  par- 
turient women,  nothing  will  take  the  place  of 
gentlemanly  conduct,  tact  and  sympathetic 
understanding  of  the  problems  of  each 
patient. 

It  has  been  my  custom  to  give  Norwood’s 
Tincture  of  Veratrum  Viride  in  eclamptic 
seizures,  and  I always  carry  it  for  this  emer- 
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gency.  Enormous  doses  (one  to  two  cubic 
centimetres)  are  given  subcutaneously  or  in- 
tra-muscularly,  with  definite  and  favorable 
results  j a dropping  of  the  pulse  to  below 
sixty,  and  control  of  convulsions  after  two  or 
three  seizures,  in  most  cases,  is  attributable 
specifically  to  the  action  of  the  drug  alone. 

The  Journal  of  the  American  Medical 
Association  for  February  25,  1933,  carries  a 
review  of  Professor  Bland’s  recently  issued 
Obstetrics,  and  condemns  his  mention  of  ver- 
aturm  viride  in  the  treatment  of  eclampsia, 
as  a dangerous  drug  which  has  fallen  into 
desuetude.  I object  to  this  verdict,  because 
it  is  a valuable  drug  the  use  of  which  should 
be  better  known  to  the  present  generation. 
It  may  be  given  by  mouth  or  hypodermically. 
When  the  tincture  is  used  hypodermically  it 
results  of  course,  in  some  local  inflammation, 
but  I have  seen  no  bad  results  from  its  use  in 
this  manner.  The  tincture  or  the  alkaloid  of 
veraturm  may  be  used,  though  personally  I 
prefer  the  tincture,  having  learned  its  use  and 
value  many  years  ago.  This  drug  is  of  very 
definite  value  in  controlling  the  racing  pulse 
in  certain  types  of  pneumonia.  To  my  mind 
it  has  definite  value  in  helping  to  overcome 
the  toxemias,  not  explainable  to  me,  except 
its  use  is  accompanied  by  a definite  diuretic 
and  diaphoretic  action  and  moistening  of  the 
mucous  membranes  in  febrile  conditions. 

I will  conclude  with  a quotation  from  Rud- 
yard  Kipling’s  “The  Female  of  the  Species:” 
“But  the  Woman  that  God  gave  him,  every 
fibre  of  her  frame 

Proves  her  launched  for  one  sole  issue,  armed 
and  engined  for  the  samej 
And  to  serve  that  single  issue,  lest  the  gen- 
erations fall. 

The  female  of  the  species  must  be  deadlier 
than  the  male.” 


HEALIH  EDUCATION 

William  Arlis  Richards  in  an  article  in  the  Sept- 
ember Ilygeui,  “Now  When  I Went  to  School,” 
points  out  in  a constructive  manner  the  advantages 
school  children  of  today  enjoy  over  those  who  at- 
tended the  one-room  rural  school  thirty  years  ago. 


TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  W«sf  Virginia 
T uberculosis  Association 


In  a recent  number  of  Tuberculosis  Ab- 
stracts, Dr.  Esmond  R.  Long  summarized 
the  papers  presented  before  the  Pathological 
section  at  the  annual  meeting  of  the  National 
Tuberculosis  Association  held  in  June,  1933. 
In  this  issue.  Dr.  lago  Galdston  of  New  York 
renders  a similar  service  by  pointing  out  the 
high  lights  of  the  discussions  of  the  Clinical 
section. 

Clinical  Progress  in  Tuberculosis 

In  reviewing  the  clinical  material  presented  dur- 
ing the  29th  Annual  Meeting  of  the  National  Tu- 
berculosis Association,  one  is  deeply  impressed  with 
the  fact  that  the  “reaping”  stage  in  tuberculosis 
progress  is  now  passed  and  that  we  have  entered 
upon  what  might  be  called  the  “gleaning”  stage. 

The  advances  w'hich  we  have  witnessed  during 
recent  years  in  tuberculosis  are  largely  the  result  of 
careful  combing  of  old  territories,  of  critical  evalua- 
tion and  of  more  skilful  application  of  techniques 
and  procedures  which  in  some  instances  have  been 
known  to  us  for  several  decades. 

Advances  tn  Lung  Surgery — As  an  illustration  of 
this,  we  may  take  the  marked  advance  which  has 
been  made  in  the  application  of  surgery  in  the  treat- 
ment of  pulmonary  tuberculosis.  Heretofore  sur- 
gical treatment  of  tuberculosis  of  the  lungs  has  been 
a rather  rare  procedure,  applied  only  when  other 
methods  failed  to  produce  the  results  desired.  Now- 
adays surgery  is  as  common  as  any  other  form  of 
treatment  and  is  used  in  conjunction  with  the  rest. 
In  some  institutions,  as  many  as  70  per  cent  of  the 
patients  are  surgically  treated. 

'I'he  surgical  procedures  consist  of  pneumotho- 
rax, phrenicotomy,  apicolysis,  and  thoracoplasty.  Is 
it  not  illuminating  that  the  oldest  of  these  proced- 
ures, pneumothorax,  was  originally  suggested  by 
Korlanini  in  1882,  the  very  same  year  in  which 
Robert  Koch  revealed  the  tubercle  bacillus?  'I'he 
other  surgical  procetlures,  with  which  the  names  of 
Sauerbruch,  Archibald,  .\lexander,  and  others  arc 
associated  are  also  of  relatively  long  standing.  'I'hesc 
procedures  have  been  known  for  years  but  only  re- 
cently have  we  begun  to  apply  them  with  any  meas- 
ure of  frequency. 
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This  more  frequent  and  wider  application  of 
surgery  to  tubercidosis  of  the  lungs  is  undoubtedly 
due  to  the  general  progress  which  has  been  made 
in  the  field  of  surgery.  'I'he  improvements  in  x- 
ray  technique,  the  wider  choice  of  anesthetizing 
agents,  and  better  general  surgical  technique  ren- 
der surgery  in  the  treatment  of  tuberculosis  of  the 
lung  comparatively  safe  and  markedly  effective. 

Tnhffculosis  Among  Segroes — I’rogress  in  this 
field  was  reported  by  Dr.  Henry  I).  Chadwick,  et 
al,  in  a paper  entitled  “Collapse  'I  herapy  in  Treat- 
ment of  Pulmonary  'ruberculosis  in  Negroes.”  "Phis 
paper  was  based  on  a study  of  464  Negroes  having 
pulmonary  tuberculosis  who  were  hospitalized  dur- 
ing the  period  from  January,  19.31,  to  September, 
19^32. 

Treatment  consisted  of  bed  rest  supplemented  by 
collapse  therapy  procedures,  which  were  used  in  70 
per  cent  of  the  cases.  Of  the  patients  discharged 
28  per  cent  were  arrested  and  58  per  cent  died, 
but,  including  those  who  arc  still  under  treatment, 
favorable  results  were  obtained  in  53  per  cent.  This 
is  an  excellent  record  when  we  note  that  on  admis- 
sion 23  per  cent  were  moderately  advanced  and 
67  per  cent  far  advanced,  or  90  per  cent  had  ad- 
vanced beyond  the  minimal  stage  before  treatment 
began. 

Tuherctdosis  Among  Indians — \ very  solid  proof 
of  the  effectiveness  of  the  anti-tuberculosis  measures 
now'  furthered  by  our  tuberculosis  societies  was  pre- 
sented by  Dr.  R.  G.  P'erguson  in  his  report  on 
“The  Indian  Tuberculosis  Problem  and  Some  Pre- 
ventive Measures.”  According  to  Dr.  Ferguson,  in 
1931  there  were  672  deaths  from  tuberculosis 
among  the  Indian  population  of  Canada.  This 
number  represents  a tuberculosis  death  rate  of  547 
per  100,000,  a rate  seven-and-one-half  times  the 
average  for  the  total  population  of  Canada.  By 
the  application  of  standard  anti-tuberculosis  meas- 
ures on  the  Qu’Appelle  Indian  Health  Unit,  it  was 
possible  to  reduce  the  tuberculosis  death  rate  of  this 
group  of  Indians  to  approximately  one-half  of  that 
rate  for  the  Indian  population  of  Saskatchewan. 

Fungous  Injections — Returning  again  to  our 
original  thesis,  namely,  that  we  have  come  to  the 
“gleaning”  stage  of  tuberculosis,  we  may  use  as  a 
further  illustration,  the  excellent  contribution  that 
w'as  made  by  Dr.  David  T.  Smith  of  Durharri, 
North  Carolina,  on  the  “Diagnosis  and  Treatment 
of  Common  Fungous  Infections  of  the  Lungs.” 


I or  more  than  two  thousand  years,  from  the 
time  of  Hippocrates  to  the  time  of  L:cnnec,  phy- 
sicians were  at  a loss  to  differentiate  between  true 
tuberculosis  and  those  other  morbid  conditions  of 
the  lung  which  give  clinical  signs  and  symptoms 
closely  resembling  those  of  tuberculosis. 

La-  nnec  with  his  stethoscope  and  with  his  clin- 
ical description  of  the  tuberculous  process  as  shown 
in  the  cadaver  of  post  mortem,  singled  out  tuber- 
culosis and  separated  it  from  other  conditions.  How- 
ever, to  this  very  day,  we  find  tuberculosis  con- 
founded with  other  pathologic  conditions  and  not- 
ably with  fungous  infections  of  the  lung.  'I'he  fun- 
gous infections  of  the  respiratory  tract  represent  a 
field  in  W'hich  much  study  remains  to  be  done.  As 
Harry  P.  Jacobson  so  aptly  says  in  his  recently  is- 
sued volume  “P'ungous  Diseases — A Clinical  Myco- 
logical  'Fext:”  “It  is  not  at  all  extravagant  to 
predict  that  the  immediate  future  holds  in  reserve  a 
respectable  place  for  the  science  of  mycology — a 
place  commensurate  with  the  importance  of  the 
clinical  problems  which  the  pathogenic  vegetable 
fungi  are  known  to  cause.” 

On  the  diagnostic  side  of  tuberculosis  and  related 
conditions  of  the  chest,  progress  has  been  made  in 
the  field  of  bronchoscopy  and  in  the  wider  and  more 
.skilful  application  of  the  x-ray. 

Dr.  Louis  Hamman’s  paper  on  “Malignancy  of 
the  Lungs  and  Pleura”  and  Dr.  Kirklin’s  paper  on 
“Rcientgenologic  Di.agnosis  of  mediastinal  Lesions” 
dw'elt  upon  this  phase  of  the  subject. 

An  extremely  interesting  contribution  was  pre- 
sented by  Dr.  Leo  Eloesser  of  San  Francisco,  Cali- 
fornia in  his  paper,  “Bronchial  Stenosis  in  Pulmo- 
nary Tuberculosis.”  This  represents  a phase  of  lung 
pathology  which  has  not  heretofore  been  much  ap- 
preciated. Dr.  Eloesser’s  paper,  which  was  beau- 
tifully illustrated,  made  an  impressive  discourse  on 
the  subject. 


The  papers  of  Doctors  Chadwick,  Hamman,  and 
Eloesser  will  appear  in  forthcoming  numbers  of  the 
A merican  Review  of  T uberculosis.  Papers  or  ab- 
stracts of  the  papers  of  Doctors  Smith,  Eerguson, 
and  Kirklin  will  be  published  in  Transactions  of 
the  National  Tuberculosis  Association^  1933 
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The  organization  of  the  regular  medical  profession  of  our  country  is  based  upon  a 
very  simple  plan.  The  physicians  in  each  county  constitute  the  County  Medical 
Society.  The  State  Medical  Association  is  made  up  of  the  component  county  societies. 
In  turn,  the  state  associations  constitute  the  .American  Medical  .Association. 

Fundamentally  the  most  important  link  in  this  chain  is  the  county  medical  society. 
Sometimes  physicians  make  the  mistake  of  assuming  that  we  may  expect  the  .American 
Medical  Association  to  exercise  a dictatorship  and  prescribe  rules  and  regulations  for 
the  conduct  of  our  local  affairs.  Conditions  of  practice  are  so  different  in  the  various 
sections  of  our  country  that  it  is  impossible  to  set  up  a comprehensive  code  of  fair  prac- 
tice which  is  equitable  for  all  the  members  of  our  profession.  It  is  obvious,  therefore, 
that  the  ultimate  authority  for  the  regulation  of  professional  affairs  rests  with  the 
county  medical  societies. 

It  is  very  necessary  that  we  realize  the  importance  of  the  county  medical  society 
and  that  each  physician  bend  every  effort  to  make  his  particular  county  medical  society 
an  efficiently  operating  unit.  This  is  the  time  of  the  year  when  every  doctor  should 
be  thinking:  “What  kind  of  a program  will  our  society  have  this  year,  and  what  can 

I do  to  contribute  to  its  success?” 

The  meetings  should  be  held  regularly  and  every  effort  should  be  made  to  obtain 
a full  attendance.  Our  intelligent  lay  friends  look  upon  the  medical  society  as  a post- 
graduate course  for  physicians.  They  know  that  there  is  something  wrong  with  the 
doctor  who  doesn’t  attend  the  medical  society  meetings.  We  know  that  in  order  to 
keep  abreast  of  the  developments  in  the  medical  world,  and  maintain  the  keen  edge  of 
our  clinical  enthusiasm,  it  is  necessary  for  us  to  attend  medical  meetings  regularly.  It 
is  a good  thing  to  publish  in  the  newspaper  the  names  of  those  present,  when  reporting 
a medical  meeting. 

F.very  county  society  has  its  problems  in  medical  economics.  Two  or  three  meet- 
ings each  year  should  be  set  aside  for  the  discussion  of  such  subjects.  Some  of  the 
questions  to  be  discussed  relate  to  local  problems  only,  but  many  others  pertain  to 
matters  of  general  interest.  We  are  entering  a new  era  in  social  and  economic  rela- 
tions. Our  profession  is  confronted  with  the  prospect  of  many  profound  changes  in 
the  manner  and  type  of  medical  practice.  From  the  discussions  in  the  county  medical 
societies  ideas  and  opinions  will  be  conveyed  to  the  state  societies  through  the  delegates 
to  the  state  conventions.  In  turn  the  American  Medical  .Association  will  be  able  to 
summarize  and  crysta'lize  the  ideas  of  the  entire  profession  after  receiving  delegates 
from  the  state  societies.  Your  county  medical  society  should  contribute  its  part  to  the 
composite  picture. 

At  least  half  of  the  scientific  programs  should  be  presented  by  home  talent  or  by 
speakers  from  sister  societies  within  our  own  State.  There  is  no  greater  stimulus  to 
study  and  research  than  the  preparation  of  a medical  paper  for  presentation  before 
your  colleagues.  The  best  way  to  stultify  the  medical  talent  of  your  society  is  to  de- 
pend upon  speakers  imported  from  distant  cities  for  most  of  your  programs.  .Another 
argument  against  this  practice  is  the  fact  that  it  is  quite  expensive  to  secure  such 
speakers.  Paying  the  freight  on  imported  entertainment  makes  medical  society  dues 
unnecessarily  high. 

We  should  try  to  make  it  easy  for  honest  and  capable  physicians  to  belong  to  their 
county  medical  societies.  It  is  next  to  impossible  to  find  a really  successful  physician 
who  has  attained  his  position  outside  the  pale  of  organized  medicine.  I'he  county 
society  is  the  fundamental  unit  in  the  organization.  No. other  medical  society  mem- 
bership is  quite  so  important.  Realizing  this  fact,  every  doctor  should  pledge  unfail- 
ing loyalty  to  his  own  county  society,  and  cheerfully  coiiperate  with  the  officers  re- 
sponsible for  its  successful  management. 


President. 
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A FORM  OF  RFC  I PROCITY 

In  the  past  eight  years  the  West  \’irginia 
Medical  Journal  has  collected  more  than 
$40,000  in  advertising  revenue.  That  amount 
has  been  spent  with  the  medical  profession  of 
this  state  in  an  effort  to  interest  the  doctors 
in  ethical  and  reliable  products  marketed  or 
manufactured  by  ethical  and  reliable  firms. 
Of  this  $40,000,  almost  one-fourth  has  been 
put  aside  as  your  profit.  It  makes  up  a 
goodly  portion  of  the  financial  strength  of 
the  West  Virginia  State  Medical  Association. 

This  Journal,  comparatively  speaking,  is 
one  of  the  best  money-makers  in  the  entire 
field  of  American  medical  journalism.  Even 
during  the  worst  days  of  the  depression  the 
Journal  was  not  only  able  to  keep  its  surplus 
intact  but  to  continue  to  build  it  up.  Appar- 
ently the  advertising  pages  of  the  Journal 
bring  results}  otherwise  this  unusual  finan- 
cial record  could  never  have  been  realized. 

Advertising  in  this  Journal  pays  because  we 
have  so  many  interested  readers  who  favor, 
whenever  possible,  the  firms  and  Institutions 
that  use  our  advertising  pages.  This  is  quite 
a simple  and  easy  thing  for  any  doctor  to  do. 
It  costs  nothing,  and  yet  it  pays  dig  dividends. 
We  do  not  ask  that  our  doctors  blindly  follow 
the  Journal  advertising  pages  but  we  do  sug- 
gest that  our  advertisers  be  given  preference 
when  other  considerations  are  about  equal. 
These  advertisers  of  ours  support  organized 
medicine  in  West  Virginia  so  let  us,  in  turn, 
make  a practice  of  supporting  them.  If  even 
50  percent  of  our  Association  members  would 


follow  this  suggestion  the  Journal  would  soon 
be  able  to  carry  almost  the  entire  financial 
burden  of  maintaining  the  West  Virginia 
State  Medical  Association. 


SOUTHERN  MEDICAL  MEETING 

With  every  prospect  of  a banner  meeting, 
the  Southern  Medical  Association  moves  on 
to  Richmond  for  its  next  annual  convention, 
beginning  on  the  14th  and  extending  through 
the  17th  of  November. 

Probably  at  no  time  m the  history  of  the 
nation  has  solidarity  of  effort  and  thorough 
accord  of  spirit  been  more  necessary  than  at 
this  moment  when  the  clouds  of  the  devasta- 
ting depression  seem  to  be  breaking.  The 
physicians  of  the  South,  always  alert  to  op- 
portunities and  obligations,  can  do  their  part 
just  now  in  no  more  effective  way  than  by 
bringing  to  one  another  the  stimulus  that 
flows  from  the  companionship,  from  the 
broadening  of  ideas,  from  the  actual  dissem- 
ination of  new  thought  that  always  mark  the 
sessions  of  this  organization. 

It  seems  fitting  that  this  girding  of  the 
medical  forces  of  the  South  for  the  New  Day 
that  is  dawning  should  occur  in  the  capital  of 
the  Old  Dominion,  the  focal  point  of  so  many 
stirring  events  in  the  history  of  the  United 
States.  Today  a metropolitan  area  of  wide 
dimensions  and  a medical  center  of  real  note, 
Richmond  is  filled  with  memorials  of  great 
names  and  greater  deeds  that,  along  with  its 
natural  beauties,  lend  it  a charm  equaled  by 
few  other  American  cities.  To  these  physi- 
cal and  historic  embellishments  it  adds  a 
warmth  of  hospitality  that  assures  a genuine 
welcome  to  the  Southern  Medical  Associa- 
tion. 

In  behalf  of  the  profession,  the  Richmond 
Academy  of  Medicine  has  extended  to  the 
physicians  of  the  South  a cordial  invitation  to 
attend  the  twenty-seventh  annual  session  of 
the  Southern  Medical  Association.  General 
and  sectional  programs  have  been  admirably 
arranged  and  the  clinics  and  scientific  exhib- 
its will  offer  demonstrations  of  lively  interest. 
Local  committees  will  spare  no  effort  to  con- 
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tribute  to  the  comfort  and  convenience  of  the 
delegates  and  such  guests  as  may  accompany 
them.  The  social  diversions  offered  by  the 
city  will  be  very  engaging  and  the  points  of 
interest  here  and  in  the  surrounding  territory 
will  lead  into  many  delightful  byways. 


MEDICAL  AID  TO  THE  INDIGENT 

The  Federal  Emergency  Relief  Adminis- 
tration has  recently  issued  a pamphlet  ( Rules 
and  Regulations  No.  7)  governing  medical 
care  provided  in  home  to  recipients  of  unem- 
ployment relief.  We  have  already  called 
attention  in  past  issues  to  the  manual  of  reg- 
ulations sent  out  by  the  West  Virginia  De- 
partment of  Public  Welfare  on  the  same  sub- 
ject. The  West  Virginia  manual  provides 
a fee  schedule  of  $1.00  for  home  calls,  50 
cents  for  office  calls,  mileage  at  five  cents  per 
mile  and  $ 1 0 for  confinement  cases. 

The  federal  bulletin,  as  well  as  the  state 
manual,  recognizes  the  ethical  principals  of 
the  medical  profession.  No  effort  is  made 
to  restrict  the  individual  from  free  choice  of 
physician  and  no  effort  is  made  to  compel 
the  individual  members  of  the  profession  to 
accept  the  fees  allowed  for  emergency  med- 
ical aid  to  the  indigent.  For  the  benefit  of 
the  county  medical  societies  that  have  not 
yet  dealt  with  this  problem,  we  quote  from 
the  federal  bulletin  as  follows: 

“State  and  local  relief  administrations 
shall  request  the  presidents  of  the  state  and 
local  medical  organizations  to  designate  a 
committee  to  advise  them  in  the  formulation 
and  adoption  of  adequate  programs  for  med- 
ical care  in  the  home  for  indigent  persons, 
d'he  relief  administrations  shall  be  responsi- 
ble for  the  final  adoption  of  such  programs, 
d'he  medical  advisory  committees  can  assist 
these  administrations  in  maintaining  proper 
professional  standards  and  in  enlisting  the 
cooperation  of  the  constituent,  professional 
membership  in  such  programs.  The  appro- 
priate professional  advisory  committees 
should  be  consulted  by  relief  administrations 
with  regard  to  disputed  problems  of  medical 
policy  atid  practice.” 


In  covering  the  regulations  governing  med- 
ical care  to  recipients  of  unemployment  re- 
lief a uniform  policy  is  made  the  basis  of  an 
agreement  between  the  relief  administration 
and  the  organized  medical  profession.  This 
agreement  by  the  relief  administration  must 
“recognize  within  legal  and  economic  limita- 
tions the  traditional  family  and  family-  phy- 
sician relationship  in  the  authorization  of 
medical  care  for  indigent  persons  in  their 
homes.” 

The  Indiana  State  Medical  Association, 
which  has  a fee  schedule  identical  with  that 
of  West  Virginia,  has  recently  submitted  two 
separate  plans  to  its  constituent  county  med- 
ical societies.  The  first  covers  payment  on 
a fee  basis  in  accordance  with  the  actual  ser- 
vice rendered.  The  second  plan  calls  for 
payment  on  a unit  contract  basis,  and  is  sug- 
gested for  communities  in  which  the  fee  basis 
is  not  practicable.  “In  such  communities  an 
effort  should  be  made  to  agree  upon  a reason- 
able total  cost  to  the  relief  agency  for  all 
medical  relief  needed  for  the  ensuing  month. 
When  that  is  done,  individual  payments 
would  be  made  on  a unit  basis.  If,  for  in- 
stance, an  office  call  was  agreed  on  as  the 
base  unit,  the  officials  and  physicians  would 
then  agree  upon  what  number  of  units  to  as- 
sign for  any  other  form  of  medical  aid.  Phy- 
sicians would  report  the  number  of  units  of 
medical  service  given  within  the  month.  At 
the  end  of  the  month  the  total  number  of 
units  of  service  would  be  divided  into  the 
total  appropriations  for  the  month  to  de- 
termine the  amount  to  be  paid  for  each  unit 
of  service. 

“If  such  a plan  is  used,  at  the  close  of  the 
month  when  reports  have  been  received  and 
payment  made  the  relief  agency  should  check 
the  figures  to  ascertain  just  what  amount  has 
been  paid  per  office  call,  per  home  call,  etc., 
and  if  it  finds  these  rates  excessive  or  inade- 
quate, the  appropriation  for  the  ensuing 
month  should  be  gauged  accordingly.” 

While  both  of  these  plans  furnish  one 
more  step  toward  state  medicine  in  one  form 
or  another,  we  feel  that  the  “unit  payment” 
plan  is  the  least  evil  of  the  two.  At  least 
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it  relieves  doctors  of  the  necessity  of  cutting 
their  fees  to  an  absolute  minimum.  It  is  not 
so  bad  in  times  of  stress  for  an  individual 
physician  to  occasionally  lower  his  fee  for  an 
individual  patient,  but  we  are  afraid  that  a 
wholesale  reduction  such  as  we  find  in  or- 
ganized medical  care  for  the  indigent  will 
take  a long  time  to  live  down. 

This  Journal  has  only  the  highest  regard 
for  the  Federal  F.mergency  Relief  Adminis- 
tration and  we  do  not  question  its  motive  in 
attempting  to  provide  medical  service  for  the 
unemployed.  Indeed  we  appreciate  the 
spirit  which  prompted  the  F.  F',.  R.  A.  to 
direct  a portion  of  its  funds  to  the  medical 
profession.  In  spite  of  this,  however,  we 
cannot  warm  up  to  the  idea  of  federal  or 
state  fees  for  individual  practitioners  of  med- 
icine. It  looks  too  much  like  the  beginning 
of  a state  system  of  medical  practice. 


BUCKING  THE  ASSOCIATION 

During  the  past  four  or  five  months  the 
West  \drginia  State  Medical  Association, 
through  a specially  appointed  committee,  has 
been  working  with  the  new  administration  in 
an  effort  to  secure  the  best  possible  medical 
appointments  for  the  various  state  institu- 
tions caring  for  the  sick.  The  special  com- 
mittee was  appointed  at  the  suggestion  of  the 
administration  and  already  some  excellent  re- 
sults have  been  accomplished.  The  com- 
mittee’s recommendations  have  not  always 
been  followed  but  they  have  always  received 
the  utmost  consideration  and,  with  but  few 
I exceptions,  the  Committee  has  played  an  im- 
portant part  in  the  various  selections  that 
have  already  been  made.  It  should  be  made 
clear  that  this  Committee  has  acted  only  in 
an  advisory  capacity. 

The  only  difficulty  encountered  by  the 
special  Committee  involved  individual  en- 
dorsements and  recommendations  made  by 
individual  physicians  direct  to  the  adminis- 
t tration.  In  most  cases  these  individual  rec- 
I ommendations  coincided  with  the  recommen- 


dations of  the  Committee.  In  some  cases, 
however,  the  individual  recommendations 
played  havoc  with  the  Committee’s  work  and 
greatly  lessened  its  influence.  We  are  not 
advocating  any  blind  allegiance  to  the  As- 
sociation or  to  any  of  its  committees  but  we 
do  feel  that  many  of  the  Individual  recom- 
mendations that  were  made  direct  to  the  ad- 
ministration should  have  been  made  to  the 
special  Committee.  Had  this  been  the  case, 
the  Committee  would  have  been  able  to  func- 
tion much  more  smoothly  and  efficiently. 

We  realize,  of  course,  that  the  Association 
can  never  hope  to  secure  100  percent  co- 
operation from  its  membership  in  a matter  of 
this  kind.  Too  many  factors  are  involved, 
b'riendship  and  courtesy  and  personal  regard 
can’t  always  be  thrown  overboard  when  a 
doctor  asks  one  of  his  confreres  to  give  him 
a letter  of  endorsement  for  a political  ap- 
pointment. On  the  other  hand  we  know 
there  were  many  cases  during  the  past  five 
months  in  which  individual  doctors  sent  flow- 
ery recommendations  to  the  administration 
when  they  personally  did  not  believe  a single 
word  on  the  typewritten  page.  We  know 
this  is  a fact  because  more  than  a score  of 
doctors  have  told  us  they  sent  in  such  letters. 

This  is  the  first  time  in  many  years  that  the 
Association  has  been  asked  to  assist  in  select- 
ing the  personnel  for  the  various  state  in- 
stitutions. In  setting  up  our  new  and  inex- 
perienced machinery  for  this  bit  of  work,  we 
could  hardly  expect  maximum  effectiveness 
or  maximum  cobperation  from  the  Associa- 
tion membership.  Too  little  time  was  avail- 
able for  educational  work  along  this  line. 
In  spite  of  this  the  Committee  not  only  has 
succeeded  in  bringing  about  a number  of  ex- 
cellent appointments  but  has  created  an  ac- 
tive public  sentiment  throughout  the  state 
for  placing  all  medical  appointments  on  a 
merit  rather  than  a political  basis. 

In  extending  our  congratulations  to  the 
special  Committee,  we  wish  to  make  this  plea 
for  a more  earnest  and  sincere  cooperation 
between  the  individual  doctors  and  the  As- 
sociation. We  are  not  complaining  about 
the  past,  but  we  are  looking  toward  the  fu- 
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ture.  We  can  accomplish  much  more  for 
the  profession  and  for  the  people  of  West 
Virginia  by  pulling  together  at  the  wheels  of 
progress  than  we  can  by  rolling  individual 
hoops. 

HONOR  TO  WEST  VIRGINIA 

Dr.  Sobisca  S.  Hall,  Fairmont,  brought 
honor  to  the  medical  profession  of  West  Vir- 
ginia when  his  case  histories  and  records  took 
the  highest  honor  before  the  American  Col- 
lege of  Surgeons  at  its  recent  annual  meeting 
in  Chicago.  As  a reward.  Dr.  Hall  was 
given  a life  membership  in  the  College.  This 
is  the  first  time  such  an  honor  has  been  won 
by  a West  Virginia  doctor. 

The  significance  of  Dr.  Hall’s  record  is 
even  more  appreciated  by  the  fact  that  there 
were  more  than  5900  applications  presented 
at  the  Chicago  meeting.  Out  of  this  number, 
620  were  accepted  and  out  of  the  620,  five 
were  given  honorable  mention.  Dr.  Hall 
was  then  announced  as  the  highest  of  the  five 
and  was  called  to  the  stage  by  President 
William  D.  Haggard,  Nashville,  who  cited 
Dr.  Hall  as  a leader  of  the  younger  surgeons 
of  America. 

To  Dr.  Hall  we  extend  our  heartiest  con- 
gratulations for  his  splendid  work.  We  are 
proud  of  his  fine  record  and  proud  that  he  is 
a member  of  the  West  Virginia  State  Medical 
Association. 

OBITUARY 


DR.  GEORGE  L.  PEIRCE 
Dr.  George  Leedom  Peirce,  61  years  of  age,  died 
at  his  home  in  Elkins  on  September  26  following  a 
short  illness  of  diphtheria.  He  was  one  of  the  best 
known  physicians  in  Randolph  County  and  was  one 
of  the  most  active  members  and  workers  in  the 
Parbour-Randolph-Tucker  Medical  Society. 

Dr.  J’eirce  was  born  at  Reading,  J’ennsylvania, 
on  January  14,  1872.  Following  his  preliminary 
education,  he  was  graduated  from  the  medical  de- 
partment of  the  University  of  Louisville  in  1894 
and  located  at  Elk  Garden  in  Mineral  county  the 
same  year.  In  1901  he  joined  the  medical  corps 
of  the  United  States  Navy,  resigning  in  1915  to 
locate  at  Pelington.  In  1917  he  volunteered  in 


the  Army  medical  corps  and  served  as  a Captain 
throughout  the  World  War. 

After  the  war  Dr.  Peirce  took  post-graduate  work 
at  the  Presbyterian  Eye,  Ear,  Nose  and  Throat 
hospital,  Baltimore,  and  then  located  in  Elkins 
where  he  resided  until  his  death.  He  is  survived 
by  his  widow  and  two  sons. 

DR.  G.  L.  WYATT 

Dr.  Girlonza  L.  Wyatt,  59,  of  White  Sulphur 
Springs  died  suddenly  at  his  home  on  the  morning 
of  October  1,  1933.  He  had  been  ill  for  only  a 
few  days.  Dr.  Wyatt  was  graduated  from  the 
College  of  Physicians,  Baltimore,  in  1903  and  lo- 
cated in  West  Virginia  the  following  year.  He 
moved  to  White  Sulphur  Springs  about  25  years 
ago  where  he  built  up  a good  practice  and  interested 
himself  in  many  county  and  civic  projects,  serving 
at  one  time  as  a member  of  the  county  school  board. 
He  is  survived  by  two  daughters. 

COUNTY  SOCIETY  NEWS 


OHIO  COUNTY 

Dr.  Robert  T.  Miller  of  Johns  Hopkins  Uni- 
versity, Baltimore,  was  the  guest  speaker  at  the 
October  6 meeting  of  the  Ohio  County  Medical 
Society  which  was  held  at  8:30  o’clock  at  the  (Dhio 
Valley  General  Hospital.  His  subject  was  “The 
Surgical  Treatment  of  Pulmonary  Tuberculosis.” 
Discussion  was  led  by  Dr.  George  Vieweg,  Dr. 
John  Gilmore,  Dr.  Russell  Bailey  and  Dr.  R.  U. 
Drinkard. 

Two  motion  pictures  furnished  through  the 
courtesy  of  the  American  Journal  of  Cancer  fea- 
tured the  October  20  meeting  of  the  Ohio  County 
Medical  Society  which  was  also  h«ld  at  the  Ohio 
Valley  hospital.  The  first  film  was  entitled  “Can- 
cer of  the  Skin,”  and  the  second,  “The  Technical 
Methods  in  Cancer  Research.”  Dr.  William  T. 
McClure,  President,  presided  at  both  sessions. 

Russell  C.  Bond,  Secretary. 

KANAWHA  COUNTY 

Major  J.  W.  Fox,  M.  I).,  of  the  chemical  war- 
fare division  of  the  United  States  Army  was  the 
essayist  at  the  October  1 0 meeting  of  the  Kanawha 
Medical  Society  which  was  held  at  8:15  o’clock  in 
the  Public  Library  building.  Charleston.  Major 
Fox  gave  a very  interesting  presentation  on  the  sub- 
ject of  “Irritant  Gasses,”  with  special  reference  to 
the  pathology  and  therapeutics  of  this  class  of 
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trauma.  His  talk  was  illustrated  with  lantern  slides 
and  brought  out  considerable  discussion. 

Dr.  Otis  Marshall  of  the  first  aid  service  of  the 
American  Red  Cross  was  also  present  and  talked 
briefly  on  Red  Cross  first  aid,  particularly  in  regard 
to  cooperation  between  his  organization  and  the 
medical  profession. 

M.  F.  Petersen,  Secretary. 

FAYETTE  COUNTY 

A fine  meeting  of  the  Fayette  County  Medical 
Society  was  held  at  the  Hill  Hotel,  Oak  Hill,  on 
the  evening  of  October  10  with  a good  attendance. 
Dr.  ^V.  P.  Rittinger,  President,  presided  and  the 
first  part  of  the  meeting  was  given  over  to  an  in- 
teresting discussion  of  economic  problems. 

The  essayist  of  the  evening  was  Dr.  William  R. 
Laird,  Montgomery,  who  gave  a very  interesting 
paper  on  “A  Resume  of  the  Etiology  and  Pathology 
of  Acute  Appendicitis,”  which  was  generally  dis- 
cussed by  those  present. 

Ralph  Hogshead,  Secretary. 

LOGAN  COUNTY 

Dr.  A.  E.  McClue  and  Dr.  Foard  of  the  U.  S. 
Public  Health  service  were  the  speakers  at  the  Oc- 
tober 24  meeting  of  the  Logan  County  Medical 
Society  which  was  held  at  the  Hatfield-Lawson 
hospital,  Logan.  There  was  a good  attendance 
and  both  Dr.  McClue  and  Dr.  Foard  gave  inter- 
esting talks  on  public  health  work. 

Dr.  McClue  devoted  his  address  to  the  mutual 
problems  of  the  medical  profession  and  the  health 
department.  Dr.  Foard  talked  on  somewhat  the 
same  subject  from  the  standpoint  of  the  federal 
government.  Their  talks  were  freely  discussed 
and  many  questions  asked  by  the  members  present. 

F.  E.  Brammer,  Secretary. 

CABELL  COUNTY 

Dr.  William  W.  Strange,  for  the  past  several 
years  secretary  of  the  Cabell  County  Medical  So- 
ciety, was  elected  President  at  the  October  12 
meeting  and  will  serve  during  the  coming  year. 
He  succeeds  Dr.  W.  Byrd  Hunter.  Dr.  I.  I. 
Hirchman  was  elected  Vice-president  of  the  society, 
Dr.  Edwin  Matthews,  Secretary,  and  Dr.  R.  M. 
Bobbitt  was  reelected  treasurer.  Following  the 
election  of  officers  a short  business  session  was  held 
and  plans  were  inaugurated  for  the  annual  meeting 
of  the  State  Association  in  Huntington  next  spring. 

Edwin  Matthews,  Secretary. 


CENTRAL  WEST  VIRGINIA 
An  interesting  and  well-attended  meeting  of  the 
Central  West  Virginia  Medical  Society  was  held 
in  the  Rotary  Club  rooms  at  Buckhannon  on  the 
evening  of  October  25.  A fine  banquet  was  served 
to  the  members  and  their  wives  and  guests,  fol- 
lowing which  the  scientific  program  was  presented. 
The  essayists  of  the  evening  were  Dr.  S.  L.  Cherry 
of  Clarksburg  and  Dr.  E.  T.  Hall  of  Weston.  A 
number  of  business  matters  were  also  disposed  of. 

C.  C.  Carson,  Secretary. 


PARKERSBURG-CABELL 
A joint  meeting  of  the  Parkersburg  Academy  of 
Medicine  and  the  Cabell  County  Medical  Society 
was  held  at  the  Elk’s  Club,  Parkersburg,  on  Thurs- 
day evening,  October  5,  with  a fine  attendance 
from  both  organizations.  A fine  dinner  was  served 
and  afterward  the  scientific  program  was  presented. 

The  essayists  of  the  evening  were  Dr.  F.  C. 
Hodges  and  Dr.  J.  H.  Steenbergen,  both  of  Hun- 
tington. Dr.  Hodges  presented  two  interesting 
cases  of  sudden  cardiac  death.  Dr.  Steenbergen 
talked  on  “The  Office  Practice  of  Gynecology.” 
Both  of  these  papers  were  freely  discussed  by  the 
members  and  guests  in  attendance. 

There  were  22  members  of  the  Cabell  County 
Medical  Society  present  and  50  members  of  the 
Academy  present. 

MERCER  COUNTY 

Dr.  A.  E.  McClue,  State  Health  Commissioner, 
was  the  principal  speaker  at  the  regular  monthly 
meeting  of  the  Mercer  County  Medical  Society 
which  was  held  at  Bluefield  on  the  evening  of 
October  26.  Dr.  McClue  talked  on  the  various 
problems  incident  to  public  health  work  and  the 
private  practice  of  medicine.  His  address  was  wide- 
ly discussed  by  the  members  present. 

R.  R.  Stuart,  Secretary. 

MONONGALIA  COUNTY 
The  regular  monthly  meeting  of  the  Monon- 
galia County  Medical  Society  was  held  at  the  Hotel 
Morgan,  Morgantown,  on  Tuesday  evening,  Octo- 
ber 3,  with  a good  attendance.  Dinner  was  served 
at  6 o’clock  and  the  scientific  program  followed. 

The  essayist  of  the  evening  was  Dr.  R.  U.  Drin- 
kard.  Wheeling,  who  gave  a highly  interesting 
paper  on  “The  Acute  Abdomen.”  A full  discus- 
sion followed. 

G.  R.  Maxwell,  Secretary. 
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WOMAN’S  AUXILIARY 


CABELL  COUNTY 

The  Woman’s  Auxiliary  to  the  Cabell  County 
Medical  Society,  met  at  the  home  of  Mrs.  H.  A. 
Brandebury,  Huntington,  on  Monday,  October  9, 
at  2:30  o’clock  in  the  afternoon.  Mrs.  Gilbert  A. 
RatcliflFe,  president  of  the  local  auxiliary,  presided 
over  the  meeting  with  sixteen  members  present. 

Mrs.  W.  E.  Neal,  Huntington,  gave  a very  in- 
teresting talk  on  “The  Origin  and  Work  of  the 
Mother’s  Club  of  Huntington.”  Eollowing  this 
address  a business  meeting  was  held,  and  a drive 
for  membership  was  inaugurated.  Mrs.  E.  E. 
Brammer,  chairman  of  Hygeia,  reported  that  the 
proceeds  of  the  recent  rummage  sale  amounted  to 
$15.  This  money  is  to  be  used  to  place  Hygeia  in 
city  schools. 

After  various  business  discussions,  the  meeting 
was  adjourned  to  reconvene  on  November  14. 

Elizabeth  G.  Robinson,  Secretary. 


OHIO  COUNTY 

The  Woman’s  Auxiliary  to  the  Ohio  County 
Medical  Society  closed  its  activities  for  1932-1933 
with  a picnic  at  Oglebay  Park,  the  latter  part  of 
June.  It  was  well  attended  with  approximately 
fifty  doctors  and  their  families  present. 

The  first  meeting  of  the  autumn  for  the  Auxil- 
iary occurred  Friday  evening,  September  29,  in  the 
reception  rooms  of  the  S.  S.  Bloch  Nurses’  Home, 
of  the  Ohio  Valley  General  Hospital,  Wheeling. 
Mrs.  R.  U.  Drinkard,  President,  together  with  the 
officers,  received  the  members  at  eight  o’clock.  A 
delightful  musical  program  was  presented,  and  re- 
freshments were  served  at  the  close  of  the  meeting. 

Mrs.  Robert  J.  Reed,  Jr.,  Secretm-y. 

EXECU'EIVE  BOARD  MEETING 

The  Executive  Board  of  the  Woman’s  Auxil- 
iary to  the  West  Virginia  State  Medical  As.socia- 
tion  held  its  fall  meeting  at  Hedge  House,  Park- 
ersburg, on  October  6,  1933.  The  flolowing 

members  were  present:  Mrs.  Frank  V.  Langfitt, 
Mrs.  C.  E.  Copeland,  Mrs.  O.  L.  Aultz,  Mrs.  A. 
H.  Stevens,  Mrs.  R.  U.  Drinkard,  Mrs.  V.  I.. 
Holcombe,  Mrs.  G.  A.  Ratcliff,  Mrs.  E.  E.  Bram- 
mer, Mrs.  S.  M.  Prunty,  Mrs.  M.  F.  Petersen, 
Mrs.  J.  S.  Klumpp  and  Mrs.  W.  B.  Richardson. 

Following  a delightful  lunclieon  the  meeting  was 
called  to  order  by  the  |iresident,  Mrs.  Frank  V. 


Langfitt,  who  gave  a brief  resume  of  her  trip  to  the 
national  meeting  in  Milwaukee.  The  treasurer 
reported  a substantial  sum  in  the  treasury  with  all 
bills  paid.  Much  new  business  was  discussed  and 
recommendations  entertained  to  be  brought  up  at 
the  annual  convention  in  Huntington  in  May. 

Material  and  suggestions  for  auxiliary  programs 
will  be  available  to  all  county  secretaries  if  they 
write  to  Mrs.  S.  M.  Prunty,  Parkersburg,  Chair- 
man of  the  State  Program  Committee.  Mrs.  V.  E. 
Holcombe  urged  the  cooperation  of  all  county  sec- 
retaries in  sending  the  report  of  their  meetings  for 
publication  in  the  Journal.  The  meeting  adjourn- 
ed to  reconvene  at  9:30  o’clock  on  the  morning  of 
the  first  day  of  the  state  convention. 

Follov/ing  the  meeting  the  ^Voman’s  Auxiliary 
to  the  Parkersburg  Academy  of  Medicine  was  hos- 
tess at  a charming  informal  tea  to  honor  the  board 
members. 


AN  INVITATION  TO  RICHMOND 
The  Southern  Medical  Association  will  hold  its 
twenty-seventh  annual  meeting  in  Richmond,  Vir- 
ginia, on  November  14-17,  and  the  doctors’  wives 
of  Richmond  have  planned  an  entertaining  pro- 
gram for  the  wives  of  all  the  visiting  doctors. 

Many  interesting  landmarks,  historical  as  well  as 
beautiful,  will  be  visited.  These  will  include  a trip 
to  Jamestown,  with  its  air  of  brooding  sadness,  and 
to  lovely,  restored  Williamsburg,  with  its  gover- 
nor’s palace  and  House  of  Burgesses.  Local  com- 
mittees have  been  busy  with  plans  for  weeks  and  a 
most  cordial  welcome  awaits  the  visiting  wives. 

KANAWHA  COUN'FY 
The  Woman’s  Auxiliary  to  the  Kanawha  Med- 
ical Society  held  its  regular  monthly  meeting  at  the 
home  of  Mrs.  E.  M.  Shamblin,  Charleston,  on 
d'ucsday  evening,  October  10.  Mrs.  O.  L.  .Aultz, 
president,  presided  over  the  meeting  at  which  nine- 
teen Auxiliary  members'  were  present. 

Mr.  John  Hart  was  the  speaker  of  the  evening 
and  gave  an  interesting  talk  on  “Hospitalization  on 
Periodic  Payment  Plan.”  d Ins  was  followed  by 
the  general  business  meeting,  at  which  time  a plan 
for  increasing  the  Hygeia  fund  was  discussed.  Mem- 
bers were  asked  to  provide  cars  for  a tour  of  the 
Capitol  during  the  State  Nurses’  Convention  here. 

d'he  meeting  adjourned  to  reconvene  on  Nov- 
ember 14  at  the  home  of  .Mrs.  ,A.  A.  W'^ilson,  1001 
Highland  Road,  Charleston. 

.Medora  W.  Champe,  St'crrtary. 
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MARION  COUN'I'Y 

'J'hc  \\'oman’s  Auxiliary  to  the  Marion  County 
Medical  Society  held  its  first  fall  meeting  in  the 
home  of  Dr.  and  .Mrs.  G.  H.  Brownfield,  Fair- 
mont, on  September  25.  .Mrs.  .\mos  H.  Stevens, 
the  president,  presided. 

.Mrs.  Frank  V.  Langfitt,  Clarksburg,  state  presi- 
dent of  the  .Vuxiliarv,  was  an  honor  guest  and  gave 
a report  of  the  national  auxiliary  meeting  of  the 
American  Medical  .Association  in  .Milwaukee. 

Mrs.  J.  R.  Tuckwiller  gave  a report  of  the  state 
au.xiliarv  meeting  held  in  Charleston  in  .May.  B'he 
state  I’ublic  Relations  Chairman,  Mrs.  Charles  L. 
Parks,  gave  an  outline  of  the  work  of  her  depart- 
ment. The  meeting  was  concluded  with  a sketch 
dealing  with  the  primitive  period  in  the  medical 
profes.sion,  read  by  Mrs.  F.  F.  Sowers. 

.Mrs.  John  F.  Op'KNER,  Secretary. 


GENERAL  NEWS 


HOSPITAL  MEETING 

The  Eighth  .Annual  meeting  of  the  Hospital 
.Association  of  West  Virginia  was  held  at  the  Stone- 
wall Jackson  Hotel,  Clarksburg,  on  October  .3  with 
the  largest  registration  the  .As.sociation  has  ever  had. 
P'eaturing  the  program  was  the  evening  address  of 
Dr.  Nathaniel  W.  Faxon  of  Rochester,  New 
ATrk,  President  of  the  .American  Hospital  .Assoc- 
iation, on  present  day  hospital  problems.  Dr. 
Faxon  was  present  throughout  the  meeting  and 
took  and  active  part  in  the  morning  and  afternoon 
discussions. 

Dr.  T.  K.  Oates,  .Martinburg,  was  elected 
President  of  the  .Association  to  serve  for  the  coming 
year.  Dr.  James  R.  McClung,  Richwood,  was 
elected  first  vice-president  and  Dr.  E.  F.  Heiskell, 
Morgantown,  second  vice-president.  Mr.  Charles 
\y.  Warner,  Charleston,  was  elected  secretary- 
treasurer.  Mr.  Warner  succeeds  Mr.  Joe  W. 
Savage,  secretary  of  the  Hospital  Association  for  the 
past  five  years,  who  resigned  to  devote  his  entire 
time  to  the  West  Virginia  State  Medical  .Associa- 
tion. 

The  program  included  papers  by  Mr.  John  Hart, 
Charleston,  on  group  hospital  insurance;  Dr.  R.  PI. 
AValker,  Charleston,  on  the  effect  of  the  gross  in- 
come tax  on  West  Virginia  hospitals;  Miss  Ruth 
E.  MacMasters,  Huntington,  on  hospital  problems 
of  today  and  Dr.  Robert  Bess,  Keyser,  on  hospital 
cooperation  under  the  National  Recovery  Act.  Dr. 


C.  R.  Ogden,  Clarksburg,  served  as  banquet  toast- 
master with  Dr.  P'axon  as  the  guest  speaker.  The 
.Address  of  Welcome  was  delivered  by  Dr.  H.  H. 
Esger,  President  of  the  Harrison  County  Medical 
Society,  and  the  response  was  made  by  Dr.  T.  L. 
Harris  of  Parkersburg. 


OUR  1934  .MEETING  D.ATE 

.Vlay  14,  15  and  16,  1934,  has  been  selected  as 
the  meeting  date  for  the  Sixty-seventh  annual  meet- 
ing of  the  West  Virginia  State  Medical  .Association 
at  Huntington.  This  date  was  fixed  by  the  Pro- 
gram committee  after  being  approved  as  satisfactory 
by  the  Cabell  Count)’  Medical  Society. 

I he  meeting  of  the  Program  committee  was 
held  at  the  Pritchard  Hotel,  Huntington,  on  Oc- 
tober 19  with  all  of  the  various  special  sections  rep- 
resented. 1 he  program  was  tentatively  outlined 
for  next  year’s  meeting  and  a number  of  state  and 
out-of-state  speakers  were  selected  as  program  ma- 
terial. 

.An  innovation  at  the  Huntington  meeting  next 
)ear  will  be  the  partial  elimination  of  all  afternoon 
programs  and  the  substitution  of  clinical  conferences. 
On  the  afternoon  of  May  15  and  16  only  one 
speaker  will  be  scheduled.  Immediately  following, 
the  general  sessions  will  adjourn  and  the  informal 
clinics  will  be  conducted. 


LOCAL  ANESTHESIA 

The  C.  V.  Mosby  Company,  St.  Louis,  has  just 
released  “The  Technic  of  Local  .Anesthesia”  by 
Dr.  .Arthur  E.  Hertzler,  Professor  of  Surgery  in 
the  University  of  Kansas.  This  is  the  fifth  edi- 
tion, with  285  pages  and  148  illustrations.  The 
retail  price  of  this  volume  is  $5.00. 

This  book  differs  essentially  from  other  works 
on  local  anesthesia  in  that  it  recommends  the  use  of 
minimum  amounts  of  solutions,  not  because  of 
safety  but  because  a more  accurate  technic  is  pos- 
sible than  when  large  amounts  of  liquids  are  in- 
jected haphazardly.  Dr.  Hertzler  advocates  infil- 
trative anesthesia  rather  than  regional  blocking  be- 
cause constriction  of  vessels  is  secured  thereby  which 
aids  in  exact  anatomic  operating. 

.A  chapter  on  spinal  anesthesia  has  been  written 
by  Dr.  .Arch  E.  Spelman,  on  the  basis  of  an  ex- 
perience of  some  two  thousand  cases.  Dr.  Ray- 
mond F.  Gard  has  added  a short  chapter  on  intra- 
venous anesthesia. 
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FROM  OTHER  JOURNALS 


THE  NEW  FOOD  AND  DRUGS  BILL 

Assistant  Secretary  of  Agriculture,  Hon.  R.  G. 
Tugwell,  Washington,  states  that,  “Reputable 
publishers  and  broadcasters  do  not  want  to  dissemi- 
nate fraudulent  or  misleading  advertising.  They 
realize  in  the  long  run  their  interests  are  identical 
to  the  interests  of  consumers. 

“In  the  field  of  foods,  drugs,  and  cosmetics,  un- 
fortunately, broadcasters  and  publishers  do  not  have 
facilities  for  determining  accurately  whether  or  not 
a product  is  truthfully  represented  in  advertising 
copy.  True,  some  publishing  firms  have  formed 
their  own  reveiwing  committees,  and  others  submit 
medical  advertising  to  competent  advisers  for  com- 
ment. But  on  the  whole  the  public  can  hardly 
expect  every  newpaper  and  radio  station  in  the 
United  States  to  maintain  costly  laboratories  for 
testing  advertised  products;  new  patent  medicines, 
for  example,  come  and  go  with  astonishing  rapidity 
and  there  are  now  literally  thousands  of  them  on  the 
market.  No  matter  how  well  intentioned  pub- 
lishers may  be,  therefore,  there  is  placed  before  the 
public  a great  deal  of  advertising  that  deceives  con- 
sumers, much  to  the  detriment  of  public  health. 

“While  national  magazines,  good  metropolitan 
dailies  and  radio  networks  carry  many  fraudulent 
and  misleading  advertisements,  by  far  the  most 
flagrant  abuses  are  found  in  movie  magazines,  mail- 
order catalogues,  educational  and  religious  journals, 
cheap  fiction  or  ‘pulp’  magazines,  small  dailies, 
country  weeklies,  and  on  small  independent  'tat  < ns, 
as  well  as  in  direct  mail  advertising.  This  is  prob- 
ably a matter  of  competition.  Just  why  a ‘pulp’ 
magazine  should  declare  that  a depilatory  is  SAFE 
to  use  when  it  is  known  that  the  depilatory  contains 
a positively  dangerous  ingredient  that  sends  users 
to  the  hospitals,  causes  all  hair  to  drop  from  the 
body,  and  sometimes  leads  to  death,  I do  not  know, 
unless  it  is  that  the  better  advertising  accounts  have 
exhausted  their  funds  before  they  reach  this  class 
of  publication  and  it  must,  perforce,  take  what  it  can 
get.  Apparently  educational  and  religious  journals 
find  themselves  in  the  same  predicament.  Many 
small  town  newspapers  salve  their  consciences  for 
advertising  perfectly  worthless  and  often  danger- 
ous products  by  charging  a higher  advertising  rate 
for  this  type  of  copy. 

“Publishers  as  well  as  advertisers  themselves,  arc 
making  some  effort  to  improve  the  situation.  'I'hcrc 


was  recently  organized  in  New  York  City  the  Ad- 
vertising Review  Committee,  consisting  of  repre- 
sentatives of  national  advertisers,  advertising  agen- 
cies, publishers  and  broadcasters,  to  review  cases 
considered  as  violating  sound  advertising  practices. 
This  committee  went  on  record  as  being  in  full 
sympathy,  in  principle,  with  remedial  legislation 
now  being  considered  by  congress  and  backed  by  the 
President  and  the  United  States  Department  of 
Agriculture.  The  committee  recommends  the  re- 
vision of  the  Food  and  Drugs  Act  which  will  pre- 
vent false  and  misleading  advertising  in  food  and 
drugs.” — Georgia  Medical  Journal. 


MEMBERSHIP  FORTIFICATION 

“About  the  only  effective  weapon  against  the 
trend  to  socialize  medicine  is  a healthy,  whole- 
some state  organization  with  its  component  county 
and  city  societies”.  Dr.  W.  L.  Allee,  president- 
elect of  the  Missouri  State  Medical  Association, 
warned  the  membership  of  that  society  in  a recent 
discussion  of  some  of  the  important  questions  con- 
fronting the  medical  profession. 

Emphasizing  the  need  for  collective  and  in- 
dividual activity  on  the  part  of  the  profession  to 
achieve  results  and  make  the  machinery  of  or- 
ganization function  effectively.  Dr.  Allee  said: 

“We  have  all  had  an  increase  in  our  charity 
cases  and  we  have  all  made  concessions  in  our 
usual  fees  which  have  seriously  impaired  our  earn- 
ings. With  the  addition  of  delayed  collections  we 
naturally  look  about  for  ways  of  paring  expense. 
Under  these  conditions  it  is  human,  wise  and  for 
most  of  us  compulsory  to  economize. 

“Unfortunately,  many  of  us  do  not  evaluate  very 
thoughtfully  the  various  items  selected  for  paring. 
There  will  be  some  doctors  that  will  try  to  balance 
their  budget  by  paring  their  membership  to  the 
State  Association  and  forget  to  economize  in  the 
number  of  fraternal  and  social  orders,  not  to  men- 
tion the  quasi  social  organizations,  that  arc  sup- 
posed to  be  so  necessary  to  properly  animate  Main 
Street.  I mention  this  because  I am  one  of  those 
joiners  and  know  the  drain  in  the  course  of  a year 
and  also  know  that  the  annual  dues  to  the  State 
Association  arc  but  a few  cents  more  than  the  price 
in  a month  of  one  of  the  almost  weekly  luncheon 
tickets  we  are  called  upon  to  purchase  by  some 
local  committee. 

“Why  not  select  some  small  item  once  a month 
for  elimination  rather  than  our  state  membership 
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clues  which  arc  but  sixty-seven  cents  a month.*** 
I realize  the  fact  that  most  of  our  members  appre- 
ciate ami  accept  their  responsibility  to  organized 
medicine  but  every  profession  has  some  members 
with  blacksliding  tendencies  who  are  careless  and 
indifFcrent  and  are  willing  to  share  the  protection 
and  influence  of  a great  organization  but  refuse  to 
contribute  with  time,  effort  or  dues.” 

Dr.  .-Mlee’s  keen  analjsis  sums  up  in  a few  words 
one  of  the  important  problems  confronting  the 
medical  profession  today — that  of  keeping  its  own 
ranks  intact  and  of  maintaining  enthusiasm  for  a 
concerted  and  group  attack  on  the  grave  questions 
which  have  arisen. 

'I'he  serious  problems  he  speaks  of  are  not  those 
peculiar  to  his  own  state.  The  medical  profession 
in  Ohio,  too,  is  confronted  with  critical  economic 
and  social  situations,  t is  just  as  important  for  the 
physicians  in  (3hio  to  maintain  strong  and  active 
medical  organizations  as  it  is  for  their  cidleagues  in 
Missouri.  It  is  Just  as  necessary  and  advisable  that 
the  physicians  in  Ohio  properlv  evaluate  the  ben- 
efits which  they  have  derived  and  will  continue  to 
enjoy  from  membership  in  organized  medicine. 
It  is  just  as  important  that  the  units  of  organized 
medicine  in  Ohio  continue  to  receive  the  support. 


financial  and  otherwise,  of  all  eligible  physicians  in 
every  community — perhaps  more  important  at  this 
time  than  ever  before.  Our  line  of  offense  and  de- 
fense has  been  well  established.  It  is  up  to  us  to 
keep  it  firmly  fortified. — Ohio  State  Medical 
Jour7ial. 


UNFAIR  COMPETITION 

'J'he  problem  of  conducting  out-patient  depart- 
ments of  hospitals  in  such  a way  that  only  the  de- 
serving will  benefit  and  no  injustices  will  be  done 
to  individuals  practitioners  of  medicine  has  long 
been  the  source  of  considerable  misunderstanding 
and  friction  between  the  medical  profession  and 
some  hospital  authorities. 

'I'roublesome  as  it  is  in  normal  times,  the  prob- 
lem is  now  more  acute  than  ever  and,  in  recent 
months,  has  led  to  almost  open  breaks  between 
physicians  and  hospital  officials  in  some  communities, 
where  there  has  been  insufficient  planning  to  meet 
emergency  conditions  resulting  from  unsettled 
economic  conditions,  or  where  hospitals  have  de- 
liberately invaded  the  field  of  the  private  practition- 
er. 

'Fhe  medical  profession  would  be  the  last  to  be- 
little the  generosity  of  most  hospitals  or  to  refuse 
to  recognize  the  economic  crisis  which  many  of 
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them  are  facing.  Physicians  always  have  been  only 
too  willing  to  assist  hospitals  with  which  they  are 
connected  in  caring  for  the  charity  load. 

However,  many  members  of  the  medical  pro- 
fession believe,  and  rightly  so,  that  hospitals  should 
avoid  competing  unfairly  with  individual  medical 
practitioners.  Such  abuses  are  most  prevalent 
among  patients  seeking  care  at  clinics  run  in  con- 
nection with  hospitals  where  a considerable  number 
of  persons  able  to  pay  something  for  medical  care 
to  some  private  practioner  are  being  treated  in  some 
instances  gratis  or  for  a fee  below  that  customarily 
charged  by  the  private  practitioners  of  the  com- 
munity. 

In  some  instances,  this  situation  has  arisen  be- 
cause of  the  lack  of  proper  investigating  mediums 
by  the  hospital.  In  others,  it  is  the  result  of  a ten- 
dency on  the  part  of  short-sighted  hospital  officials 
to  use  the  members  of  their  medical  staffs  to  improve 
the  economic  condition  of  their  institution. 

Whatever  the  cause,  unfair  competition  has  re- 
sulted in  some  instances  and  is  a situation  which 
should  be  corrected.  Physicians  are  just  as  hard- 
pressed  financially,  perhaps  more  so,  than  any  other 
group.  They  have  a right  to  protest  unjust  com- 
petition, especially  by  institutions  to  which  they  have 
contributed  much  gratuitous  service. 


A lot  of  sound  advice  to  hospitals  generally  on 
this  question  is  contained  in  the  following  editorial, 
entitled  “The  Hospital  as  a Competitor  of  the 
P'amily  Physician”,  published  in  a recent  issue  of 
The  Modern  Hospital^  to  which  the  medical  pro- 
fession, we  believe,  will  add  a solemn  amen: 

“Dispensary  abuse  has  been  the  shibboleth  of 
doctors  and  laymen  alike  for  almost  as  long  as 
out-patient  departments  have  been  in  existence”, 
the  editor  of  The  Modern  Hospital  declares. 

“Moreover,  the  reputed  dimensions  of  the  prob- 
lems have  consistently  been  in  direct  ratio  to  the 
vividness  of  the  imagination  of  the  narrator.  To 
some,  every  patient  who  is  able  to  pay  a fee  of 
any  size  should  be  referred  to  a local  practicing 
physician.  It  is  believed  by  others  that  only  those 
able  to  pay  the  customary  office  fee  of  near-by 
doctors  should  be  refused  by  the  hospital  clinic. 

“There  are  those  who  without  question  will  and 
do  abuse  any  gratuitous  service.  .Many  no  doubt 
secure  treatment  from  the  institutional  out-patient 
department  who  could  and  should  afford  private 
care.  But  the  technique  for  routinely  ferreting 
out  the  imposter,  for  separating  the  undeserving 
from  the  worthy,  has  not  as  yet  been  developed. 
Moreover,  the  hospital  during  the  past  few  months 
has  often  permitted  an  abuse  to  develop  which  places 
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E.  H.  Williams,  M.D. 

A ssociates 

The  sanai'orium  is  a private  institution  with  150  beds,  located  in  the  Ginter 
Park  suburb  on  the  Richmond-Washington  National  Automobile  highway.  Midway 
between  the  North  and  the  distant  South,  the  climate  of  this  portion  of  Virginia 
is  almost  ideal.  Nearby  are  many  reminders  of  the  Civil  War,  and  many  places  of 
historic  interest  are  within  easy  walking  distance. 

The  pl.ant  consists  of  fourteen  separate  buildings,  most  of  which  are  new,  located 
in  the  midst  of  a beautifully  shaded  lawn,  surrounded  by  a 125-acre  tract  of  land. 
Remoteness  from  any  neighbor  assures  absolute  quietness. 

The  large  number  of  detached  buildings  makes  easy,  satisfactory  and  congenial 
groupings  of  patients.  Separate  buildings  are  provided  for  men  and  women.  Rooms 
may  be  had  single  or  en  suite  with  or  without  private  bath.  A few  cottages  are 
designed  for  individual  patients. 

The  buildings  are  lighted  by  electricity,  heated  by  hot  water,  and  are  well  equipped 
with  baths. 

The  scope  of  the  work  of  the  sanatorium  is  limited  to  the  diagnosis  and  treatment 
of  nervous  and  mental  disorders,  alcoholic  and  drug  habituation.  Every  helpful  facility 
is  provided  for  these  purposes,  and  the  institution  is  well  equipped  to  care  for  such 
patients.  It  affords  an  ideal  place  for  rest  and  upbuilding  under  medical  supervision. 
Six  ph)’sicians  reside  at  the  sanatorium  and  devote  their  entire  attention  to  the  patients. 
A chartered  training  school  for  nurses  is  an  important  part  of  the  institution  in  providing 
especially  equipped  nurses — both  men  and  women — for  the  care  of  the  patients. 

Systematized  out-of-door  employment  constitutes  an  important  feature  of  the 
treatment.  Wonderful  work  in  the  arts  and  crafts  is  carried  on  under  a trained 
teacher.  There  are  bowling,  tennis,  croquet,  billiards  and  pool. 

The  Sanatorium  maintains  its  own  truck  farm,  dairy,  and  poultry  yards. 

Illustrated  Booklet  on  Request 
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it  in  direct  competition  with  the  family  doctor. 
Not  only  in  the  dispensary  but  in  the  accident  ward 
as  well  are  patients  treated  for  all  types  of  not 
trivial  and  potentially  serious  ailments  when  the 
only  explanation  of  the  presence  of  such  persons 
there  is  an  effort  on  their  part  to  secure  gratis  a 
service  for  which  they  should  pay.  No  institution 
can  expect  the  full  cooperation  of  its  local  physicans 
which  thus  unfairly  competes  with  them.  To  re- 
fer such  patients  promptly  to  their  family  doctor 
is  not  only  an  act  of  justice  to  the  physician,  but 
also  one  fraught  with  sound  business  sense.” — Ohio 
State  Medical  Journal. 


FREE  MEDICINE  IN  DETROIT 

Doctor,  consider  this.  Banker,  stop  and  pon- 
der. Merchants,  what  if  you  dealt  in  medicine? 

If  you  can  get  your  body  made  well  and  physic- 
ally pliable  for  nothing,  why  can’t  you  get  shelter 
for  that  body,  food  to  nourish  it,  and  clothes  to 
cover  it  for  the  same  paltry  price? 

In  other  words,  jree  7nedical  service^  handed 
out  indiscriminately  and  by  social  workers  whose 
generosity  emanates  from  taxes  or  levies  upon  other 
persons’  pockets  instead  of  their  own,  is  the  first 


and  longest  stride  towards  the  devastation  by  dole. 

After  free  food,  one  of  the  first  free  items  of 
life  for  which  the  communist  howls  is  a free  doctor. 

Every  doctor  in  the  land  should  witness  what 
“free  medicine”  has  done  in  Detroit,  where  as  in 
other  parts  of  the  state  of  Michigan  there  has  been 
much  medical  economic  experiment. 

Reliable  figures  secured  in  Detroit  show  that: 
Nearly  three  years  ago  a summary  of  the  facts 
demonstrated  that  50  per  cent  of  the  medical  cases 
in  the  community  were  being  cared  for  at  the  ex- 
pense of  the  taxpayer.  The  clinics  supported  from 
charitable  donations  gave  clinic  and  dispensary  out- 
patient service  to  77,183  sufferers,  real  and  imag- 
inary; and  these  treatments  included  330,507  calls. 
On  top  of  this,  the  Detroit  Department  of  Health, 
directly  tax-supported,  treated  77,794  patients,  in- 
cluding 251,838  calls;  and  at  Receiving  Hospital, 
also  directly  tax-supported,  there  were  18,461  pa- 
tients and  82,184  calls.  These  mounted  to  a lit- 
erally grand  total  of  171,136  patients  and  670,088 
calls!  About  half  of  the  7nedical  cases  treated  in 
metropolitan  Detroit  192S  were  looked  after  by 
clinics  7n(ii7itained  by  charitable  fu7ids,  supported  by 
tax-payers^  and  by  tax-supported  clinics.  The  con- 
dition has  grown  with  the  dole.  It  will  grow  still 


STUART  CIRCLE  HOSPITAL,  Richmond,  Va. 


Internal  Medicine: 

Alexander  G.  Brown.  Jr..  M.D. 
Manfred  Call,  M.D. 

Ophthalmology.  Oto-Laryngology: 
Clifton  M.  Miller.  M.D..  F.A.C.S. 
R.  H.  Wright.  M.D.,  F.A.C.S. 
Physiotherapy  Department : 
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General  Surgery: 

Robert  C.  Bryan.  M.D..  F.A.C.S. 
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Urology: 

Joseph  F.  Geisinger,  M.D.,  F.A.C.S. 
Pathology: 
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Obstetrics: 

Greer  Baughman.  M.D..  F.A.C.S. 

Ben  H.  Gray.  M.D.,  F.A.C.S. 
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Oral  Surgery: 
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Fred  M.  fiodges.  M.D. 
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further,  until  it  becomes  obviously  intolerable. 
Ami  then,  change  will  be  too  late. 

Dr.  J.  .Milton  Robb,  President-elect  of  the  Mich- 
igan State  .Medical  Societv,  declares  that  unless  this 
medical  dole  is  stopped,  the  dole  for  every  detail  in 
life  is  more  imminent  than  is  dreamed  of  by  the 
average  citien,  and  hundreds  of  doctors  with  vision 
concur  most  heartily  in  this  opinion. 

There  is  no  doubt  but  that  free  medical  and  hos- 
pital care  is  a great  developer  of  an  attitude  of 
pauperization.  Sympathy  for  the  humanities  has 
made  of  charity  the  camel  within  the  tent. 

Often  patients  who  are  on  the  town  go  into 
hospitals  for  any  minor  illness  and  finally  manage 
to  have  everything  from  major  operations  down 
performed  on  them  at  somebody’s  else  expense  be- 
fore leaving  the  hospital. 

Dr.  Robb  writes  feelingly.  He  says  in  part: 

“Medical  service  is  a commodity,  worth  money. 
The  doctor  is  e.xempt  from  none  of  the  e.xpenses  of 
living  and  bears  some  that  are  inherent  in  his  pro- 
fession. Rent,  equipment  and  medicines  all  cost 
him  money,  to  say  nothing  of  the  fact  that  he  is 
obliged  by  the  nature  of  his  calling  to  live  according 
to  certain  standards  that  are  also  expensive. 

“We  have  the  spectacle  of  institutions  erected 


with  the  proviso  that  the  donor  will  put  up  the 
building  if  someone  else — the  taxpayer — will  equip 
and  operate  it.  If  some  of  these  institutions  were 
more  nearly  actual  ‘monuments,’  so  built  that  no 
one  could  by  any  possibility  get  into  them,  the 
world  would  be  just  that  much  better  off.  Phil- 
anthropists would  do  well  to  consult  medical  ex- 
perts on  design  and  equipment,  whether  the  donor 
or  someone  else  is  to  pay  for  them  or  part  of  them. 

“Plenty  of  our  Detroit  patients  balk  at  the  idea 
of  being  made  ‘paupers’  in  connection  with  their 
medical  treatment  and  surroundings.  The  only 
respect  in  W'hich  they  are  willing  to  be  paupers  is 
that  they  decline  to  pay  for  what  they  get.  The 
surroundings  are  oftener  than  not  so  far  ahead  of 
the  homes  from  which  some  of  the  impostors  come 
that  it  is  little  wonder  that  they  prefer  the  hospital 
to  the  home.  The  percentage  of  bath-tubs,  though 
almost  always  unused,  is  considerably  higher  in  the 
hospital.  Honestly,  patients  on  charity  want  bet- 
ter conditions  than  I would  dare  to  ask  for  members 
of  my  own  family.  A Rolls-Royce  type  of  treat- 
ment is  insisted  upon  by  men  who  could  only  af- 
ford a bicycle  if  they  had  to  pay  for  it  themselves. 

“.Maternity  cases,  one  would  think,  might  come 
under  a different  category.  Not  at  all.  They 
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H Five  separate,  ultra-modern  buildings,  allowing  segregation  of  patients.  All  buildings  equipped  with  radio. 
U Well-trained,  competent  nurses.  Constant  medical  supervision. 
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form  one  of  the  most  aggravated  forms  of  abuse  of 
philanthropy.  One  woman  on  record  holds  the 
trophy  with  23  births  and  the  end  is  not  yet.  Her 
outspoken  philosophy  is:  ‘Someone’s  got  to  take 

care  of  it;  I can’t.’  Maternity  treatments  are  free 
to  the  irresponsible  or  the  vicious  mother — but  how 
about  the  taxpayer.?  Less  easy  money,  in  the  form 
of  free  care,  might  help  reduce  the  birth  rate  of 
undesirables.  This  is  not  a hard-boiled  statement, 
it  is  nothing  but  the  application  of  common  sense 
to  a condition  that  has  adready  reached  the  point 
of  intoleration.” 

“As  at  present  constituted,  the  existence  of  free 
medical  treatment  strikes  at  the  very  foundations  of 
the  nation.  It  is  not  alone  that  the  money  of  the 
taxpaying  citizen  is  being  wantonly  wasted.  That 
is  bad  enough,  in  all  conscience.  But  deeper  and 
more  perilous  is  the  fact  that  it  heads  the  people  of 
the  United  States  to  a general  condition  of  pauper- 
ism in  their  attitude  to  life.  The  free  medical  dole 
is  only  the  beginning.  It  leads  inevitably  to  the 
general  and  all-embracing  dole,  in  which  the  self- 
respect  withers  and  the  sense  of  shame  disappears. 


“From  a familiar  experience  with  conditions  as 
they  exist,  it  can  only  be  said  that  the  present  sys- 
tem of  free  medical  treatment  and  attendance  con- 
stitutes a menace,  the  seriousness  of  which  it  would 
be  difficult,  if  not  impossible,  to  over-estimate,” 
\Vhat  applies  to  Detroit  applies  to  every  com- 
munity in  the  land.  The  parasites,  thanks  to  mis- 
guided philanthropy,  spent  more  of  the  taxpayers’ 
monies  than  the  taxpayers  spent  on  themselves. 
Unless  this  tendency  is  stopped  the  certain  revolt 
will  be  chaotic  and  uncheckable. 

Doctor,  don’t  lend  your  help  to  “Free  Medicine” 
as  communism’s  flagbearer. — Illinois  Medical  Jour- 
nal. 


EVERY  ONE  IS  PRESCRIBING 

A.  E.  H.,  in  the  Journal  Lancet,  July  15,  makes 
the  following  timely  comment: 

Physicians  themselves  are  to  blame  in  a certain 
measure  for  the  innumerable  presons  practicing 
medicine. 

Technicians  of  various  kinds,  nurses,  druggists, 
barbers,  beauticians,  athletic  directors  and  shoe 
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McGUlRE  CLINIC 
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CLIFFORD  H.  BEACH.  M.D. 


Obstetrics: 
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clerks  are  practicing  medicine.  At  social  functions, 
every  day,  advice  is  given  and  prescriptions  are 
passed  around  by  lay  persons,  even  in  the  presence 
of  members  of  the  profession — everyone  is  practic- 
ing medicine.  And  how  they  delight  in  telling 
about  it! 

Large  and  successful  industrial  corporations, 
banks,  institutions  of  learning  and  public  utility 
companies  have  organized  “health  services”  and 
“welfare  departments”  wherein  employees  and 
students  receive  actual  medical  care  at  any  time 
they  apply  whether  a physician  is  present  or  not. 
In  some  cases  its  humble  beginning  is  a “rest  room” 
presided  over  by  a pay-toilet-qualification  attendant 
who  carries  aromatic  spirits  of  ammonia,  aspirin, 
sal  hepatica,  unguentine,  iodine  and  bandages  as  an 
interesting  and  ever  increasing  sideline.  Then 
along  comes  a case  of  asphyxiation  and  contact  is 
made  with  the  resuscitation  squad  of  the  fire  de- 
partment and  so  on  and  on  without  interference. 

Physicians  are  to  blame  for  their  attitude  of  tol- 
erance. Proper  allowance  should  be  made  for 
emergencies,  but  surely  much  of  this  is  neither  nec- 
essary nor  right  and  the  question  properly  arises  if 
and  to  what  extent  the  profession  should  tolerate 
this  condition.  Moving  picture  operators  are  not 


imposed  upon  in  like  manner.  A profession  com- 
mitted to  free  services  for  those  who  cannot  pay 
should  first  of  all  be  able  to  distinguish  between 
charity  and  imposition. 


WRONG  QUOTATION 

Due  to  a misunderstanding  in  the  October  Jour- 
nal, the  price  of  National  Refined  Toxoid  (alum 
precipitate)  single-dose  immunization,  10  cc.  (10 
immunizations)  was  quoted  at  $2.75.  This  quo- 
tation appeared  in  the  page  advertisement  of  the 
National  Drug  Company,  Philadelphia,  on  page  10, 
The  special  price  to  physicians  is  $3.00  instead  of 
$2.75  as  quoted. 


MAKING  A WILL 

Believeing  that  the  subject  would  prove  of  great 
appeal  to  members.  General  Counsel  Hartley  F. 
Peart,  Esq.,  of  the  California  Medical  Association 
was  requested  to  write  an  article  touching  upon 
and  illustrating  the  complexity  of  the  problems  per- 
taining to  the  making  of  wills,  and  on  some  of  the 
more  important  statutes  of  California  concerning 
community  property  rights  and  other  interests  in  a 
decedent’s  estate.  As  General  Counsel  Peart 
points  out,  physicians,  because  of  their  confidential 
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relations  with  patients,  are  frequently  consulted  by 
the  latter  with  reference  to  the  making  of  their 
wills;  and  it  is  often  necessary  for  a physician  to 
suggest  that  a patient  get  his  earthly  affairs  in  or- 
der. For  these  reasons,  as  well  as  for  the  personal 
information  of  members  of  the  Association,  it  is 
hoped  that  the  advice  given  by  Mr.  Peart  will  be 
found  of  value. 

General  Counsel  Peart  was  for  many  years  the 
inheritance  tax  attorney  for  the  treasurer  of  the 
city  and  county  of  San  Francisco,  and  thereafter 
special  counsel  for  the  state  controller  in  a number 
of  leadimi  cases  involving  inheritance  tax  due  to  the 
state  of  California;  including  the  estate  of  the  late 
cattle  baron,  Henry  Miller,  in  which  an  inheritance 
tax  of  over  two  million  dollars  was  paid,  after 
years  of  legal  proceedings  spent  in  determining  and 
fixing  the  tax.  The  administration  of  the  Inheri- 
tance Tax  .Act  of  California  is  directed  to  the  fixing 
and  assessing  of  such  tax  on  the  interests  and  prop- 
erty which  pass  from  a decedent  by  reason  of  his 
death. — California  atid  Western  Medicine. 


VINEGAR  OF  THE  FOUR  THIEVES 
One  of  the  eighteenth  century  glass  stoppered 
shelf  bottles  in  the  ancient  pharmacy  of  E.  R. 


Squibbs  & Sons,  exhibited  this  summer  at  the  Cen- 
tury of  Progress  Exposition  in  Chicago,  is  labeled 
Acetiitn  Be%oardicum.  This  name  is  unintelligible 
and  untranslatable  to  the  average  member  of  either 
the  medical  or  the  pharmaceutical  profession. 

If  one  who  is  curious  takes  the  trouble  to  look 
up  the  meaning  of  the  word  “bezoar”  he  will  find 
that  it  applies  to  a concretion  of  calculus  found  in 
the  intestinal  tract  of  certain  kinds  of  animals,  par- 
ticularly the  herbiverous,  and  that  it  was  once  high- 
ly esteemed  for  its  antidotal  virtues. 

If  one  consults  a medical  or  pharaceutical  auth- 
ority of  the  eighteenth  century  or  earlier  on  the 
subject  of  bezoar,  it  will  be  found  that  the  faith  in 
the  efficacy  of  this  drug  was  so  strong  that  it  was 
believed  that  “no  poison,  no  eruptive,  pestilential 
or  putrid  disease,  could  resist  its  influence.” 

Satisfied  with  this  definition  the  average  inves- 
tigator would  dismiss  the  subject  at  this  point  with 
the  assumption  that  Acetum  Bexoardicum  was  a 
preparation  of  bezoard  in  vinegar  (^acetum).  But 
there  is  a much  more  interesting  tale  connected  with 
this  name  and  with  this  preparation. 

It  is  in  reality  made  from  aromatic  spices  and 
garlic,  extracter  with  vinegar,  and  no  “bezoar” 
entered  into  its  composition  at  all,  but  the  adjective 
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“bezoardic”  was  intended  to  have  a generic  mean- 
ing of  antidotal^  as  applied  to  this  particular  prep- 
aration, but  to  no  other,  for  there  were  a number 
of  preparations  into  which  bezoar  actually  entered 
as  an  ingredient  in  the  days  when  it  was  held  in 
high  repute. 

If  the  searcher  looks  still  further  he  will  find  that 
it  was  called  '‘Gewur'z.  Essig^^  (spice  vinegar) ; 
“Pest  Essig”  (plague  vinegar);  “Acetum  Profhy- 
lactium”  (prophylactic  vinegar),  and  ^‘Vinmgre  des 
Quatre  V olenrs”  (vinegar  of  the  four  thieves),  and 
that  it  had  a most  unusual  history. 

The  story  told  of  its  origin  is  that  during  an 
epidemic  of  “the  plague”  in  Marseilles  in  the  early 
part  of  the  eighteenth  century,  four  robbers,  by  the 
■use  of  this  prophylactic,  attended  without  harm 
hundreds  of  dead  and  dying  citizens,  and  under  the 
guise  of  these  disinterested  services  they  robbed  their 
victims;  and  that  one  of  them  upon  being  caught 
confessed  their  crimes  and  saved  himself  from  pun- 
ishment by  divulging  the  composition  of  the  pre- 
ventive they  had  employed  to  pursue  their  nefarious 
practices. 

The  belief  in  this  fanciful  tale  was  so  strong  that 
the  preparation  soon  attained  a wide  sale  in  both 


Europe  and  America  and  this  sale  continued  for 
more  than  a century. 

The  interesting  part  of  the  story  is  that  a mod- 
ified form  of  this  same  remedy  is  still  official  in  the 
National  Formulary  of  the  United  States  and  in  a 
number  of  foreign  pharmacopoeias  as  well  under 
the  name  of  Aromatic  Vinegar. 


SURGERY  OF  STOMACH  AND 
DUODENUM 

Dr.  J.  Shelton  Horsley,  attending  surgeon  of  St. 
Elizabeth’s  hospital,  Richmond,  is  the  author  of  a 
new  volume  “Surgery  of  the  Stomach  and  Duo- 
denum,” published  by  the  C.  V.  Mosby  Company 
of  St.  Louis.  The  volume,  which  retails  at  $7.50, 
contains  259  pages  with  136  illustrations. 

Recent  physiologic  work  on  the  gastro-intestinal 
tract  not  only  is  interesting  but  has  many  applica- 
tions in  surgery  of  the  stomach  and  duodenum. 
This  monograph  represents  largely  the  personal  ex- 
perience of  Dr.  Horsley  and  attempts  have  been 
made  not  only  to  describe  the  common  and  the  un- 
usual clinical  symptoms  that  arise  from  gastric  and 
duodenal  diseases  and  the  lesions  causing  the  symp- 
toms, but  to  correlate  both  the  symptoms  and  the 
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operative  technic  with  physiologic  facts. 

The  great  increase  in  the  death  rate  from  can- 
cer of  the  stomach  is  another  justification  for  a 
volume  on  surgery  of  the  stomach.  'I'his  is  par- 
ticularly true,  says  Dr.  Horslev,  because  while  ra- 
diation has  a prominent  place  in  the  treatment  of 
some  types  of  malignancy,  it  is  generally  recognized 
that  there  is  only  one  cure  for  cancer  of  the  stom- 
ach, surgical  excision. 


SIGHT-SAVING  CLASSES 

“The  <trowth  in  the  number  of  sisrht-savimr 
classes  has  been  steady  throughout  the  United  States 
since  their  establishment  in  1913,  and  there  are  now 
about  400  such  classes.  It  is  estimated  that  47,000 
pupils  in  the  entire  school  population  are  suffering 
from  defective  vision.  This  means  that  approxi- 
mately 5,000  more  sight-saving  classes  are  needed 
to  provide  educational  advantages  for  these  children 
with  impaired  vision,”  comments  Marguerite  Kast- 
rup  in  the  September  number  of  Hxgcia,  the  Health 
Magazine. 

^^^’th  the  aid  of  glasses,  clear  type  books  and 
blackboard  work,  these  children,  under  the  guidance 
of  special  teachers,  improve  quite  rapidlv  both  ph\- 
sically  and  emotionally. 

The  children  group  themselves  in  the  following 
categories:  those  having  insufficient  vision  to  enable 
them  to  read  ordinary  print  or  to  see  work  on  the 
blackboard;  those  who  may  be  able  to  read  ordinary 
type  but  at  the  expense  of  their  vision ; those  with 
progressive  eye  troubles,  and  lastlv  those  children 
with  eye  diseases  which  seriously  affect  vision.  The 
author  describes  in  detail  the  progress  made  by 
typical  children  of  the  sight-savina:  class. 


FEDERAL  VACANCY 

The  United  States  Civil  Service  Commission  an- 
nounces open  competitive  examinations  for  the  posi- 
tion of  Junior  IVIedical  Officer  (interne).  Appli- 


cations for  the  position  must  be  on  file  with  the  U. 
S.  Civil  Service  Commission  at  Washington,  D.  C., 
not  later  than  November  15,  1933. 

Vacancies  in  this  position  at  St.  Elizabeths  Hos- 
pital, Washington,  D.  C.,  and  in  positions  requir- 
ing similar  qualifications,  will  be  filled  as  a result 
of  this  examination. 

'J'he  entrance  salary  is  $2,000  a year,  less  a de- 
duction of  not  to  exceed  1 5 per  cent  as  a measure 
of  economy  and  a retirement  deduction  of  3J^ 
per  cent.  A further  deduction  of  $60  a year  will 
be  made  for  quarters. 

Competitors  will  not  be  required  to  report  for  a 
written  examination,  but  will  be  rated  on  their 
education  and  experience. 

I*  nil  information  may  be  obtained  from  the  Sec- 
retary of  the  United  States  Civil  Service  Board  of 
Examiners  at  the  post  office  or  customhouse  in  any 
city,  or  from  the  United  States  Civil  Service  Com- 
mission, W^ashington,  I).  C. 


MENTAL  GROWTH 

“ 1 hat  there  is  a direct  relationship  between  a 
child’s  physical  ability  and  his  scholastic  standing 
seems  to  be  quite  well  established.  Improved  physi- 
cal development  leads  to  improved  work  in  school,” 
comments  Carlton  Palmer  in  “Removing  Rural 
School  Handicaps  to  Mental  Accomplishment,”  an 
article  appearing  in  the  September  number  of 
HygeWy  the  Health  Magazine. 

Because  malnutrition  is  more  common  among 
rural  children  than  among  city  children,  it  may  be 
a formidable  handicap  to  mental  accomplishment. 
Play  activities,  skilfully  directed,  can  do  more  to 
give  rural  school  children  the  stimulating  conditions 
for  learning  that  are  now  occasioned  by  city  envir- 
onments than  can  any  other  single  measure.  Ph)'si- 
cal  defects  which  drain  youthful  vitality  cause  fa- 
tigue and  hamper  pupil  advancement  in  general  are 
also  hazards  of  mental  development. 
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THE  SLIRGKON  OF  THE  FUTURE* 

(oration  on  surgery) 


'By  W . S.  Fulton,  M.  D.,  F.  A.  C.  S. 
I V heeling,  I V . V a. 


T N remote  and  recent  past,  the  future  of  the 
“"“art  and  the  science  of  surgical  practice  has 
occasioned  much  discussion.  Failing  to  stim- 
ulate thought  and  action,  prophecy  becomes 
little  more  than  idle  speculation  and  thereby 
loses  most  of  its  potential  value,  et,  any 
sincere  attempt  to  evaluate  future  tendencies 
in  the  light  of  the  errors  of  the  present  and 
the  past  is  healthy  practice  and  may  assist  in 
laying  the  foundations  of  the  surgical  pro- 
gress of  the  next  generation.  The  super- 
structure of  our  surgical  temple  of  the  future 
will  be  varied  and  adapted  to  the  then- 
existing  conditions  and  exigencies  over  which 
we,  at  present,  have  little  or  no  control.  The 
purpose  of  this  essay  is  not  to  portray  the 
fabric  of  the  future  structure  but  rather  to 
discuss  with  you  certain  problems  of  the 
present  day  as  they  may  influence  the  prac- 
tice of  our  colleagues  of  the  future. 

If  we  pause  to  consider  the  surgical  pro- 
gress of  the  past,  we  may  recognize  certain 
epochs  of  development,  “fashions  of  sur- 
gery”, as  Cushing  refers  to  them.  Prior  to 
the  eighteenth  century  surgeons  were  content 
to  attempt  restoration  of  anatomical  struc- 

*Thc oration  on  Surgery  delivered  before  the  W.  Va.  State  Medical 
Association  at  Charleston  on  May  22.  1 933. 


tures,  guided  in  their  efforts  by  the  applica- 
tion of  the  simplest  of  physiological  prin- 
ciples; to  close  the  wound;  to  stem  the  loss 
of  blood;  to  amputate  the  dead  or  dying 
member  or  to  relieve  pain  by  cutting  for  the 
stone. 

Under  the  leadership  of  John  Hunter,  sur- 
gery ceased  to  be  regarded  as  a mere  tech- 
nical mode  of  treatment  and  began  to  fill  its 
place  as  a branch  of  scientific  medicine, 
firmly  grounded  in  physiology  and  pathology. 
This  period  may  well  be  termed  the  ren- 
aissance of  surgery.  There  followed  a great 
evolution  in  this  branch  of  medicine,  for  the 
surgeon  began  to  think  and  act  in  terms  of 
disease  of  an  organ.  Scores  of  new  operative 
procedures  were  devised  and  great  impetus 
was  given  to  the  onward  march  by  the  intro- 
duction of  ether  anesthesia  in  1 846.  No 
longer  was  the  heroic,  almost  calloused  sur- 
geon pitted  against  seconds  of  time  in  the 
operative  treatment  of  his  pain-racked 
patient.  Careful,  deliberate  dissection  of  the 
tissues  and  organs  now  became  possible  and 
therefore  the  surgeon  could  attempt  opera- 
tions which  were  impossible  during  the  pre- 
anesthetic days.  In  spite  of  all  these  devel- 


498 


The  West  Virginia  Medical  Journal 


‘December^  1933 


opments,  major  surgical  operations  were  per- 
formed only  as  dire  necessity  demanded  be- 
cause of  the  “bugaboo”  of  infection.  The 
progress  of  this  epoch  did  not  begin  to  bear 
full  fruit  until  the  development  of  antiseptic 
surgery  and  its  successor,  surgical  asepsis. 

With  Lister,  surgery  of  election  was  born. 
In  pre-antiseptic  days,  even  the  bravest  dared 
not  attempt  operative  treatment  for  disease 
which  did  not,  in  itself,  endanger  the  life  of 
the  patient.  Here  may  I pause  to  remark 
that,  although  the  development  of  antiseptic 
and  aseptic  principles  has  been  one  of  the 
greatest  boons  to  mankind,  nevertheless,  it 
cleared  the  way  for  one  of  the  greatest  abuses 
of  medical  practice,  namely  the  unnecessary 
surgical  operation.  In  pre-Listerian  days, 
even  the  most  ruthless  hesitated  to  subject 
his  patient  unnecessarily  to  the  hazard  of  sur- 
gical death. 

Since  the  turn  of  the  last  century  under  the 
leadership  of  Billroth,  Murphy,  Halstead 
and  Cushing,  to  name  but  a few,  surgeons 
have  become  concerned  in  the  restoration  of 
the  functions  of  organs.  Concentration  of 
effort  and  thought  upon  this  subject  has  re- 
sulted in  hitherto  unprecedented  advance  in 
the  science  of  surgery,  and  this  continues  into 
our  present  day. 

A study  of  these  previous  epochs  of  devel- 
opment reveals  that  progress  in  the  science  of 
surgery  has  followed  the  lines  of  greatest 
promise  and  of  least  resistance,  as  pointed  out 
and  inspired  by  the  leadership  of  great 
teachers.  This  progress  has  not  been  accom- 
plished solely  by  the  efforts  of  the  surgeon 
but  has  been  made  possible  by  contributions 
from  all  the  fundamental  branches  of  science. 
With  this  brief  review  of  the  past,  we  might 
rightly  ask — what  does  the  future  hold? 
What  will  bo  the  next  epoch  of  surgical  de- 
velopment? 

Before  yielding  to  the  urge  to  speculate 
upon  the  possibilities  of  the  future,  it  may 
be  well  to  consider  some  of  the  outstanding 
shortcomings  of  the  surgical  practice  of  the 
present.  It  is  only  by  the  free  admission  of 
the  errors  of  omission  and  commission,  as 
revealed  by  a scathing  search  for  the  truth, 


that  the  individual  or  the  profession  as  a 
whole  may  be  prepared  to  progress.  We  can 
but  admire  the  profound  wisdom  of  Maimon- 
ides’  words,  “Grant  me  strength,  time  and 
opportunity  to  correct  what  I have  acquired, 
always  to  extend  its  domain  j for  knowledge 
is  immense  and  the  spirit  of  man  can  extend 
infinitely  to  enrich  itself  dally  with  new  re- 
quirements. Today  he  can  discover  his 
errors  of  yesterday  and  tomorrow  he  may 
obtain  new  light  on  what  he  thinks  himself 
sure  of  today.” 

One  of  the  foremost  indictments  against 
the  surgical  profession  is  the  enormous 
number  of  unnecessary  major  operations  it 
performs.  This  criticism  is  not  for  the  sur- 
geon who,  after  thorough  study  of  his  patient, 
conscientiously  feels  that  operation  will  most 
effectively  aid  return  of  health,  even  though 
the  error  of  the  diagnosis  becomes  apparent 
through  the  surgical  wound,  but  for  the  un- 
scrufidous  who,  either  through  excessive  sur- 
gical fury  (which  he  usually  thinks  is  sur- 
gical judgment)  or  through  incomplete  study, 
so  contorts  his  reason  or  stupefies  his  con- 
science that  he  will  urge  and  perform  sur- 
gical treatment,  little  realizing  that,  were  he 
or  his  own  the  patient,  his  recommendations 
would  be  other  than  surgical.  Lbinecessary 
surgical  operations  help  to  fill  the  coffers  of 
the  cults  and  this,  regardless  of  whether  they 
are  done  because  of  faulty  diagnosis,  poor 
judgment  or  calloused  conscience.  Little  can 
the  patient  be  blamed  who,  after  various 
“ectomies  and  otomles”,  several  operations 
for  the  relief  of  adhesions  added,  still  com- 
plaining of  nervousness,  indigestion  and  ab- 
dominal jiain,  finally  in  desperation  seeks  the 
mystical  consolation  of  faith-healing  or  the 
conditioned  mauling  of  the  chiropractor. 
Temporarily,  at  least,  he — more  frequently 
she — is  shielded  from  the  specter  of  surgical 
steel. 

A wealth  of  surgical  principles  and  tech- 
nical knowledge,  accumulated  often  through 
bitter  experiences  of  the  unwillful  sacrifice  of 
human  life — this  is  the  heritage  of  the  sur- 
geon from  the  past.  With  all  of  this  endow- 
ment from  the  past,  with  all  of  our  elaborate 
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institutions  devoted  to  medical  education  and 
experience,  with  all  of  our  present  day  hos- 
pital facilities,  it  is  not  comforting  to  consider 
that  our  surgical  mortality  rates  of  today  are 
but  very  slightly  lower  than  those  of  two  de- 
cades ago.  True,  there  has  been  some  im- 
provement in  certain  types  of  operations,  but 
realize  that  the  mortality  rates  in  appenciicitis 
have  not  been  reduced  during  the  last  twenty 
years.  Why  should  this  be  as  it  is:  What 

are  some  of  our  cieficiencies  which  operate  to 
pre\'ent  a satisfactory  reduction  of  mortality 
rates? 

Of  first  order  of  importance  is  faulty  sur- 
gical diagnosis.  The  burcien  of  this  defi- 
ciency is  borne  not  only  by  the  surgeon  but  is 
shared  by  the  practitioner  who  refers  his 
patient  for  surgery,  if  this  be  the  case.  The 
failure  to  recognize  the  atypical  acute  appen- 
dix until  perforation  has  occurred,  to  mistake 
the  abdominal  manifestations  of  an  early  basal 
pneumonia  for  an  acute  surgical  abdomen,  or 
failure  to  realize  that  an  acute  coronary  oc- 
clusion can  simulate  the  clinical  picture  of  a 
perforated  duodenal  ulcer,  these  are  but  a 
few  contributing  factors  to  high  surgical  death 
rates;  and  they  are  the  result  of  inadequate 
preoperative  study. 

Errors  of  surgical  judgment,  at  times  an 
almost  complete  absence  of  it,  not  infre- 
quently result  in  untimely  surgical  death.  To 
recognize  the  poor  surgical  risk  and  hence  to 
refuse  an  operation  of  surgical  election,  to 
know  when  the  patient  is  ready  for  opera- 
tion, to  avoid  doing  too  much  or  too  little, 
once  the  incision  is  made,  these  are  surgical 
attributes  which  are  gained  only  by  experi- 
ence which  has  been  tempered  by  unbiased 
self-criticism.  I quote  from  Cushing — 
“Surgical  judgment,  indeed,  is  a more  or  less 
inspirational  quality  which  is  variable  and 
elusive,  all  surgeons  being  conscious  of 
having  it  in  hand  on  some  occasions,  of  losing 
it  on  others.  It  is  a good  deal  like  a game 
which  even  the  best  and  most  consistent 
player  foozles  for  some  unaccountable  reason 
at  certain  times.”  To  institute  proper  pre- 
operative and  postoperative  treatment  is  but 


a corollary  of  sound  surgical  judgment,  with- 
out which  mortality  rates  can  but  increase. 

1 he  most  unfavorable  criticism  of  our  en- 
tire system  of  medical  education  and  licensure 
is  that  the  graduate  of  a medical  school  is  at 
once,  or  at  the  most  in  a year,  granted  the 
privileges  and  rights  not  only  of  a doctor  of 
medicine  but  also  those  which  permit  him 
legally  to  perform  major  surgical  procedures. 
Here  lies  the  most  deplorable  contributing 
factor  to  high  surgical  mortality,  namely  the 
practice  of  surgery  by  those  uninitiated  in  the 
art  or  the  science  of  surgery.  In  spite  of  the 
materialistic  tendencies  of  the  present  day, 
human  life  remains  sacred  and  to  sacrifice  it 
to  gain  experience  and  ability  should  not  be 
tolerated. 

It  would  seem  that  the  future  progress  of 
surgery  as  an  art  of  healing  depends  upon 
the  correction  of  these  several  faults  of  the 
present  day.  The  research  laboratories  of  the 
future  will  continue  to  add  valuable  contribu- 
tions to  the  science  of  surgery.  Undoubtedly 
the  leaders  of  the  profession  will  elaborate 
operative  technique  far  superior  to  that  of  the 
present  day.  However,  until  the  rank  and 
file  of  the  profession  eliminates  unnecessary 
surgical  operations  and  succeeds  in  lowering 
mortality  rates,  the  progress  of  the  practice  of 
surgery  will  be  greatly  hampered.  What  is 
the  logical  method  of  approach  toward  the 
correction  of  these  deficiencies  of  the  present? 

It  is  apparent  to  all  who  consider  seriously 
these  problems  of  the  future,  that  there  is  a 
need  for  reform  in  medical  education  a^d  in 
the  licensure  of  the  surgeon.  The  essential 
question  that  must  be  answered  is  “IITzo  shall 
be  permitted  to  do  surgery?''^  This  thought 
is  not  a new  one  for  we  find  that  the  Emperor 
Frederick  II,  in  1224,  issued  an  edict  which 
“required  that  a candidate  for  license  to  prac- 
tice must  be  properly  examined  in  public  and 
to  be  eligible  for  examination,  he  must  have 
studied  medicine  and  surgery  for  five  years 
and  have  practiced  for  one  year  under  an  ex- 
perienced physician.  The  candidate  for  sur- 
gery was  required  to  give  evidence  that  he 
had  studied  the  art  for  at  least  a year,  in 
particular  human  anatomy,  ‘without  which  nc 
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incision  can  be  safely  made,  nor  any  fracture 
treated’.”  Yet  today  we  find  many  who  are 
attempting  to  establish  themselves  as  sur- 
geons, or  at  least  do  as  much  major  surgery 
as  they  can  grasp,  with  relatively  less  training 
than  was  required  by  Frederick  II  in  the  dark 
ages,  seven  hundred  years  ago. 

A recent  hospital  survey  indicates  that  53% 
of  internes  in  American  hospitals  are  per- 
mitted to  perform  major  surgical  operations. 
Of  course  such  operations  are  usually  done 
under  the  supervision  of  trained  surgeons 
and  undoubtedly  this  is  an  important  part  of 
medical  education.  However,  an  undesir- 
able side  effect  of  this  practice  is  that,  in  some 
instances,  the  interne  is  inspired  with  the  idea 
that  he  can  do  surgery,  and  a year  or  two 
later,  without  further  surgical  training  other 
than  that  acquired  during  his  interne  year, 
we  find  him  attempting  even  the  most  difficult 
surgical  procedures.  It  would  be  much 
healthier  practice  for  the  interne  to  consider 
the  operating  room  primarily  as  a place  to 
correlate  the  clinical  and  pathological  pictures 
of  disease  rather  than  a place  to  learn  sur- 
gical technique.  He  should  not  expect  to  be- 
come a surgeon  from  the  training  secured 
during  a one  or  two  year  general  hospital 
service.  If  he  desires  to  do  surgery,  he 
should  continue  with  special  training  for  at 
least  two  or  three  years  more.  I quote  from 
Foss — “Surgery  must  not  be  taken  up  lightly 
by  the  student  but  only  after  due  deliberation 
and  careful  planning,  and  then  only  after  a 
firm  resolve  to  which  he  devoutly  and  per- 
sistently adheres,  that  he  will  never  consent 
to  perform  a major  operation  upon  a fellow 
human,  unless  in  the  greatest  emergency  or 
under  the  closest  supervision  until  he  has,  as 
a result  of  long  and  thorough,  self-sacrificing 
study,  become  fully  competent  to  assume  that 
greatest  of  all  personal  responsibilities.” 

If  the  problems  of  the  present  day  are  to 
be  met,  it  would  seem  apparent  that  the  priv- 
ilege to  do  surgery  mnsl  be  divorced  from  the 
rights  conferred  by  the  degree  of  Doctor  of 
Medicine.  This  privilege  must  be  granted 
only  after  the  candidate,  having  met  certain 
minimum  reiiuirements  of  special  training. 


can  give  evidence  that  he  has  become  pro- 
ficient in  the  specialty  of  surgery.  Ability 
only  should  be  evaluated,  for  it  is  realized 
that  a long  period  of  special  training  is  not 
synonymous  with  surgical  skill.  The  licensure 
of  the  surgeon  of  the  future  should  become 
an  integral  part  of  the  system  of  medical 
education.  Such  a plan  is  exemplified  by  an 
amendment  to  the  Medical  Profession  Act  of 
the  Province  of  Alberta,  adopted  in  1926, 
which  reads  as  follows: 

“No  person  shall  hold  himself  out  to  the 
public  as  a specialist  or  as  being  specially 
qualified  in  any  branch  of  any  class  or  system 
of  practice  in  this  section  mentioned,  without 
having  received  from  the  registrar  of  the 
University  of  Alberta  a certificate  of  having 
complied  with  such  conditions  precedent  as  to 
qualifications  or  fitness  as  may  be  prescribed 
by  the  Senate  of  the  said  University.” 

The  license  to  practice  surgery  should  not 
be  granted  by  the  action  of  a board  of  the 
state  or  by  sanction  of  a committee  of  any  sur- 
gical society  but  by  the  approval  of  the  uni- 
versity which  has  granted  the  candidate  his 
medical  degree.  In  this  fashion,  private  or 
political  influence  on  the  part  of  the  candi- 
date or  his  friends  will  be  largely  obviated. 

If  the  privilege  to  perform  major  opera- 
tive procedures  in  the  future  is  limited  to 
those  who,  by  virtue  of  special  training,  have 
become  proficient  in  surgical  diagnosis  and 
technique,  it  would  seem  but  a logical  con- 
clusion that  surgical  mortality  would  be  dim- 
inished by  this  reform  alone.  Certainly  the 
legion  of  technical  blunders  and  the  subse- 
quent fatalities  resulting  from  the  surgical 
efforts  of  the  uninitiated  would  be  avoided. 

Even  though  it  would  seem  feasible  to  de- 
fine the  prerequisite  training  of  the  surgeon 
of  the  future,  surgical  judgment  cannot  be 
regulated  by  law.  This  is  a personal  attri- 
bute which  can  be  attained  only  by  experience. 
Some  will  acquire  it  more  quickly  than 
others;  some  will  never  possess  it,  in  spiite  of 
many  years  of  training.  Likewise,  legisla- 
tion will  not  eliminate  the  unnecessary  sur- 
gical operation,  for  undoubtedly  until  the 
end  of  time  there  will  be  those  who,  having 
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become  masters  in  the  technique  of  surgery, 
will  nevertheless  remain  unscrupulous  in 
their  practice.  However,  it  is  a reasonable 
hope  that  operations  which  are  performed  un- 
necessarily, because  of  faulty  diagnosis,  will 
become  less  frequent,  once  the  practice  of  sur- 
gery is  carried  on  by  those  who  have  had  ade- 
quate training.  Let  the  surgeon  of  the  future 
be  more  conservative  and  may  he  never  fail 
to  apply  the  Golden  Rule  when  he  is  called 
upon  to  decide  the  mode  of  treatment  in  a 
difficult  case.  Conservatism  is  a valuable  sur- 
gical characteristic  but  it  must  not  be  confused 
with  procrastination  or  the  shirking  of  re- 
sponsibilities; these  have  no  place  in  a sur- 
geon’s mental  equipment.  I quote  the  master 
surgeon  Laure — “But  we  know  also  that  it  is 
a serious  thing  to  do  nothing  and  that  a too 
comfortable  conservatism  is  very  often  more 
dangerous  than  the  thing  which  the  weak  and 
powerless  call  boldness.” 

The  surgeon’s  chief  concern  in  regard  to 
operative  mortality  should  be  an  effort  to  re- 
duce the  incidence  of  death  attributable  to 
operations  of  surgical  election.  Death  fol- 
lowing an  operation  of  emergency  or  necessity 
can  be  condoned,  providing  the  surgeon  has 
given  his  best  in  technique  and  judgment  and 
has  instituted  proper  pre-  and  postoperative 
measures.  However,  each  patient  who  dies 
through  an  operation  of  surgical  election,  dies 
not  because  of  his  disease  but  because  of  his 
operation.  In  an  effort  to  reduce  the  num- 
ber of  these  all  too  frequent  tragedies,  the 
surgeon  of  the  future  would  do  well  to  share 
the  responsibilities  of  preoperative  study  and 
diagnosis  with  his  colleague,  the  internist.  A 
complete,  thorough  physical  examination 
should  be  an  obligatory  part  of  the  preopera- 
tive preparation.  If,  during  the  course  of 
such  an  examination,  conditions  are  revealed 
which  indicate  unusual  risk  or  forecast  an  un- 
favorable outcome,  surgery  of  election  must 
not  be  undertaken. 

A study  of  present  tendencies  may  vision 
certain  possible  future  developments  in  the 
science  of  surgery.  Cushing  prophesies  that 
during  the  next  twenty  years  there  will  be 
further  concentration  upon  the  problems  of 


nutritional  and  endocrinological  disturbances. 
Undoubtedly  the  surgeon  of  the  future  will 
be  more  concerned  in  problems  of  biophysics 
and  biochemistry  than  we  are  at  present. 
Great  forward  strides  may  be  anticipated  as 
the  surgery  of  the  sympathetic  nervous  sys- 
tem grows  out  of  its  swaddling  clothes  of  the 
present. 

Though  future  tendencies  in  the  science  of 
surgery  are  difficult  to  discern,  it  is  certain 
that  the  art  of  surgical  practice  will  be  fer~ 
petuated  and  nourished  by  the  same  attributes 
that  have  fostered  the  surgical  practice  of  the 
past  and  the  present,  namely  integrity  of 
purpose  and  a whole-hearted  consecration  of 
body',  mind  and  soul  to  the  relief  of  human 
suffering.  So,  to  the  surgeon  of  the  future 
— may  his  trials  be  such  as  will  steel  his  hand 
and,  displacing  all  vanity  and  conceit,  give 
him  a soul.  May  his  triumphs  add  ever  in- 
creasing dignity  and  honor  to  his  profession. 


CHRONIC  fears 

It  is  not  necessary  to  go  through  life  tortured  by 
anxiety  and  worry  and  their  usual  bodily  accompani- 
ments of  indigestion,  fatigue,  headache  and  the 
many  other  unhealthy  symptoms  which  haunt  the 
footsteps  of  the  chronic  worrier. 

Chronic  fears  are  of  two  kinds:  (1)  fears  of 
objective  dangers,  based  on  reason  and  caution,  and 
(2)  subjective  fears,  unreasonable  and  often  obses- 
sive, which  possess  the  mind  against  the  will  and 
better  judgment.  The  subjective  type  is  most  usual. 

What  is  the  basis  of  these  fears  and  how  they 
may  be  overcome  is  told  in  “Anxieties  and 
Worries,”  an  article  by  Dr.  Smiley  Blanton  in  the 
November  issue  of  Hygeia,  the  Health  Magazine. 

Experiments  show  that  babies  inherit  only  the 
fears  of  falling  and  of  loud  noises  and  usually  of 
being  left  alone  with  strange  persons.  All  other 
fears  are  trained  into  children  and  adults  through 
their  environment.  Adequate  time  should  be  taken 
in  training  young  children  so  that  the  net  result  is 
not  a state  of  anxiety  and  fear. 

Treatment  in  the  case  of  children  has  been  indi- 
cated. Time  must  be  given  the  child  to  socialize 
himself.  In  the  case  of  adults  who  have  mild  fears, 
a philosophy  that  enables  them  to  face  the  danger 
and  uncertainty  of  life  would  be  of  help.  In  the  more 
serious  cases,  treatment  by  physicians  trained  in 
psychologic  medicine  is  necessary. 
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NOTES  ON  SURGERY  FOR  CANCER  OF  THE  STOMACH* 


Dy  Fred  W.  Rankin,  M.  D. 
Lexingtofiy  Kentucky 


Jt  is  difficult  to  over-estimate  the  seriousness 

of  the  problems  which  confront  both  the 
patient  and  the  surgeon  upon  the  establish- 
ment of  the  diagnosis  of  gastric  cancer.  It 
is  the  most  formidable  gastric  lesion  for 
which  surgery  is  instituted — certainly  it  still 
leads  the  mortality  statistics  of  malignancies 
in  the  various  countries  of  the  world  and 
accounts  for  more  than  a third  of  the  deaths 
from  cancer.  The  ratio  of  males  to  females 
in  any  large  group  of  patients  studied  statis- 
tically will  be  approximately  three  to  one  and 
the  ages  vary  greatly  being  in  the  majority 
of  instances  in  the  decades  between  forty  and 
sixty. 

Youth  is  no  longer  considered  a barrier 
against  malignancy  of  the  gastro-intestinal 
tract  or  any  other  part  of  the  human  anatomy, 
and  it  is  a well  recognized  fact  that  cancer  of 
the  alimentary  canal  occurring  in  individuals 
under  thirty  years  of  age  is  a much  graver 
situation  than  in  older  persons.  There  is  a 
very  definite  group  of  youthful  individuals, 
small  though  it  be,  in  whom  cancer  of  the 
alimentary  tract  is  diagnosed  each  year. 
Usually  this  malignancy  be  it  in  the  stomach, 
large  bowel  or  rectum  is  of  high  intensity  and 
frequently  has  reached  an  advanced  stage 
before  it  is  recognized.  However,  even 
when  seen  in  an  early  stage  of  development 
its  prognosis  is  unfavorable  in  the  majority 
of  instances  even  where  a successful  and  rad- 
ical resection  is  accomplished.  The  youthful 
tissues  so  vital  in  combating  infections  are 
helpless  against  the  spread  of  malignancy — a 
markecJ  contrast  to  the  sluggishness  of  senesc- 
ence. 

A competent  roentgenologist  is  almost  un- 
canny in  the  high  percentage  of  his  accuracy 
of  diagnosis  of  gastric  and  duodenal  lesions; 
(of  late  years  we  have  developed  the  same 

*Rcnd  before  \V.  Va.  Slate  Medical  A.«sociation,  Charleston,  May 
23,  1 933. 


efficiency  in  organic  lesions  of  the  colon). 
However,  it  is  essential  that  there  be  some 
symptoms  of  which  the  patient  complains 
which  demand  a gastric  survey  before  he 
reaches  laboratory  investigation.  Unfortun- 
ately there  are  no  early  symptoms  pathogno- 
monic of  gastrointestinal  malignancy  and  fre- 
quently it  has  advanced  to  the  point  of  a pal- 
pable mass  and  obstructive  phenomena  be- 
fore a diagnosis  is  arrived  at  or  exploration 
undertaken.  The  obvious  corollary  is  that 
investigation  of  slight  symptoms  which  per- 
sist over  a short  period  of  time  should  invari- 
ably be  made  and  these  slight  symptoms  in 
the  main  are  persisting  indigestion  or  pain. 
Gatewood,  in  an  exhaustive  article  on  Cancer 
of  the  Stomach,  read  before  the  American 
Surgical  Association  in  1932  found  that  pain 
was  the  predominating  symptom  complained 
of  in  more  than  one-half  of  the  cases.  His 
second  observation  was  loss  of  weight,  vary- 
ing in  his  group  from  five  to  fifteen  pounds. 
The  fact  that  only  four  of  his  patients  showed 
a slight  gain  in  weight  is  easily  corroborated 
by  other  observations.  A parallel  to  this  I 
have  found  in  colon  and  rectal  carcinoma  in 
my  own  series. 

The  indigestion  which  these  patients  com- 
plain of  is  difficult  to  describe  except  to  say 
that  the  history  will  vary  from  short  periods 
of  dyspepsia  characterized  by  discomfort  and 
pain,  occasional  nausea  and  vomiting  to  one 
of  a long  type  which- suggests  duodenal  ulcer. 
Nausea  and  vomiting  are  the  results  of  pyloric 
obstruction  from  mechanical  stenosis  or  inter- 
ference with  the  motor  mechanism  of  the 
stomach  and  usually  occur  late  in  the  disease. 

The  gastric  analysis  shows  no  free  hydro- 
chloric acid  in  three  out  of  four  cases,  but 
occasionally  there  is  a mild  hypoacidity  and 
less  occasionally  hyperacidity. 

Occult  blood  in  the  stool  occurs  in  the  vast 
majority  of  cases.  Gatewood  states  95%  in 
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his  series  were  positive  to  this  test.  The 
physical  examination  of  these  individuals  is 
instructive  obviously  in  ratio  to  the  length  of 
time  the  disease  has  existed.  A palpable 
mass  which  is  present  in  one-third  to  one- 
half  of  the  cases  is  usually  an  unfavorable 
sign — likewise  it  is  an  index  of  a long  stand- 
ing lesion  or  one  of  high  malignancy  ancJ 
fulminating  growth. 

Anemia  is  a frequent  symptom  associated 
with  gastric  malignancy.  1 cio  not  know  how 
often  a pirofound  anemia  accompianies  cancer 
of  the  stomach  but  it  is  an  old  custom  among 
text-book  writers  to  call  to  mind  the  very  de- 
sirable necessity  of  differentiating  anemia  ac- 
compoanylng  gastric  cancer  and  piernicious 
anemia.  1 have  frequently  called  attention 
to  the  fact  that  it  is  much  more  important  to 
diflFerentiate  between  pernicious  anemia  and 
cancer  of  the  right  colon  than  pernicious 
anemia  and  gastric  cancer,  and  I think  more 
frequently  one  will  find  the  bowel  lesion  pro- 
duces a more  profound  secondary  anemia  than 
will  a gastric  growth  where  there  is  any  con- 
fusion of  the  diagnosis.  However,  whether 
one  be  secondar)'  anemia,  or  primary  anemia 
is  readily  determined  by  the  blood  studies 
which  easily  makes  the  differentiation.  A 
clinching  of  the  diagnosis  rests  in  the  hands 
of  the  radiologist  who  under  fluroscopic  ex- 
aminations assisted  by  pialpatory  manipula- 
tion arrives  at  the  correct  answer  in  a most 
gratifying  high  percentage  of  cases. 

The  Relaiionsh'jp  of  Gastric  Ulcer  to 
Cancer: — One  of  the  most  interesting  prob- 
lems associated  with  gastric  lesions  is  the  re- 
lationship between  chronic  gastric  ulcer  and 
gastric  malignancy.  No  little  controversy  has 
been  indulged  in  by  members  of  the  medical 
profession  since  Cruvielhler  in  1839  suggest- 
ed such  a relationship.  Rekitansky  three  years 
later  observed  that  ulcer  sometime  appeared 
with  cancer  and  supported  the  statement  that 
the  cancer  sometime  had  its  origin  in  the 
ulcer.  From  time  to  time  interesting  statis- 
tical studies  and  surveys  of  this  relationship 
have  crept  into  the  literature,  but  the  most 
exhaustive  study  of  the  literature  is  an  article 
by  Cabot  and  Adie  which  appeared  in  the 


Annals  of  Surgery  in  July,  1925.  To  one 
interested  in  this  phase  of  the  problem  I 
heartily  commend  it.  The  theory  that  can- 
cer develops  on  a pre-existing  ulcer  has  many 
adherents — the  exact  percentage  of  their 
figures,  however,  vary  markedly.  Another 
theory  which  has  not  been  very  highly  re- 
garded in  France  whence  it  came  is  that  of 
Tripier  who  suggests  that  the  ulcer-cancer 
was  not  a simple  gastric  ulcer  with  carcino- 
matous degeneration  but  a slow  growing 
ulcerating  malignancy  from  the  beginning. 
Pathologists  and  others  have  failed  to  agree 
either  with  the  criteria  of  his  conclusions  that 
gastric  cancer  develops  upon  a pre-existing 
gastric  ulcer  or  the  ratio  in  which  it  develops. 
MacCarty  of  the  Mayo  Clinic  in  1909  stated 
that  l\*/v  of  gastric  cancers  developed  on 
ulcers.  From  these  figures  the  percentage 
declined  to  zero.  Cabot  and  Adie’s  conclu- 
sions were:  “Carcinomatous  transformation 

of  a peptic  ulcer  does  not  exceed  5%.  The 
proportion  would  be  smaller  if  only  the  cases 
were  included  where  the  evidence  is  demon- 
strated, viz.,  a long  history  of  ulcer  - — the 
limitation  of  the  tumor  to  isolated  foci  or  one 
portion  only  of  the  ulcer — freedom  of  the 
base  from  infiltration”.  It  seems  to  me  that 
an  important  conclusion  to  be  drawn  from 
this  controversy  is  the  fact  that  there  does 
exist  a relationship  between  ulcer  and  cancer. 
Whether  one  admits  the  relationship  to  be 
small  or  a large  one,  it  is  important  to  any 
individual  to  know  whether  the  ulcerating 
lesion  in  his  own  stomach  is  malignant  or  not, 
and,  therefore,  it  is  highly  desirable  that  gas- 
tric ulcer  be  treated  with  an  entirely  different 
viewpoint  than  duodenal  ulcer  and  with  the 
possibility  of  either  an  already  existing  malig- 
nancy or  at  least  with  malignant  potentiality 
always  in  mind.  I similarly  believe  that 
any  chronic  gastric  ulcer  which  when  given  a 
reasonable  length  of  time,  and  by  that  I mean 
not  a too  long  period  of  time  extending  over 
a year  or  more,  under  controlled  management 
without  showing  definite  radiologic  evidence 
of  recession,  should  be  excised  and  submitted 
to  pathological  examination.  That  such  a 
procedure  Is  rational  in  the  majority  of  in- 
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stances  where  the  gastric  ulcer  has  not  devel- 
oped complications  has  been  amply  confirmed 
by  Lahey  and  his  co-workers. 

I'reatment  and  Prognosis: — Once  the  diag- 
nosis of  gastric  malignancy  is  assured  there  is 
small  question  as  to  the  type  of  treatment, 
namely,  surgery.  That  radical  extirpation  is 
the  only  means  of  eradicating  successfully 
gastric  cancer  is  hardly  controversial.  That  it 
should  be  instituted  early  and  in  as  radical  a 
manner  as  possible  in  removing  the  growth 
and  glands  in  its  immediate  vicinity  is  axio- 
matic. Exploration  of  a gastric  cancer,  ex- 
cept in  that  small  group  of  cases  where  the 
disease  has  so  obviously  progressed  to  a very 
marked  degree  that  the  general  condition  of 
the  patient  precludes  intervention,  should  be 
the  rule.  Indeed  border-line  cases,  I think, 
should  be  explored,  for  one  is  not  infre- 
quently surprised  to  find  a large  palpable 
tumor  resectable  and  is  gratified  by  an  un- 
suspected length  of  comfortable  existence. 

The  two  aims  of  surgical  intervention  are 
cure  and  palliation  and  they  may  not  be  too 
widely  separated  in  any  one  given  case.  At 
exploration  one  not  infrequently  finds  a large 
tumor  which  may  be  removed  in  a widespread 
manner  with  a not  too  high  risk  and  after  the 
removal  receive  a pathological  report  of  low 
grade  malignancy  and  no  glandular  involve- 
ment. At  least  half  of  gastric  cancers  fall 
in  the  average  grades  of  malignancy  accord- 
ing to  Broder’s  standard  and  many  of  them 
are  of  the  colloid  variety — both  factors  favor- 
able to  longevity.  The  size  of  a given  tumor 
is  not  an  index  to  its  operability  but  its  mo- 
bility and  lack  of  attachment  to  neighboring 
. » 
viscera  are. 

Unquestionably  resection  for  palliative 
purposes  has  a definite  place  in  gastric  sur- 
gery. It  is  likewise  true  that  palliative  re- 
section usually  is  carried  out  with  a higher 
risk  than  in  the  average  case  which  will  be 
resected  with  the  purpose  of  cure.  The  ex- 
perience of  the  surgeon  and  his  technical  skill 
and  boldness  as  well  as  the  condition  of  the 
individual  who  is  to  undergo  the  operative 
maneuver  will  decide  this.  \"ery  infre- 
quently I believe  palliative  gastro-enteros- 


tomy  is  desirable  in  an  inoperable  malignancy 
of  the  stomach  where  the  risk  is  usually  out 
of  all  proportion  to  the  gain  attained  and  not 
infrequently  a lethal  outcome  is  hastened 
rather  than  postponed.  The  actual  opera- 
tive risk  of  performing  a palliative  gastro- 
enterostomy is  close  to  that  of  palliative  re- 
section and  far  from  as  serviceable  a pro- 
cedure in  a large  group  of  cases.  It  seems 
certain  that  few  operations  of  this  type  should 
be  employed — on  the  other  hand  a palliative 
resection  in  the  presence  of  glands  and  occa- 
sionally even  where  hepatic  metastases  are 
found  not  infrequently  prolongs  life  for  a 
number  of  years,  and  what  is  more  important 
prolongs  life  in  comfort.  Just  as  in  cancer 
of  the  large  bowel  and  rectum  if  one  may 
safely  rid  the  patient  of  the  severely  painful 
tumor  mass  which  is  producing  obstruction  it 
is  a boon  to  the  patient  even  if  distant  me- 
tastases are  already  demonstrable.  Liver 
metastasis  produces  death  without  pain  and 
this  is  a practical  point  not  to  be  overlooked. 

The  radical  operation  which  aims  at  cure 
is  designed  to  remove  as  large  a section  of 
the  stomach  as  is  necessary  and  at  the  same 
time  do  a block  dissection  of  the  regional 
lymphatic  glands.  These  glands  are  arranged 
in  four  groups:  the  suprapyloric,  the  sub- 

pyloric,  and  those  of  the  greater  and  lesser 
curvatures.  All  the  groups  are  easily  acces- 
sible in  the  majority  of  instances,  but  it  is 
necessary  to  remove  a large  portion  of  the 
stomach  if  one  would  get  the  glands  on  the 
lesser  curvature  radically  extirpated.  Large 
glands  should  be  submitted  to  microscopic  in- 
vestigation before  it  is  decided  whether  they 
are  malignant  and  for  this  reason  the  palpa- 
tion of  glands  extending  toward  the  cardia 
and  around  the  pylorus  is  an  unreliable  sign 
of  inoperability. 

Time  does  not  permit  that  I go  into  any 
great  detail  concerning  the  technique  of  re- 
section and  anastomosis  for  malignancy  of  the 
stomach,  but  I do  wish  to  discuss  briefly  some 
of  the  fundamental  principles  underlying 
radical  surgery. 

The  methods  best  recognized  as  service- 
able to  most  of  us  are  the  Polya  type  of  re- 
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section  or  the  Billroth  II.  In  the  former 
the  resection  is  extensive  and  the  anastomosis 
of  the  jejunum  is  made  directly  with  the  cut 
end  of  the  stomach.  In  my  experience  this 
has  proven  the  most  satisfactory  type  of  re- 
section. The  Billroth  II  has  certain  distinct 
adx’antages  and  when  one  is  contemplating 
doing  a two-stage  operation  it  is  admirable. 
W'here  gastro-enterostomy  is  done  first  and 
if  the  individual  can  stand  the  operation  at 
first  stage,  the  resection  is  reaciily  carried  out 
just  as  in  the  Polya  type  of  anastomosis  ex- 
cept that  the  end  of  the  stomach  is  inverted 
— the  continuity  of  the  gastro-intestinal  tract 
already  having  been  established  by  the  gastro- 
enterostomy. I question  the  acivisability  of 
employing  Billroth  I where  the  stomach  is 
anastomosed  to  the  duodenum  in  continuity 
for  malignant  conditions.  It  has  a definite 
place  in  the  surgery  of  benign  lesions.  Occa- 
sionally one  finds  a suitable  case  for  complete 
removal  of  the  stomach  and  establishment  of 
the  continuity  of  the  gastro-intestinal  tract  by 
an  anastomosis  between  the  jejunum  and  the 
esophagus.  While  this  formidable  procedure 
may  not  be  carried  out  except  in  the  presence 
of  certain  types  of  tumors  and  where  the  ex- 
posure of  the  esophagus  is  made  it  is  justifi- 
able as  a palliative  maneuver.  O^sually  the 
growth  is  a schirrus  cancer  of  the  linitis  plas- 
tica  type  and  the  technical  procedure  a simple 
one.  Not  a large  group  of  total  gastro-enter- 
cstomies  have  been  reported  but  occasionally 
one  has  the  opportunity  to  perform  such  an 
operation  and  there  are  instances  on  record 
where  the  individual  has  lived  comfortably 
for  four  years  postoperatively. 

^Mortality  following  resection  of  the 
stomach  in  expert  hands  will  range  around 
10%  depending  upon  first,  the  selection  of 
the  case,  second,  preparatory  preparation, 
third,  skill  and  daring  of  the  operator,  and 
fourth,  postoperative  care. 

Preliminary  treatment  consists  in  decom- 
pression of  the  stomach  and  institution  of  re- 
habilitation measures.  A distended  and 
hypertrophied  stomach  responds  readily  to 
frequent  lavage  and  the  general  condition  of 
the  patient  is  advantageously  forwarded  by 


the  administration  of  large  amounts  of  fluids 
and  frequently  by  blood  transfusions.  All 
measures  to  increase  the  general  resistance  of 
the  patient  over  a period  of  three  to  six  days 
are  highly  desirable,  and  it  has  been  our  ex- 
perience that  these  measures  may  best  be 
carried  out  in  a hospital  under  the  combined 
management  of  clinician  and  surgeon. 

1 he  prognosis  in  cancer  of  the  stomach  is 
affected  by  many  factors,  the  most  important 
of  which  in  my  judgment  is  the  intrinsic  in- 
tensity of  the  malignant  invasion. 

Broder’s  grading  of  cancer  of  the  stomach, 
colon,  rectum,  lip,  and  elsewhere  has  proven, 
1 think,  the  most  important  single  yard  stick 
of  prognosis  which  may  be  applied  to  a given 
case.  Several  factors  such  as  age,  co-existing 
debilitating  diseases,  cardio-renal-vascular 
diseases,  location,  fixation,  perforation,  etc., 
all  are  modifying  influences  not  to  be  dis- 
counted, but  they  are  of  importance  prognos- 
tically  in  direct  ratio  to  the  grade  of  the 
growth.  Glandular  involvement  which  rep- 
resents the  extension  of  the  malignancy  is  in 
direct  proportion  to  the  grading,  and  the 
higher  the  grade  of  malignancy  the  less  satis- 
factory the  ultimate  prognosis.  In  a group 
of  cancers  of  the  stomach  Broder  showed  55% 
were  grades  1 or  2 — while  only  10%  graded 
4.  The  fact  that  the  majority  of  these 
tumors  were  relatively  of  low  activity  I think 
unquestionably  influences  the  prognosis  favor- 
ably. At  the  same  time  one  out  of  every 
three  cases  showed  lymphatic  glands  and  this 
is  distinctly  an  unfavorable  sign:  a direct 

result  one  might  say  of  late  diagnosis  and  dis- 
regard of  insignificant  symptoms. 

It  is  quite  simple  to  urge  early  diagnosis  in 
these  cases  and  yet  how  are  we  to  accomplish 
this.  Do  we  as  physicians  recognize  the  in- 
significant symptoms  at  an  early  stage  in  our- 
selves and  take  immediate  steps  to  investigate 
them,  or  do  we  procrastinate  as  the  laymen? 
In  a review  of  forty-one  cases  which  Alvarez 
has  recently  made  of  case  histories  of  physi- 
cians who  were  explored  for  cancer  of  the 
stomach,  he  emphasizes  the  fact  that  we  do 
not.  Apparently  the  medical  men  when  con- 
fronted with  the  situation  themselves  are  al- 
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most  as  prone  to  procrastinate  as  the  layman. 

It  is  an  unfortunate  truism  that  the  early 
symptoms  of  gastric  cancer  are  very  meager 
and  insignificant  and  that  perhaps  the  only 
reliable  means  of  avoiding  the  stage  at  which 
the  average  case  now  seeks  advice  is  to  employ 
repeated  fluoroscopic  examinations  especially 
in  individuals  where  gastric  symptoms  are  of 
the  slightest  importance.  At  the  present  time 
a relatively  small  group  of  the  total  of  pa- 
tients are  seen  at  a time  when  the  lesion  may 
be  removed  with  a hope  of  cure. 

Balfour  in  an  article  in  Surgery,  Gynecol- 
ogy and  Obstetrics — February  15th,  1932, 
pointed  out  that  approximately  50^  of  gas- 
tric cancer  seen  at  the  Mayo  Clinic  over  a 
period  of  ten  years  from  1910  to  1920  were 
operated  on  and  in  only  39.3  was  the  cancer 
removed.  These  figures  represent  19%  of 
the  patients  with  gastric  cancer  who  were  seen. 
During  the  following  decade,  from  1920  to 
1930,  in  43.16%  of  the  cases  in  which  ex- 
ploration was  carried  out  resection  was  pos- 
sible— this  representing  22.6  of  the  patients 
with  gastric  cancer  who  were  seen.  He  says, 
“The  present  situation,  therefore,  is  that  in 
about  one-half  of  the  cases  of  cancer  of  the 
stomach  exploration  is  warranted,  and  in 
about  one-half  of  these  cancer  can  be  re- 
moved. These  figures  mean  that  an  attempt 
at  cure  can  be  made  in  less  than  25%  of  cases 
of  cancer  of  the  stomach.”  We  see  then  if  we 
can  operate  upon  only  one  out  of  every  four 
cases  as  they  present  themselves  with  a pos- 
sibility of  cure,  the  situation  is  an  unhappy 
one,  but  with  the  admitted  curability  by  rad- 
ical surgical  means  perhaps  the  future  holds 
promise  of  an  early  diagnosis,  and,  therefore, 
a better  end  result. 

'Discussion 

Dr.  7'.  E.  Vass,  Bluefiehl:  In  discussing  Dr. 

Rankin’s  subject,  there  can  he  little  added  to 
his  paper.  We  can  only  emphasize  a few  points 
which  should  not  he  overlooked. 

4'hc  mortality  and  the  morbidity  of  gastric  ulcers 
and  cancer  are  entirely  too  high.  I he  particular 
reason  for  the  above  condition  is  due  to  the  fact  that 
there  are  a large  |)ercentagc  of  gastric  idcers  and 
cancer  that  are  not  manifest  until  well  advanced. 


Some  of  these  cases  of  cancer,  particularly  iji  the 
pyloric  end  of  the  stomach,  give  practically  ]io  dis- 
comfort until  mechanical  obstruction  begins  to  be 
manifest.  I have  only  recently  seen  three  inoper- 
able cancers  of  the  stomach  with  no  pain ; these 
cases  consulting  us  because  of  weakness,  wdiich  was 
caused  by  the  secondary  anemia  and  mechanical 
obstruction  to  the  stomach.  Early  diagnosis  in 
these  cases  must  be  made  before  we  can  hope  to 
lower  the  mortality  of  same. 

The  question,  as  to  whether  carcinoma  develops 
at  the  site  of  an  ulcer  or  whether  it  is  a carcinoma 
from  the  beginning,  is  worthy  of  discussion  from 
the  pathologist’s  standpoint,  but,  so  far  as  the  sur- 
geon is  concerned,  very  little  can  be  gained  unless 
we  can  diagnose  these  cases  much  earlier  from  a 
clinical  standpoint,  and  especially  in  young  people 
around  forty  and  under,  as  the  younger  the  patient 
is,  the  more  rapidly  this  condition  progresses.  The 
prognosis  in  these  cases  is  not  good,  and  the  reason 
for  that  is  lack  of  early  diagnosis.  The  radiologist 
has  made  wonderful  strides  in  the  last  few  years  in 
recognizino;  these  ulcers  and  beginning  cancers  of 
the  stomach.  Along  with  the  development  of  the 
plates  of  gastric  conditions,  a fluoroscopic  study 
should  be  made  of  every  stomach  that  does  not  clear 
up  rapidly  from  any  slight  indigestion  or  disturbance 
that  may  be  present.  Quite  often,  though,  these 
cases  without  pain  are  not  seen  until  the  secondary 
anemia  brings  the  patient  to  your  office  or  a pal- 
pable mass  in  the  epigastrium  is  manifest.  Some  of 
these  cases  will  come  with  typical  symptoms  of 
gastric  lesions,  ulcers  or  beginning  of  carcinoma, 
with  pain  and  discomfort,  gaseous  manifestations, 
and  pain  or  discomfort  on  taking  or  the  absence  of 
food.  About  25%;  of  these  cases  have  free  hydro- 
chloric acid  in  a normal  or  diminished  amount,  but 
the  average  case  of  carcinoma  of  the  stomach  has 
no  free  hydrochloric  acid,  'i'hey  have  occult  blood 
in  the  stools  and  some  defect  in  the  gastric  motility 
or  in  the  contour  of  the  stomaci),  witlt  anemia, 
which  is  of  secomhiry  type  and  must  be  differen- 
tiated from  a pernicious  ancmi.i  in  some  of  the  most 
early  cases. 

I am  inclined  to  believe  that  most  of  our  gastric 
conditions  aic  tie.ited  too  long  from  a medical 
standpoint  without  oper.ition  to  determine  the  exist- 
ence or  absence  of  cancer  or  ulcer.  We  do  not 
hesit.ati  to  subject  a patient  to  a diagnostic  curett- 
ment  for  bleeding  from  tlu'  uterine  canal.  I sec 
no  re.'ison  why  we  should  not  carry  out  the  same 
procedure  of  sidijecting  gastric  cases  to  an  ex[)lora- 
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tory  laparotomy  when  we  are  reasonably  sure  of 
such  being  present. 

Our  principal  difficulty  in  the  mortality  and  mor- 
bidity with  carcinoma  and  ulcers  of  the  stomach  is 
not  with  our  treatment,  but  is  with  our  methods 
of  diagnosis.  We  are  inclined  to  procrastinate  too 
much  with  lesions  of  the  stomach  or  intra-abdom- 
inal lesions  of  which  we  are  not  definitely  certain. 

The  type  of  operation  is  of  little  importance,  be- 
cause it  is  almost  impossible  to  saj'  what  procedure 
you  will  follow  previous  to  meeting  up  with  the 
condition  that  e.xists.  ^’ou  must  fit  the  operation 
to  the  condition  and  not  the  condition  to  the  opera- 
tion. .‘\  large  percentage  of  these  cases  at  the 
present  time  are  what  we  call  the  palliative  or  inop- 
erable tvpe,  who  are  suffering  from  a stasis  and 
mechanical  obstruction.  In  doing  palliative  opera- 
tions on  these  patients,  it  requires  a good  deal  of  in- 
sight into  the  patient’s  inherent  qualities  with  rela- 
tion to  the  existing  disease  to  be  able  to  see  how- 
much  a palliative  procedure  will  benefit  this  par- 
ticular individual.  Of  course,  the  principal  pro- 
cedure in  these  cases  is  merely  a gastro-enterostom)- 
for  relief  of  mechanical  obstruction. 

I am  aware  that  carcinoma  of  the  stomach  is 
rather  difficult  to  handle  from  the  methods  that  we 
have  at  our  command  at  present,  as  this  is  well 
illustrated  by  Doctor  Rankin’s  reference  to  the  re- 
port of  gastric  carcinoma  of  fortv-one  physicians  as 
reported  by  .•\lvarez.  The  accuracy  of  the  history 
and  diagnosis  in  these  cases  was  not  any  better, 
from  a percentage  standpoint,  than  in  the  laymen, 
so  you  can  see  by  this  report  the  difficulty  in  diag- 
nosing this  condition  early.  The  whole  outcome 
of  your  patient  depends  upon  an  early  diagnosis, 
then,  to  a lesser  degree,  upon  the  age  of  the  patient 
and  general  condition,  technical  skill  and  judgment 
of  the  operator,  and  the  operation  decided  upon. 

\Ve  appreciate  and  thank  Doctor  Rankin  for  this 
most  wonderful  paper,  and  we  are  pleased  to  hear 
his  points  of  view  along  the  lines  indicated  in  hopes 
that  w-e  may  low-er  the  mortalit)-  of  this  dreaded 
disease  a good  deal. 

Dr.  R.  J.  WtlkinsoHy  Huntington:  I can  add 

very  little  to  Dr.  Rankin’s  paper  except  to  emphas- 
ize the  importance  of  an  early  diagnosis.  Too  many 
of  us  are  prone  to  treat  symptoms  without  attempt- 
ing to  make  a diagnosis.  I was  glad  to  hear  Dr. 
Rankin  say  that  these  cases  should  be  operated  upon 
early,  by  radical  resection,  if  they  do  not  respond 
early  to  medicinal  treatment.  I would  like  to  add 
a further  word  about  the  advisability  of  doing  an 


entero-enterostomy  following  resection.  I believe  in 
many  instances  that  this  is  a life-saving  procedure. 
It  should  further  be  remembered  that  every  upper 
abdominal  lesion  constitutes  a major  problem  in  de- 
termining what  to  do  and  how  best  to  do  it. 

Dr.  Rankin  failed  to  mention  post-operative 
treatment.  In  our  experience  we  have  found  that 
a number  of  these  cases  w’ho  have  persistent  vomit- 
ing will  be  found  to  have  a lowered  blood  chloride 
and  bj-  the  administration  of  a hypertonic  salt  solu- 
tion many  of  them  will  respond  immediately. 

Dr.  Rankin,  (closing  the  discussion).  Enteros- 
tomy is  most  highly  desirable  as  a complementary 
measure  in  many  resections.  I do  believe  that  the 
abdominal  condition  must  guide  us  in  deciding 
whether  or  not  to  do  it  routinely.  My  own  pref- 
erence in  doing  carcinoma  of  the  stomach  is  to  do 
the  resection  posteriorly.  That  type  is  relatively 
simple  in  most  cases  and,  of  course,  impossible  in 
many  cases.  If  you  do  the  polyuria  resection,  make 
vour  loops  as  short  as  possible — that  is  the  second 
loop  of  the  duodenum  as  you  put  it  across — and 
run  from  left  to  right.  Then,  if  you  suture  the 
transverse  colon  it  slips  over  so  that  you  rarely  need 
an  enterostomy.  On  the  other  hand  there  is  not 
the  slightest  objection  I can  see  to  doing  a routine 
enterostomy  in  those  operations.  It  is  perfectly 
simple  to  produce  good  results  if  you  use  proper 
technique.  Make  the  loop  a bit  longer  w'hen  you 
divide  the  bow'el  to  make  the  anastomosis,  and  it  is 
undoubtedly  a very  desirable  thing  and  I think 
probablv  a life-saving  thing  frequently.  On  the 
other  hand  if  there  is  anv  difficulty  about  doing- 
anastomosis  I would  prefer  to  do  a Billroth  No.  2 
tvpe  of  operation  in  the  reverse  of  the  order  we  are 
accustomed  to.  Frequently  an  elderly  man,  de- 
hydrated and  dessiccated,  is  adaptable  to  a gastroen- 
terostomy. If  there  is  no  hitch  in  the  operating 
room  I would  go  ahead  and  take  off  the  stomach 
and  close  the  two  ends.  If  there  is  a hitch,  and 
the  anesthetic  isn’t  taken  well,  then  let  the  second 
stage  go  for  two  or  three  weeks. 

Vomiting  following  gastric  surgerj-  is  very  fre- 
quently due  to  an  upset  in  the  blood  chemistry, 
and  frequently  an  alkalosis  develops  which  isn’t 
recognized  for  some  time.  There  sets  in  an  old 
vicious  circle  which  hasn’t  anything  to  do  with  the 
operation,  so  it  is  best  to  make  a routine  of  knowing 
the  blood  chemistry  both  before  and  after  the  op- 
eration. If  there  is  any  upset  we  advise  keeping 
everything  out  of  the  patient’s  stomach  for  48  hours 
and  he  will  be  all  right. 
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PRACTICAL  POINTS  IN  OBSTETRICS* 


Sv  H.  G.  Steele,  M.  D. 
Blue  field  ^ W.  Va. 


HARLEY  Hancock,  one  of  the  old  mer- 
chants in  Bluefield,  talking  before  the 
Kiwanis  Club  a few  years  ago,  his  subject 
being  “Fishing,”  said,  “The  more  you  fish 
the  less  you  know  about  fishing.”  Likewise, 
the  more  you  study  your  books  and  journals 
and  practice  obstetrics  the  more  you  realize 
how  little  you  know  how  to  deliver  a 
parturient  woman. 

Therefore  the  writer  of  this  paper  feels 
his  inability  to  discuss  this  subject  intelli- 
gently before  such  men  as  you,  the  older 
practitioners  who  have  had  a wide  practical 
experience,  and  the  younger,  thoroughly 
trained  men,  recently  graduated  from  well- 
equipped  medical  colleges.  He  simply 
wishes  to  bring  before  you  some  practical 
points  in  obstetrics  which  may  be  overlooked 
or  neglected  from  day  to  day  and  renew  to 
some  of  the  minds  here  tonight  things  for- 
gotten years  ago,  as  well  as  present  some  per- 
sonal ideas  for  discussion  to  see  if  they  are  of 
possible  value  to  the  profession  for  the  future. 
Some  point  or  two  might  be  brought  out  of 
value  to  one  or  more  of  you,  while  things 
might  be  said  of  no  value  to  any  one.  1 trust 
that  you  will  bear  with  me  for  a few  minutes. 

A woman  comes  to  you  with  a history  of 
cessation  of  menses  for  two  or  more  months 
and  says,  “Doctor,  I have  come  to  you  to  find 
out  if  I am  in  the  family  way  or  not?”  And 
to  decide  this  question  for  her,  if  you  can, 
you  ask  her  some  such  questions  as  these: — 
When  was  the  first  day  of  the  last  menstrual 
period?  Was  the  flow  present  the  usual 
length  of  time?  Has  she  had  any  tingling 
sensation  of  the  breasts?  Has  she  been  sick 
at  her  stomach,  especially  in  the  mornings  or 
at  the  odor  of  food  cooking,  and  if  she  is  a 
multigravida,  has  she  any  symptoms  now  she 
had  in  any  of  her  previous  pregnancies,  etc? 
She  gives  a history  of  the  above  signs  and 
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symptoms  being  present,  but  still  you  are  not 
altogether  satisfied  that  pregnancy  exists.  It 
is  necessary  for  you  to  make  the  Schneider 
modification  of  the  Aschheim-Zondek  preg- 
nancy test  or  a physical  examination,  or  both, 
and  determine  the  question  for  yourself.  She 
may  have  missed  one  or  two  menstrual  per- 
iods. She  gives  a history  of  having  had  a 
slight  cold  at  the  time  of  the  first  missed 
period,  and  she  tells  you  she  took  a cold  bath 
at  the  time  of  her  supposed  second  period, 
which  failed  to  show  up,  so  you  make  a 
thorough  obstetric  examination  and  try  to  de- 
cide if  she  really  is  pregnant. 

You  examine  her  from  head  to  foot,  but 
the  things  in  which  you  are  mostly  interested 
are: 

1.  Can  colostrum  be  expressed  from  the 
nipples? 

2.  H as  the  primal')’  and  secondary  areola  of 
pigmentation  darkened  and  increased  in  size? 

3.  Are  the  subcutaneous  veins  of  the  breasts 
more  distended  than  normally? 

4.  Do  you  find  the  linea  nigra  present? 

5.  Can  the  uterus  be  palpated  through  the  ab- 
dominal wall? 

6.  Do  you  find  the  characteristic  cyanotic  or 
livid  hue  of  the  musoca  of  the  vulva  and  vagina 
along  with  an  increased  secretion? 

7.  On  bimanual  examination  do  you  find  a 
hypertrophy  and  softening  of  the  vaginal  walls  and 
cervix? 

8.  Are  the  muscular  walls  of  the  uterus  thick- 
ened and  more  flexible  than  normal? 

9.  Do  you  find  Hegar’s  sign  present? 

In  making  the  pelvic  measurements  you 


find  the  following: 

'I'rochanters  31  centimeters 

Crests  29  ” 

Spines  26  ” 

External  conjugate 20  ” 

Right  oblique 22  ” 

Left  oblique 21  ” 

Circumference  of  pelvis 90  ” 

Diagonal  conjugate 12^2  ” 
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Estimated  true  conjugate 11 

lii-sjiinous  11 

'Euber  ischii 11 

Ant.  posterior  of  outlet 11 


These  mensurations  are  given  in  this  order, 
that  those  who  are  not  making  pelvic  meas- 
urements frequently,  might  more  easily  re- 
member them  than  as  they  are  given  in  most 
text  books.  Normal  measurements  vary  a 
little,  one  way  or  the  other,  but  the  above 
are  approximately  correct. 

Now,  that  a diagnosis  of  pregnancy  of  2^4 
months  has  been  made,  proper  foods,  well 
digested  and  supplemented  by  fresh  air  and 
exercise,  rest,  sleep  and  a mind  free  from  out- 
side worries,  are  parts  of  every  expectant 
mother’s  Bill  of  Rights.  Exercise  in  the 
fresh  air  and  sunshine  is  extremely  essential 
and  in  my  judgment  aids  greatly  in  prevent- 
ing toxemias  of  pregnancy. 

As  a diet,  she  is  advised  to  take  soups  of 
practically  all  kinds. 

Cereals — all  kinds,  with  preference  given 
to  whole  grain  cooked  ones.  Oatmeal,  corn 
meal  mush,  natural  brown  rice,  cracked  wheat, 
and  brans  are  among  the  best. 

Vegetables  in  abundance,  especially  the 
leafy  ones,  lettuce,  cabbage,  celery,  spinach, 
asparagus,  brussels  sprouts,  and  beet  tops. 

She  should  eat  some  Igafy  vegetables  every 
day,  cooked  and  raw.  Also,  potatoes,  (sweet 
and  white),  peas,  lima  beans,  string  beans, 
tomatoes,  beets  and  carrots.  She  should  not 
eat  meats  oftener  than  every  other  day,  beef, 
bacon,  lamb  or  tender  lean  mutton,  and  on 
the  days  between,  chicken  or  fish.  Eggs  are 
a good  substitute  for  meat.  Breads:  Coarse 
breads  are  preferable  j brown  or  whole  wheat, 
or  corn  bread,  are  more  laxative  and  more 
nutritious.  Of  the  fruits,  raw  apples,  pears, 
peaches,  oranges,  prunes,  grapefruit,  figs  and 
dates  are  valuable.  One  half  ounce  of  senna 
leaves  stewed  with  a pound  of  prunes,  having 
the  patient  eat  6 to  12  prunes  daily,  makes 
an  excellent  laxative,  and  is  one  of  my  fre- 
quent prescriptions.  Milk,  with  cereals,  in 
soups,  on  desserts,  and  as  a beverage  should 
be  taken,  and  water,  six  to  eight  glasses  daily 
is  very  essential.  Use  tea  and  coffee  very 


sparingly,  one  cup  a day.  Cocoa  and  butter- 
milk are  good. 

When  she  returns  to  the  office  once  every 
three  weeks,  up  to  the  7th  month,  and  every 
7 to  14  days  thereafter,  we  ask  the  following 
questions: 

Do  you  feel  well  or  badly? 

Do  you  have  headaches  or  dizziness? 

Have  you  noticed  any  blurred  vision? 

Do  you  have  nervousness,  insomnia,  nausea  or 
vomiting? 

Do  you  have  any  heartburn  or  gaseous  disten- 
tion ? 

Do  you  have  any  abdominal  pain,  and  if  so,  its 
location  ? 

Are  you  bothered  with  constipation  or  diarrhea? 

What  is  the  quantity  of  urine  voided  in  24  hours? 
How  about  the  frequency  of  micturitions? 

Have  you  any  vaginal  discharge,  and  is  there  any 
vaginal  bleeding? 

Do  you  experience  any  dyspnea  or  palpitation  of 
the  heart? 

Do  you  have  any  substernal  oppression? 

Is  there  any  edema  of  the  extremities? 

Do  you  have  any  cough  or  expectoration? 

Is  there  any  pain  in  the  chest,  and  if  so  the  loca- 
tion ? 

Do  you  feel  life? 

Have  you  felt  the  baby  drop? 

In  the  latter  three  months  the  following 
also  are  noted: — general  appearance,  weight, 
blood  pressure,  height  of  fundus  in  centi- 
meters above  the  pubic,  lie  and  presentation, 
direction  of  the  fetal  back,  location  of  the 
fetal  movements,  fetal  heart,  rate  and  site, 
station  of  the  presenting  part,  and  the  loca- 
tion of  the  uterine  souffle.  In  following  this 
routine  a careful  watch  can  be  kept  on  the 
urinalysis,  height  of  the  blood  pressure,  too 
rapid  a weight  'increase,  and  the  gravity  of 
the  fundus  uteri. 

It  is  believed  by  some  writers  when  the 
fetal  heart  beats  are  from  115  to  125  per 
minute,  in  the  latter  months  of  pregnancy, 
and  under  normal  conditions,  the  prediction 
might  be  a boyj  while  if  they  are  from  130 
to  145,  it  might  be  a girl. 

It  is  important  to  locate,  by  auscultation, 
the  position  of  the  placenta,  or  the  uterine 
souffle,  in  the  6th  or  7th  month  and  there- 
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after,  if  possible.  This  can  be  done  is  70% 
to  85%  of  the  cases,  and  the  writer  believes 
placenta  previa  can  be  detected,  in  a large 
percentage  of  the  cases,  weeks  before  the 
symptoms  of  placenta  previa  are  manifested. 
If  the  placental  souffle  is  heard  in  the  right 
and  left  lower  quadrants  and  a few  centi- 
meters above  the  symphysis  pubis,  this  is  very 
good  evidence  we  are  dealing  with  a placenta 
attached  to  the  lower  uterine  segment,  with 
a portion  of  it  covering  the  internal  os.  This 
should  put  us  on  our  guard  and  then  we 
should  be  on  the  alert  for  painless,  causeless, 
uterine  hemorrhage,  any  time  during  the 
third  trimester  of  gestation. 

You  might  locate  the  placental  souffle  low 
down  in  the  right  or  left  lower  quadrant,  with 
the  sound  extending  to,  or  near  the  median 
line,  at  the  symphysis  pubis,  warning  us  that 
we  are  dealing  with  a marginal  placenta 
previa,  which  might  or  might  not  produce  a 
hemorrhage  before  the  cervix  begins  to  be 
effaced  or  dilate. 

The  writer  reports  having  seen  such  a case 
(in  1921),  and  the  ecchymotic  condition  of  a 
small  area  of  the  margin  of  the  placenta 
proved  the  diagnosis  made  by  the  aid  of  the 
stethoscope  was  correct.  I have  several  times, 
within  the  last  few  months,  located  the  posi- 
tion of  the  placenta,  by  auscultation  and  then 
in  the  third  stage  of  labor,  had  to  detach  the 
placenta  manually,  and  found  it  attached  in 
the  exact  location  as  previously  noted  on  the 
chart.  On  one  occasion  I auscultated  the 
uterine  souffle,  several  times,  as  I patiently 
detached  the  placenta  manually,  hearing  the 
souffle  become  smaller  and  smaller  in  area, 
finally  hearing  it  in  an  area  about  the  size  of 
a silver  dollar,  and  as  soon  as  the  placenta 
was  completely  detached,  that  Instant  the 
souffle  disappeared.  Proving,  without  a 
doubt,  the  cause  of  the  uterine  souffle,  and 
that  the  location  of  the  placenta  can  be  deter- 
mined by  auscultation,  in  most  cases. 

When  the  placenta  is  located  low  enough 
in  the  lower  uterine  segment  to  cause  alarm 
it  is  advisable  to  be  on  the  alert,  send  such 
a patient  to  the  hospital  within  a week  or  two 


before  her  expected  confinement,  or  at  the 
first  sign  of  hemorrhage. 

If  a vaginal  examination  has  not  recently 
been  made,  nor  potential  infection  feared,  a 
cesarean  section  should  be  advised,  thereby 
both  mother  and  baby  should  be  saved,  under 
favorable  circumstances. 

In  case  you  have  a hemorrhage,  the  symp- 
toms of  placenta  previa  manifesting  itself  and 
you  are  not  prepared  to  perform  a cesarean 
section,  it  is  wise  to  pack  the  cervix  and  vagina 
tightly  with  gauze,  then  send  the  patient  to 
the  hospital,  or  wait  and  carefully  watch  for 
further  symptoms. 

It  is  my  practice  never  to  make  a bimanual 
examination  after  the  36th  week,  except  when 
necessary,  or  certain  complications  demand, 
and  at  time  of  labor,  and  only  then,  under  the 
most  thorough  antiseptic  precaution. 

In  the  latter  months  of  gestation  we  should 
in  a majority  of  cases,  be  able  to  make,  by 
abdominal  palpation,  a diagnosis  as  to  the 
presentation  and  position  of  the  fetus. 

Now,  suppose  we  have  a longitudinal  lie 
with  a vertex  presentation,  it  is  necessary  to 
determine,  if  possible,  definitely  the  position 
we  are  dealing  with. 

While  palpating  the  abdomen  in  a T.O.A. 
position  the  fetal  back  will  be  to  the  left  of 
the  median  line,  its  heart  sounds  wall  be  heard 
in  the  left  lower  quadrant,  either  high  or  low, 
depending  on  the  head  floating  above  the 
brim,  or  the  degree  of  pelvic  engagement, 
with  the  extremities  felt  on  the  right  of  the 
median  line  and  the  buttocks  in  the  fundus 
uteri. 

Suppose  w^e  hear  the  fetal  heart  sounds  in 
the  right  lower  quadrant,  some  distance  to 
the  left  of  the  anterior  superior  spine,  a ver- 
tex presentation,  the  round,  smooth  globular 
body,  the  back  of  the  head,  a little  to  the 
right  of  the  symphysis  pubis,  the  back  of  the 
fetus  to  the  right  of  the  median  line,  and  the 
extremities  to  the  left,  it  is  decided  that  the 
position  is  R.O.A. 

Again  w’e  find  the  whole  fetus  90"  further 
to  the  right,  the  fetal  heart  sounds  heard  in 
the  extreme  right  iliac  fossa,  or  possibly  in 
the  lumbar  region,  depending  on  the  head 
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being  engaged  or  floating,  the  anterior  ab- 
dominal wall  more  or  less  flat,  instead  of 
bulging,  as  in  the  right  or  left  occipito  anter- 
iors.  I'he  fetal  extremities  are  easily  pal- 
pable, through  a reasonably  thin  abdominal 
wall;  in  other  words,  you  will  And  little 
humps  here  and  there  in  front  of  the  body  of 
the  child  in  the  anterior  half  of  the  uterus, 
and  we  conclude  that  this  is  a R.O.P.  position. 

A transverse  presentation  is  determined  by 
the  lie  being  transverse  to  the  body  of  the 
mother  and  a bulging  of  the  head  and  but- 
tocks to  the  right  and  left  of  the  median  line, 
out  in  the  flanks  of  the  mother.  If  we  feel 
the  humps,  or  extremities,  of  the  fetus  be- 
neath the  anterior  abdominal  wall,  we  will 
flnd  the  scapula  posterior,  a diagnosis  of 
Sc.R.P.  or  Sc.L.P.,  and  vice  versa,  when  the 
back  is  to  the  front,  we  have  a Sc.L  or  R.  an- 
terior. When  the  back  is  anterior  we  should 
hear  the  fetal  heart  sounds  to  the  right  or 
left  of  the  linea  alba. 

I he  breech,  when  presenting,  is  usually 
slow  in  descending  into  the  pelvic  canal,  and 
when  a vaginal  examination  is  made  after  it 
is  well  engaged  the  soft  buttocks  can  usually 
be  differentiated  from  the  globular  mass,  the 
head,  which  can  be  palpated  in  the  fundus 
uteri. 

Multiple  pregnancies  are  rather  difficult  to 
determine  without  the  aid  of  the  x-ray.  But 
occasionally  two  fetal  hearts  can  be  located, 
and  the  outline  of  two  fetuses  may  be  pal- 
pated. The  writer  made  a diagnosis  of  mul- 
tiple pregnancy,  seven  months  ago,  not  on 
hearing  two  fetal  heart  sounds,  but  on  the 
enormous  size  of  the  patient’s  abdomen,  being 
144-  cm.  or  Inches  in  circumference,  de- 
tecting a large  quantity  of  amniotlc  fluid, 
along  with  a history  of  flve  sets  of  twins 
among  the  relatives,  on  both  sides  of  the 
family.  One  of  these  boys  weighed  9 and 
the  other  8 pounds. 

Polyhydramnios  is  often  associated  with 
multiple  pregnancy,  and  as  much  as  15  to  30 
liters  (4  to  8 gallons)  of  fluid  have  been  re- 
ported. When  a gravida  gains  more  than 
30  pounds  during  her  gestation  we  may  ex- 
pect some  abnormal  condition  is  developing. 


At  present,  in  the  Blueflelci  Prenatal  Clinic, 
we  hav^e  a patient  who  has  gained  52  pounds 
and  still,  from  her  history,  she  is  but  34 
weeks  pregnant. 

A diagnosis  of  polyhydramnios  is  all  that 
has  been  definitely  made  out  as  yet.  When 
the  patient  becomes  uncomfortable  in  these 
cases,  too  much  pressure  being  made  on  the 
heart  and  lungs,  it  is  advisable  to  puncture 
the  amniotic  sac,  through  the  cervical  canal, 
and  allow  some  of  the  fluid  to  escape  slowly. 
I have  seen  the  abdominal  and  uterine  walls 
punctured,  with  a large  trocar,  and  several 
liters  of  amniotic  fluid  allowed  to  run  out. 
This  operation  may  be  repeated  when 
thought  advisable,  to  give  the  patient  relief. 

Tumors  combined  with  pregnancy  should 
be  palpateci  while  we  are  making  the  periodic 
examinations,  in  the  early  months  of  gesta- 
tion. A few  may  be  mentioned:  the  sub- 
mucous, the  subserous  or  intramural  flbroma, 
the  ovarian  or  Intraligamentous  cysts,  etc. 

In  normal  pregnancy  of  a primigravida, 
we  rincJ  the  fetus  begins  to  descend  into  the 
pelvis  at  the  end  of  the  38th  week  of  gesta- 
tion. At  term,  labor  pains  come  on  rather 
slowly,  and  on  account  of  the  passenger  hav- 
ing to  dilate  the  passage  for  the  flrst  time, 
and  the  mother  not  accustomed  to,  or  well 
trained  in  this  procedure,  progress  of  the  de- 
livery is  more  or  less  slow,  making  the  dura- 
tion of  labor  from  16  to  20  hours;  the  flrst 
stage  from  12  to  14  hours,  the  second  stage 
from  6 to  8 hours,  and  the  third  stage  about 
30  minutes,  while  in  a multigravida  the  dura- 
tion of  labor  is  from  12  to  16  hours;  the  flrst 
stage  being  from  6 to  8 hours,  the  second 
stage  from  4 to  8 hours,  and  the  third  stage 
from  15  to  30  minutes. 

You  have  all  experienced  some  of  your 
labor  cases  terminating  in  two  or  three  hours, 
while  some  of  them  have  lasted  for  two  or 
three  days. 

Factors  favorable  to  natural  labor  are: 

(a)  A high  standard  of  general  health. 

(b)  Stable  nervous  st'stem  with  favorable  or 
co-operative  attitude. 

(c)  Normal  powers  of  propulsion.  [Primary 
and  secondary] . 
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(d)  A passenger  of  normal  size. 

(e)  A passage  of  normal  dimensions  and  char- 
acter. 

Mechanism  of  Normal  Labor:  Refers  to 
the  various  attitudes  and  positions  assumed  by 
the  child  during  its  passage  and  progress 
through  the  birth  canal  with  its  complete  ex- 
pulsion from  the  body  of  the  mother. 

Factors  concerned  in  normal  labor: 

(a)  Universal  flexion. 

(b)  Gradual  descent. 

(c)  Moulding  of  the  head. 

(d)  Internal  rotation. 

(e)  Extension. 

(f)  Restitution. 

(g)  External  rotation. 

(h)  Birth  of  remaining  portion  of  body. 

In  conducting  a normal  delivery,  especially 
in  a multigravida,  we  should  proceed  in  an 
aseptic  plan  of  watchful  waiting: — “The 
modified  Garden  of  Eden  Plan”,  and  inter- 
fere only  if  powers  of  the  mother  fail,  or  the 
presence  of  complications  threaten  the  wel- 
fare of  the  mother  or  the  baby,  or  both. 

While  delivering  a primigravida  with  the 
head  low  in  the  pelvis  or  on  the  perineum  for 
an  hour  and  a half  to  two  hours,  and  not 
making  any  progress,  it  seems  better  mater- 
nity practice  to  give  the  patient  ether,  do  an 
episiotomy  and  deliver  the  child  with  forceps, 
than  to  allow  it  to  remain  there  any  longer, 
with  the  pressure  of  the  uterine  and  abdom- 
inal muscles  from  above,  possibly  causing  in- 
tracranial damage,  as  hemorrhage,  destruction 
of  brain  tissue,  or  laceration  of  the  tentorium 
cerebelli,  which  manifests  itself  in  three  or 
four  days  to  a week,  or  more,  by  some  of  the 
following  symptoms: 

Restlessness,  crying,  refusing  of  food,  in- 
ability to  swallow,  twichlng  of  groups  of 
muscles,  of  one  whole  side,  or  general  tre- 
morsj  especially  of  the  lower  jaw,  signs  of 
local  irritation,  for  example: — chewing  or 
sucking  movements,  irregular  pupils,  nystag- 
mus, sharp,  high-pitched,  cramp-like  cry, 
coma,  cyanosis  of  the  lips.  Often  fever,  even 
103°  h',  rapid  and  irregular  respiration,  rapid 
pulse,  160  to  180,  prominent  tense  fon- 
tanels, convulsions,  rigidity  of  the  body,  then 


paralysis  with  cyanosis,  cessation  of  respira- 
tion, and  finally  of  the  heart  beat. 

While  taking  a post-graduate  course,  at 
Jefferson  Hospital,  Philadelphia  in  1928,  I 
saw  one  of  these  cases,  manifesting  some  of 
the  above  symptoms,  coming  on  after  a hard 
delivery,  and  forceps  were  not  used.  At 
autopsy  a tablespoonful  or  more  of  blood  was 
found  in  the  cerebellar  region. 

No  doubt,  a number  of  our  babies,  in  the 
past  have  died  from  intracranial  Injuries  un- 
recognized. 

In  suspected  intracranial  hemorrhage  a 
spinal  or  cisterna  puncture  should  be  made 
and  when  blood  is  found  in  the  fluid,  90  to 
100  c.c.  of  blood  is  withdrawn  from  the 
mother’s  vein,  citrated,  and  injected  into  the 
abdominal  cavity  of  the  baby.  This  has  a 
tendency  to  check  the  intracranial  hemorr- 
hage; when  the  symptoms  disappear  and  the 
babies  get  well  in  favorable  cases. 

It  is  my  custom  to  give  one  half  c.c.  of 
pituitary  extract  to  the  mother  at  the  end  of 
the  second  stage,  and  one  c.c.  of  ergot  aseptic, 
or  one  c.c.  of  gynergen,  which  contains  the 
tartaric  salt  of  ergotamine,  principal  alkaloid 
of  ergot,  is  given  to  the  mother  hypoderma- 
tically  at  the  end  of  the  third  stage.  Either 
or  both  of  these  are  repeated  in  a short  while 
if  there  is  much  uterine  bleeding  or  the 
uterus  does  not  contract  properly,  or  the 
uterus  shows  any  signs  of  remaining  flabby  in 
the  least. 

All  lacerations  of  the  perineum  are  re- 
paired, with  chromic  catgut,  before  or  imme- 
diately after  delivery  of  the  placenta: — No. 
2 suturing  the  muscles  and  No.  1 the  mucous 
membrane  and  skin.  , 

In  separating  the  child  from  the  mother, 
clamp  or  tie  the  cord  4 to  6 cm.  from  the 
baby’s  belly;  milk  the  blood  in  the  umbilical 
cord  with  your  thumb  and  index  finger,  8 to 
12  cm.  toward  the  placenta,  then  clamp  the 
cord,  with  a pair  of  hemostats,  in  this  emptied 
area,  cutting  the  umbilical  cord  between  the 
tie,  or  fist  clamp.  This  last  applied  hemo- 
stat  prevents  the  blood,  which  is  usually  en- 
gorged in  the  cord,  from  spurting  in  all  di- 
rections. On  two  occasions  at  the  maternity 
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department  of  the  Jefferson  Hospital,  Phila- 
delphia, 1 saw  the  superintendent  of  nurses 
get  her  spotless  white  uniform  bespattered 
with  blood,  when  the  cord  was  cut  in  the 
usual  way. 

The  placenta  usually  comes  away  without 
much  trouble.  A little  traction  on  the  cord, 
ten  to  thirty  minutes  after  the  end  of  the 
second  stage,  assists  greatly  in  its  expulsion. 
Teach  some  of  the  bystanders  to  grasp  the 
fundus  of  the  uterus,  and  see  that  the  fundus 
is  held,  with  a slight  pressure,  for  at  least 
one  hour  after  the  placenta  has  been  de- 
livered. 

When  the  placenta  is  retained  or  attached 
in  the  uterus  longer  than  an  hour,  be  certain 
you  are  not  dealing  with  a placenta  accreta, 
before  you  attempt  to  bring  it  away  manually. 
The  placenta  should  always  be  carefully  in- 
spected before  it  is  disposed  of. 

Practically  every  physician  drops  a few 
minims  of  a 1 % solution  of  nitrate  of  silver 
into  the  baby’s  eyes  right  after  it  is  born.  1 
don’t  think  there  is  any  advantage  in  using 
any  of  the  other  silver  preparations. 

It  matters  little  if  the  baby  is  greased  all 
over  with  olive  oil,  or  vaseline  and  wrapped 
in  a warm  blanket,  allowed  to  remain  un- 
washed for  a few  hours,  or  over  night,  or 
given  a good  bath,  and  dressed,  then  wrapped 
in  a warm  blanket  and  placed,  on  its  right 
side,  in  a crib,  or  in  bed  beside  the  mother, 
in  a comfortable  room. 

Post-Natal  Care 

The  perineum  should  receive  a pitcher 
douche  of  a one  percent  lysol  solution  every 
4 hours  during  the  day,  or  after  each  urina- 
tion and  bowel  movement.  The  perineal  pad 
should  not  be  worn  after  the  first  24  hours. 

If  the  temperature  of  the  patient  rises 
above  100.2°  F.  after  the  first  24  hours; 
especially  if  it  remains  that  high  or  higher 
for  two  consecutive  days,  one  should  look  for 
the  cause  of  the  morbidity. 

The  mother  should  be  given  a light  or 
semi-solid  diet  for  the  first  five  days,  after 
which  it  should  be  gradually  increased  to  a 
full  nourishing  meal  t.i.d. 

Feed  the  baby  by  placing  it  to  the  breast 


8 to  1 2 hours  after  birth.  Therefore,  until 
the  milk  comes  into  the  breasts,  the  infant 
nurses  every  8 hours,  and  then  every  3 hours, 
unless  it  is  frail,  when  it  is  fed  more  fre- 
quently, alternate  breasts  being  used.  If 
milk  is  slow  in  coming  into  the  breasts,  feed 
the  baby  cow’s  milk,  one  tablespoonful  of 
milk  combined  with  2 tablespoonfuls  of 
water,  boiled  for  one  minute. 

The  patients  are  instructed  to  sponge  the 
nipples  with  boric  acid  solution  before  and 
after  each  nursing. 

Make  daily  postpartum  calls  for  the  first 
five  or  six  days,  then  every  other  day  until 
the  patient  is  allowed  out  of  bed.  The 
mother  is  examined  on  the  10th  to  the  14th 
day,  at  her  home,  or  4 to  6 weeks  thereafter, 
at  the  office,  as  follows: — General  appear- 
ance: breasts,  nipples,  gland  tissue,  lactation. 
Abdomen  for  hernia,  diastasis,  consistency  of 
muscles,  etc.  Pelvic  examinations:  Vulva, 
introitus,  urethra,  Skene’s  glands  and  Bartho- 
lin’s glands. 

Perineum  (Laceration  of  present  labor. 

(Lacerations  of  previous  labors. 

(Episiotomy. 


(Faulty  union. 

Results  of  repairs  (P'air  union. 

(P'irm  union. 


Vagina  (Cystocele. 

( Rectocele. 


Discharge  (Amount 
(Character 


Pelvic  Floor  (Firm.  Condition  of  (Right. 

( Relaxed  levators.  (Left. 

Sphincter  Ani  and  Cervix. 

Uterus;  Consistence,  height  of  fundus  above  the 
pubis,  position  and  mobility. 

The  Adenxa,  if  palpable,  and  any  abnormalities 
found. 


Summary: 

1.  Examine  patients  thoroughly  at  first  visit. 

2.  Make  periodic  prenatal  examinations. 

3.  Make  diagnosis  as  to  presentation  and  posi- 
tion by  abdominal  palpation. 

4.  Diagnose  the  location  of  the  placenta  in 
utero. 

5.  Give  the  patient  postnatal  care,  which  is 
almost  as  important  as  prenatal  care. 
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THE  CAUSES  AND  TREATMENT  OF  UTERINE  BLEEDING* 


‘By  Wm.  Neill,  Jr.,  M.  D.,  F.  A.  C.  S. 
Baltimore,  Md. 


J_Jemorrhage  at  the  Menarche:  The 

onset  of  menstruation  in  young  girls  is 
occasionally,  and  without  demonstrable  rea- 
son, excessive,  amounting  at  times  to  a pro- 
tracted menorrhagia.  Hemorrhage  at  the 
menarche  is  one  of  the  most  puzzling  prob- 
lems with  which  either  the  general  practi- 
tioner or  gynecologist  has  to  deal,  one  diffi- 
culty being  that  the  condition  lies  in  the  geni- 
tal sphere  of  a young  woman,  where  there  is 
a natural  objection  to  the  first  pelvic  exam- 
ination. The  cause  is  evidently  endocrine 
dysfunction  incident  to  the  inauguration  of 
menstruation  or  to  some  obscure  factor  diffi- 
cult to  assign  to  any  pathological  entity.  For- 
tunately in  the  vast  majority  the  tendency  is 
towards  self-correction  under  appropriate 
hygiene  and  medical  care  and  for  this  reason 
any  direct  gynecological  intervention  should 
be  withheld  as  long  as  seems  wise. 

As  a preliminary  to  treatment  a careful 
antecedent  history,  physical  examination  and 
blood  study  to  determine  the  amount  of 
anemia  are  indispensable.  Relative  to  this 
condition  we  frequently  find  some  definite 
hidden  infection  in  the  nose,  nasopharynx, 
teeth  or  tonsils  to  be  corrected.  The  condi- 
tion of  the  thyroid  gland  should  be  borne  in 
mind  and  also  any  general  constitutional  dis- 
order, such  as  tuberculosis,  Hodgkins  disease, 
primary  anemia  or  malnutrition.  After  a 
thorough  course  of  rest,  general  hygiene  and 
proper  nourishment  have  failed,  this  recalci- 
trant group,  which  I am  glad  to  say  is  small, 
must  be  considered  from  a gynecological 
standpoint. 

I lere,  an  examination,  always  under  gas 
anesthesia  should  be  made,  definitely  to  de- 
termine any  local  pelvic  disease;  finding 
none,  we  are  justified  in  limiting  treatment 
to  a dilatation  and  curettage,  continuing  with 
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the  medical  care.  Where  this  proves  to  be 
no  more  than  temporarily  effective  we  still 
have  other  recourse  than  more  drastic  sur- 
gery, which  has  had  to  be  done  in  the  past, 
such  as  repeated  curettage,  suspension  of  the 
uterus  and  even  hysterectomy. 

For  the  past  twenty  years  in  a small  group 
we  have  resorted  to  the  use  of  radium.  Let 
me  introduce  this  with  a word  of  caution  since, 
if  improperly  administered  and  in  too  great 
dosage,  it  is  just  as  capable  of  permanently 
stopping  menstruation  as  double  ovariotomy. 
Over  these  years  our  entire  group  of  young 
women  treated  with  radium  for  uncontrolled 
adolescent  bleeding  comprises  only  thirty; 
twenty-four  of  these  had  previously  under- 
gone from  one  to  four  dilatations  and  curet- 
tages, while  six  had  had  uterine  suspension, 
without  lasting  benefit.  The  radium  treat- 
ment is  given  by  the  intrauterine  route,  under 
gas  anesthesia.  The  modus  operandi  by 
which  radium  controls  menorrhagia  is  not 
understood;  it  undoubtedly  is  due  to  a direct 
action  on  the  ovarian  follicles,  preventing 
ovulation,  as  well  as  upon  the  blood  vessels 
of  the  endometrium. 

Summary:  Only  patients  in  this  group 

not  helped  by  customary  methods  of  treat- 
ment should  be  accepted  for  Irradiation  and 
then  only  when  health  is  threatened  from 
hemorrhage.  There  has  been  no  impair- 
ment to  health  in  any  way  attributable  to 
radium  treatment.  A wide  experience  with 
radium  is  necessary  before  one  is  justified  in 
using  this  agent  in  the  treatment  of  adolescent 
bleeding.  I am  sure  the  medical  profession 
has  long  since  given  up  the  hope  of  finding 
a regulative  drug  for  this  condition  and, 
while  it  is  possible  that  in  the  near  future 
some  hormone  will  be  developed,  up  to  the 
present  time  it  has  not  been  discovered. 

Menopausal  Hemorrhage:  In  older 

women  the  end  of  the  reproductive  function 
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occurs  at  a more  or  less  definite  period  called 
the  menopause  or  climacteric  which  begins  at 
about  forty  years  but  varies  in  individuals  and 
races.  Local  and  general  signs  normally 
characterize  this  period,  the  local  being  con- 
fined to  manifest  retrogressive  changes  in  the 
reproducti\’e  organs  and  the  glands  of  inter- 
nal secretion,  while  functional  disturbances 
affecting  the  general  organism  are  flushes 
with  alternating  heat  and  cold.  Increased  ner- 
vousness, indigestion  and  a variety  of  psychic 
disorders,  the  vaso-motor  derangements  being 
the  most  important. 

As  a rule  the  menopausal  period  runs  its 
normal  course  from  one  to  several  years  with- 
out excessive  hemorrhage  or  exaggerated 
symptoms.  Most  w'omen  pass  through  this 
epoch  and  its  irregularities  needing  as  treat- 
ment only  rest  during  the  continuance  of  the 
bleeding.  The  intervals  of  the  bleeding  tend 
to  become  longer  and  menstruation  less  pro- 
fuse. Excluding  the  pathological  lesions, 
that  will  cause  excessive  bleeding  at  this  time, 
such  as  polypi,  myomata,  inflammatory  condi- 
tions and  malignant  disease,  the  cause,  in  the 
absence  of  a definite  demonstrable  lesion,  is 
unknown.  Among  the  theories  suggested  are 
unequal  ov'arian  activity,  fibrosis  of  the  endo- 
metrium, arteriosclerosis  of  the  uterine  ves- 
sels, or  faulty  internal  secretion.  In  a small 
but  definite  residual  group  the  bleeding  is 
often  so  excessive  and  intractable  as  to  pro- 
voke grave  systemic  disturbance.  The  patient 
loses  her  health  and  maybe  even  life  itself 
when  the  loss  of  blood  is  so  severe  that  the 
hematopoietic  organs  become  impaired  to  the 
extent  of  fatal  aplastic  anemia. 

The  accepted  method  of  treating  such 
severe  hemorrhage  until  recent  years  has  been 
necessarily  surgical.  A thorough  dilatation 
and  curettage,  with  the  accompanying  medical 
care,  often  effected  a cure,  but,  failing  in 
this,  we  were  too  often  forced  to  extirpative 
measures.  It  is  in  behalf  of  this  group  that 
I speak  for  a better  treatment  in  the  use  of 
radium.  Radium  therapy  answers  all  re- 
quirements for  perfect  relief,  reducing  the 
risk  of  treatment  to  that  of  curettage.  Here 
the  object  is  permanently  to  stop  menstrua- 


tion and  bring  on  the  artificial  menopause, 
w'hich  is  contrary  to  the  treatment  given  the 
younger  women,  where  it  is  so  essential  that 
menstruation  be  preserved.  A careful  his- 
tory, physical  examination  and  blood  study 
are  indispensable.  Cases  presenting  evidence 
of  acute  pelvic  inflammatory  disease  should 
not  be  accepted  for  treatment  until  this  has 
subsided.  The  treatment  which  we  might 
now  call  a specific  in  this  condition  is  best 
given  within  the  uterus.  Prior  to  treatment 
the  patient  is  examined  under  gas  anesthesia 
and  a thorough  dilatation  and  curettage  done. 
Immediate  examination  of  the  tissue  under 
the  microscope  rules  out  malignancy  and  if 
a submucous  fibroid  is  present,  it  can  be 
twisted  off  and  removed  at  this  time.  One 
application  is  usually  sufficient;  there  is  no 
risk  and  it  is  indicated  in  all  cases  where  there 
has  been  no  response  to  the  customary 
methods  of  treatment. 

In  an  experience  embracing  1500  intra- 
uterine applications,  not  only  in  the  type 
under  discussion,  but  in  uterine  fibroids  as 
well,  I have  never  seen  a malignant  condition 
as  a direct  sequel,  nor  am  I aware  of  any 
authentic  case.  The  patient  is  kept  in  the  hos- 
pital from  two  to  four  days  and  then  allowed 
to  go  home,  if  she  lives  nearby,  to  rest  in  bed 
another  week.  The  worst  discomforts  are 
nausea,  malaise  and  occasional  uterine  cramps, 
rarely  persisting  beyond  24  to  48  hours. 
Those  who  are  exceptionally  anemic  naturally 
remain  much  longer,  receiving  blood  trans- 
fusions and  any  other  care  indicated  at  the 
time. 

Summary:  With  a single  treatment  a 

complete  cessation  of  the  hemorrhage  can  be 
effected.  The  local  and  general  symptoms 
are  usually  of  a shorter  duration  and  less  pro- 
nounced than  in  the  unprovoked  menopause. 
There  is  an  invariable  Improvement  in 
health,  and  feeling  of  betterment. 

Benign  Uterine  Fibroids:  Uterine  fibroids 
are  the  most  common  of  all  pelvic  tumors, 
possessing  striking  characteristics,  and  may 
cause  no  symptoms  at  all,  or  produce  a multi- 
tude of  complaints.  They  are  more  common 
after  40  and  vary  in  size  and  rapidity  of 
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growth.  The  large  abdominal  tumors  rarely 
cause  the  excessive  hemorrhage  met  with  in 
the  smaller  type.  Fibroids  are  prone  to  pro- 
long menstruation  and  delay  the  menopause 
but  when  the  latter  is  established  there  is  a 
tendency  for  them  to  cease  growing  and  de- 
crease in  size.  They  are  more  common  in 
the  colored  race.  Sarcomatous  degenera- 
tion, exceedingly  rare,  is  incurable  by  any 
method  of  treatment,  while  malignant 
changes  of  the  endometrium  and  cervix  are 
not  uncommon  but  of  no  greater  frequency 
than  in  the  normal  uteri.  Originally  all  ab- 
dominal operations  for  fibroid  tumors  were 
done  through  error  in  diagnosis,  and  it  was 
the  custom  in  this  early  time  upon  opening 
the  abdomen,  following  a diagnosis  of  ovar- 
ian tumor,  and  finding  instead  a fibroid  of 
the  uterus,  to  abandon  the  operation  because 
of  the  belief  that  such  tumors  were  inoper- 
able. The  first  to  have  the  courage  to  re- 
move the  uterus  was  Charles  Clay  of  Man- 
chester, England  in  1843,  just  34  years  after 
McDowell’s  first  ovariotomy,  from  which  all 
abdominal  surgery  had  its  origin.  This 
patient  died  of  post-operative  hemorrhage,  as 
did  his  second,  operated  upon  one  year  later. 
The  first  deliberate  hysterectomy,  with  a cor- 
rect pre-operative  diagnosis,  was  performed 
in  this  country  by  Kimball  of  Lowell,  Mass, 
in  1853.  Lawson  Tait,  in  1872,  advocated 
the  removal  of  the  ovaries  alone  as  the  op- 
eration for  fibroids,  noting  that  these  tumors 
often  decreased  in  size  after  the  menopause. 
The  electrical  treatment  of  the  French  school 
which  proved  unsuccessful,  was  not  adopted  in 
this  country.  So,  from  the  beginning,  the 
types  of  treatment  for  uterine  fibroid  have 
been  many  and  varied.  Among  the  pallia- 
tive measures  known  to  all  are  the  drugs 
ergot,  stypticin,  calcium  lactate,  ovarian  ex- 
tracts and  various  glandular  preparations,  as 
well  as  hygiene,  rest  in  bed,  cold  to  the  abdo- 
men, with  minor  surgical  procedures,  such  as 
curettage  and  local  applications  to  the  endo- 
metrium. Expectant  drug  therapy  no  doubt 
has  been  the  indirect  cause  of  death  to  no 
small  number  of  women  through  the  antici- 
pation of  its  stopping  the  bleeding,  the  patient 


in  the  meantime  dying  of  hemorrhage.  Thus 
the  only  effective  method  of  treatment  of 
such  tumors  from  early  days  up  until  the  past 
tw'o  decades  was  surgical  removal,  and  the 
operation  in  experienced  hands  has  become 
one  of  the  safest  of  our  major  surgical  pro- 
cedures. 

During  the  past  1 5 years  radiation  has  been 
used  by  the  gynecologist  in  the  treatment  of 
fibroids  with  success,  the  favorable  results  in- 
creasing pari  passu  with  the  proper  selection 
of  cases  and  perfection  of  technique.  The  in- 
dications for  treatment  of  fibroids  depend 
upon  the  general  condition  of  the  patient  and 
the  symptoms  presented,  following  an  ac- 
curate diagnosis,  including  always  a diagnos- 
tic curettage  with  immediate  microscopic  ex- 
amination. We  have  today  the  choice  of  one 
of  the  following  plans:  1)  let  alone  and 

observe  5 2)  operate  and  remove  j 3)  radiate. 
The  “let  alone  and  observe”  plan,  as  yet  not 
often  recommended  by  physicians  at  large,  is, 
I believe,  the  best  in  many  instances.  Where 
there  is  no  obvious  disturbance  to  health,  in- 
terference is  unnecessary  except  for  occa- 
sional observation.  The  second  choice,  “oper- 
ate and  remove”,  is  indicated  in  the  following 
types:  1)  large  tumors  and  those  of  rapid 
growth  j here  there  is  always  an  uncertainty 
of  diagnosis  without  exploratory  incision;  2) 
large  tumors  associated  w’ith  pain;  3)  tumors 
accompanied  by  pelvic  inflammatory  or  any 
w'ell-defined  lateral  disease;  4)  all  tumors 
accompanied  by  malignancy  of  the  uterine 
body  or  cervix;  5)  impacted  tumors,  mark- 
edly interfering  with  urinary  function;  6) 
calcified  tumors  causing  symptoms;  7)  where 
there  is  reasonable  doubt  as  to  the  exact  diag- 
nosis. Myomectomy  is  limited  in  its  execu- 
tion to  a single  or  several  definitely  isolated 
tumors;  this  operation  is  not  always  satisfac- 
tory but  is  to  be  considered  in  the  child- 
bearing period.  The  third  choice,  “radiate”, 
1 believe  is  indicated  1)  in  all  uncomplicated 
tumors  with  hemorrhage,  reaching  as  high  as 
the  umbilicus;  2)  in  all  of  the  operative 
group  where  the  patient  is  not  a good  surgical 
subject.  It  will  accomplish  the  following: 
Control  hemorrhage  and  check  menstrua- 
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tion;  reduce  the  size  of  the  tumor  and  in  the 
majority  of  instances  cause  its  complete  dis- 
appearance. It  is  exceptional  for  fibroids  to 
decrease  in  size  without  cessation  of  menstrua- 
tion and  therefore  in  using  radium  it  is  neces- 
sary to  bring  on  a complete  amenorrhea  in 
order  to  secure  a satisfactory  result.  An  ac- 
curate pre-treatment  diagnosis  is  more  im- 
portant when  radiation  is  considered  than 
operation.  A submucous  fibroid  or  intra- 
uterine polyp  should  be  removed  at  the  time 
of  the  treatment  which  is  given  by  the  intro- 
duction of  radium  directly  into  the  uterine 
canal.  One  treatment  is  usually  sufficient 
and  the  patient  is  kept  in  the  hospital  three 
or  four  days  and  if  she  lives  nearby,  returns 
home  for  two  or  three  weeks  in  bed.  The 
worst  discomforts  are  nausea,  malaise,  uterine 
cramps,  slight  elevation  of  fever,  rarely  last- 
ing over  48  hours.  When  hemorrhage  has 
persisted  for  a protracted  period,  prolonged 
hospital  treatment  is  necessary,  with  blood 
transfusions  just  as  when  a hysterectomy  is 
to  be  done.  The  same  symptoms  occur  as 
with  the  normal  menopause  and  in  the  vast 
majority  are  less  pronounced  than  in  the 
normal  cessation. 

Summary:  It  is  obvious  from  what  has 

been  said  that  there  are  definite  fields  for 
operation,  radiation  and  let  alone.  There  is 
too  much  interference  with  fibroid  tumors  on 
insufficient  indication.  Each  should  be  given 
most  careful  consideration  and  the  method 
followed  which  seems  logically  to  meet  the 
necessity  of  the  individual  case.  The  absence 
of  mortality  and  the  greatly  lessened  eco- 
nomic disablement,  particularly  in  those  who 
must  work  for  a living,  favors  radiation  as 
first  choice. 

Carcinoma  of  the  Uterine  Fundus:  Malig- 
nant changes  within  the  uterine  body  with 
few  exceptions  are  adenocarcinoma,  origin- 
ating in  the  endometrium.  Other  growths 
than  the  rare  sarcomata  are  usually  a direct 
extension  from  the  cervix  or  adjacent  viscera. 
The  disease  is  rarer  than  cervical  cancer, 
grows  more  slowly  and  tends  to  remain  re- 
stricted to  its  primary  corporal  origin.  The 
ratio  in  our  clinic  is  one  carcinoma  of  the  body 


to  fourteen  carcinomata  of  the  cervix.  It  is 
an  affliction  of  later  life  and  the  cause,  as  in 
cancer  elsewhere,  is  unknown.  There  are  no 
definite  statistics  as  to  the  influence  of  race  in 
this  type  of  cancer.  It  is  seldom  found  in 
the  full-blooded  American  Indian,  while  in 
the  Mongolian,  pelvic  cancer  is  common.  In 
the  negroes  it  is  exceedingly  rare,  while  cer- 
vical cancer  is  more  common  among  the 
negroes  than  the  white  race.  Among  the 
Jews,  who  usually  bear  many  children,  it  is 
rare  to  encounter  a cervical  carcinoma,  while 
cancer  of  the  body  occurs  with  the  same  fre- 
quency as  among  the  Gentiles.  Contrary  to 
the  general  belief  that  myoma  is  often  asso- 
ciated with  body  cancer,  we  find  but  12  in  a 
series  of  1000. 

In  the  early  development  of  adenocarci- 
noma of  the  body  of  the  uterus  the  predomin- 
ant symptoms  are  leucorrhoea  and  bleeding. 
Severe  hemorrhages,  as  encountered  in  benign 
fibroids,  are  rare.  Similar  signs  are  common 
to  a variety  of  benign  diseases.  An  accurate 
diagnosis  is  easily  made  by  due  attention  to 
the  history,  coupled  with  a physical  explora- 
tion. It  is  impossible  to  place  too  much  em- 
phasis on  the  importance  of  early  curettage 
and  microscopic  study  of  tissue.  If  a path- 
ological laboratory  is  not  available  in  this  sec- 
tion, we  would  be  glad  to  make  these  exam- 
inations in  Baltimore  for  a small  charge  and, 
if  the  patient  is  poor  and  the  doctor  himself 
makes  no  charge,  do  so  without  cost,  by  re- 
ceiving the  specimen  in  a wide-mouthed 
bottle,  preserved  in  10%  formalin  solution 
and  carefully  labelled. 

When  the  disease  is  limited  to  the  uterus 
there  are  two  possible  methods  of  successful 
treatment:  1)  radical  operation j 2)  radia- 

tion. Operation  is  safe  and  satisfactory  in 
the  majority  and  recommended  in  the  absence 
of  any  well-defined  contraindication.  In  those 
patients  where  operation  is  impossible,  due 
to  some  grave  constitutional  complication, 
there  is  a definite  possibility  of  cure  by  radia- 
tion, and  in  this  group  where  we  have  treated 
by  radium  alone  we  have  found  our  cure  rate 
equal  to  that  previously  obtained  by  surgery, 
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although  we  still  advise  operation  when  there 
is  no  contraindication. 

Summary:  With  uterine  body  cancer,  as 

with  malignancy  elsewhere,  the  greatest  hope 
for  cure  lies  in  early  diagnosis.  In  early 
cases  we  still  recommend  surgical  removal 
and  in  the  inoperable  radiation  offers  distinct 
palliation  and  even  an  occasional  cure. 

Carcinoma  of  the  Cervix:  The  essential 

factor  for  laymen,  as  well  as  physicians,  is 
that  cancer  arising  in  any  region  of  the  body 
is  primarily  a local  disease  and  curable  if  re- 
moved while  in  this  stage.  This  applies  es- 
pecially to  cancer  of  the  cervix.  Watery  and 
bloody  vaginal  discharges  are  associated  with 
the  idea  of  malignancy,  not  only  in  the  minds 
of  most  doctors  but  of  most  women.  In  spite 
of  this  and  also  of  the  knowledge  that  the 
hopeful  time  to  treat  cancer  is  in  its  incipiency, 
it  is  nevertheless  true  that  as  yet  a large  pro- 
portion of  these  patients  come  first  for  help 
in  the  advanced  stages  of  the  disease.  In  spite 
of  the  vast  propaganda  carried  on  by  the  lay 
press  and  magazines,  as  well  as  by  medical 
associations,  there  has  been  but  little  improve- 
ment in  the  number  of  women  consulting 
their  physicians  when  the  disease  is  still 
limited  to  the  cervix.  This  is  one  of  the  most 
deplorable  situations  that  we  have  to  face  in 
medicine,  for  cancer,  one  of  the  most  readily 
curable  of  all  chronic  diseases  in  its  early 
stage,  is  rarely  seen  before  it  has  passed  be- 
yond the  local  growth. 

As  is  true  of  malignant  growths  elsewhere, 
cancer  of  the  cervix  is  most  common  after  40 
years  of  age.  This  well-recognized  age 
period,  however,  should  not  prevent  us  from 
being  suspicious  of  cancer  of  the  cervix  at  all 
times  when  a patient  complains  of  irregular 
bleeding  and  discharge,  as  quite  frequently 
we  meet  with  cancer  of  the  cervix  in  patients 
much  younger.  The  youngest  case  1 have 
personally  seen  was  in  a young  girl  fourteen 
years  of  age  who  consulted  me  with  a most 
extensive  growth;  she  lived  only  a short  time, 
as  nothing  could  be  done. 

The  most  important  aspect  in  regard  to 
the  treatment  of  carcinoma  of  the  cervix  is 


early  diagnosis.  After  introducing  the  ex- 
amining finger  into  the  vaginal  cavity  and 
finding  an  obviously  bleeding  friable  cervix, 
we  can  at  once  be  fairly  certain  of  cancer.  Not 
in  any  way  to  confuse  it  w'ith  a sloughing 
uterine  polyp,  a small  clipping  should  be 
taken  for  microscopic  study.  We  know'  that 
other  conditions  affect  the  cervix  and  might 
be  mistaken  for  cancer,  such  as  erosion,  tuber- 
culosis, syphilis,  sarcoma  and  various  types  of 
polypi.  If  the  patient  is  fat  and  resistant, 
or  any  doubt  arises,  it  is  essential  to  give  an 
anesthetic  to  secure  complete  relaxation  for 
examination.  My  ow'n  personal  position  as 
to  treatment  of  carcinoma  of  the  cervix  is  as 
follows:  Surgical  removal,  even  in  very 

early  cases,  has  a high  operative  mortality, 
variously  estimated  from  12  to  18%,  but  a 
substantial  cure  rate.  In  moderate  involve- 
ment of  the  parametria  and  vaginal  w'all  the 
mortality  rate  is  increased  and  the  permanent 
cure  rate  markedly  decreased.  In  w'ide  para- 
metrial  involvement  the  mortality  is  neces- 
sarily much  higher  and  a cure  unknow'n.  With 
radium  there  is  no  mortality.  In  early  cases 
the  cure  rate  in  our  clinic  in  over  1200  is 
52%,  while  the  best  statistics  obtainable  from 
surgery  show  32%.  In  the  borderline  cases 
treated  with  radium  the  cure  rate  compares 
with  the  surgical  cures  in  the  early  group,  i.e., 
31%.  In  the  totally  inoperable  cases,  w'herc 
a percentage  of  1 % would  be  welcome  by  any 
form  of  treatment,  the  radium  cure  is  9%. 
In  a hitherto  hopeless  group,  namely  the 
recurrent,  post-operative  cancers  of  the  cer- 
vix, we  have  obtained  a permanent  cure  rate 
of  10'/  . Where  the  disease  is  far  advanced, 
with  obvious  widespread  metastasis,  there  are 
no  clinical  nor  permanent  cures  but  palliation 
and  relief  of  hemorrhage  and  pain  can  often 
be  obtained  by  radiation. 

The  treatment  w'ith  radium  is  given  by  a 
direct  topical  application  to  the  growth  itself, 
as  well  as  inserting  tubes  in  tandem  through- 
out the  length  of  the  cervical  canal,  together 
W'ith  thorough  x-ray  about  the  peK'is.  I he 
immediate  effects  of  the  treatment  are  nausea, 
general  malaise  and  elevation  of  temperature, 
usually  lasting  from  three  or  four  days  to  a 
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week.  Fortunately  the  vaginal  mucosa  toler- 
ates radium  effects  to  a high  degree,  but  the 
rectum  is  quite  ray  sensitive  and,  due  to  its 
close  proximity  to  the  cervix  where  the  ra- 
dium is  applied,  distressing  symptoms  of 
proctitis  are  difficult  to  avoid  and  when  pres- 
ent may  persist  for  three  or  four  weeks. 

Sum})ia)-y:  The  hope  of  cure  lies  in  an 

early  diagnosis.  Symptoms  from  carcinoma 
should  not  be  confused  with  the  menopause. 
Insist  on  a vaginal  examination.  In  the  early, 
definitely  operable  cases,  with  the  disease 


limited  entirely  to  the  cervix,  either  radium 
or  surgery  is  justifiable.  In  any  group  be- 
yond this  point  I feel  that  surgery  is  out  of 
the  question  from  the  standpoint  of  many 
cures.  In  a large  personal  experience  with 
both  surgery  and  radium  treatment  I have 
come  to  the  conclusion  that  I will  never  again 
operate  on  any  patient  for  carcinoma  of  the 
cervix.  I have  not  performed  this  operation 
in  the  last  five  years  and  feel  that  all  have  a 
better  chance  for  temporary  or  permanent 
relief  through  radiation  alone. 


SOME  TRENDS  IN  MEDICAL  ECONOMICS* 


'By  R.  G.  Leland,  M.  D. 

Director,  Bureau  of  Medical  Economics,  American  Medical  Association 


* ^^^apital,”  as  the  term  is  used  in  the  eco- 
nomics of  modern  industry,  is  an  in- 
vestment with  the  expectation  of  a financial 
return,  through  hiring  laborers  and  organiz- 
ing and  managing  a financially  profitable  in- 
dustry. Upon  this  use  of  the  word  has  been 
built  the  elaborate  theories  of  economics,  the 
implications  of  which  can  only  with  great 
difficulty  be  disassociated  from  the  word.  It 
naturally  follows  that  most  of  those  who  use 
this  term  in  discussing  medicine,  instead  of 
avoiding  these  implications  accept  them,  and 
reason  as  if  the  use  of  the  word  necessarily 
gave  these  economic  theories  full  validity  in 
the  field  of  medicine. 

The  existence  of  office  and  laboratory 
equipment,  scientific  instruments,  library, 
automobile,  telephone,  etc.,  in  which  a mod- 
ern physician  must  invest  properly  to  conduct 
his  practice,  involves  none  of  the  relations, 
functions  or  implications  which  accompany 
the  ownership  of  “capital”  in  the  industrial 
sense.  The  physician’s  equipment  is  intensely 
personal  to  him  in  ownership  and  operation, 
whereas  it  is  just  the  complete  absence  of  any 
personal  relation  or  ownership  between  in- 
dustrial capital  and  those  who  use  it  that  is 
most  characteristic  of  the  present  system  of 

*Read  before  West  Virginia  State  Medical  Association.  Charleston. 
May  24.  1933. 


industry.  Nor,  as  some  writers  have  attempted 
to  show,  is  the  individual  practicing  physician 
in  the  outgrown  “household  stage”  of  in- 
dustry, from  which  he  is  inevitably  destined 
to  evolve,  according  to  the  pattern  of  in- 
dustry, into  the  “domestic”  and  ultimately 
to  the  “factory”  stage  of  mass  production. 
He  is  not  “producing”  for  his  own  family, 
nor  sending  out  goods  into  a market  whose 
inevitable  growth  to  national,  or  even  world 
extent  compels  him  continuously  to  expand. 

This  confusion  is  increased  when  the  cost 
of  his  education  is  added  to  the  physician’s 
“capital”  account.  There  is  logic  in  insisting 
that  this  expense  be  considered  in  determining 
the  cost  of  preparation  for  the  profession  and 
thereby  constituting  an  economic  check  on  the 
supply  of  physicians,  with  whatever  effect 
that  will  have  on  Incomes.  This  is  some- 
thing wholly  different  from  classifying  such 
costs  as  “capital”  upon  which  the  current  rate 
of  interest  must  be  paid  if  the  “firm”  is  to 
continue  in  business. 

It  is  the  personal  character  of  the  physi- 
cian’s investment  which  is  significant.  The 
owner  of  stocks  and  bonds  usually  never  sees 
the  property  to  which  he  has  title.  It  may 
be  on  the  other  side  of  the  world.  He  buys 
or  sells  it  with  no  effect,  other  than  financial, 
upon  his  life. 
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The  physician’s  investment  in  education 
and  training  is  a vital  part  of  his  life.  Its 
attainment  and  possession  affords  him  satis- 
factions entirely  apart  from  its  income  pro- 
ducing qualities.  He  cannot  buy  or  sell  it 
in  any  market  apart  from  himself.  If  it  is 
outgrown  or  rendered  “obsolescent”  he  can- 
not rid  himself  of  it  by  “writing  it  off”  some 
balance  sheet.  Because  it  cannot  be  used  by 
anyone  else  it  lacks  the  characteristic  quality 
of  industrial  capital — it  cannot  compel  the 
labor  of  others. 

The  real  medical  capital,  consisting  of  ac- 
cumulated knowledge,  is  stored  in  the  minds, 
ideals  and  traditions  and  in  the  publications  of 
the  medical  profession  and  is  shared  freely 
with  the  public  through  universities,  journals, 
discussions,  the  public  press,  radio  and  in- 
dividual consultations.  This  capital  cannot  be 
monopolized  for  profit.  It  does  not  fit  into 
the  capital  concept  of  industrial  economies, 
yet  it  is  the  greatest  asset  of  the  profession. 
Without  it  all  physical  capital  would  be 
worthless. 

This  widening  and  deepening  stream  of 
knowledge  has  followed  no  fixed  course.  It 
has,  unlike  industry,  established  no  definite 
pattern  of  evolution.  Some  of  the  great 
medical  discoveries  came  through  the  use  of 
elaborate  and  extensive  equipment.  Others, 
equally  great,  were  the  achievements  of  lone 
workers,  with  almost  no  equipment.  Many 
searchers  for  new  contributions  sacrificed  their 
lives  in  the  struggle. 

The  dominance  of  the  “professional 
knowledge  capital”  is  of  primary  importance 
in  the  development  of  any  program  of  furn- 
ishing medical  service,  including  hospital 
care.  Unless  this  immaterial  “capital”  main- 
tains its  dominance  over  the  physical  capital 
in  any  such  program,  the  service  itself  suffers. 
The  physical  capital  must  remain  the  instru- 
ment wielded  by  the  personal  skill  and 
knowledge. 

Notwithstanding  this  personal  element  in 
the  practice  of  medicine,  there  are  certain 
commercial  organizers  and  promoters  and 
others  who,  sensing  the  universal  Importance 
of,  and  necessity  for,  medical  care  and  utiliz- 


ing the  popular  discussion  about  the  costs  of 
medical  care  are  developing  mass  production 
schemes  out  of  which  they  may  derive  a 
profit.  Most  of  these  schemes  are  too  well 
known  to  need  any  description  at  this  time. 

It  is  significant  that  this  attempt  to  capture 
and  commercialize  the  professions  by  the  use 
of  mass  production  methods  in  the  marketing 
of  medical  and  hospital  care  should  appear 
just  when  industry  and  business  are  endeavor- 
ing to  incorporate  into  their  methods  some  of 
the  characteristics  of  the  professions.  At  the 
present  moment,  efforts  to  “professionalize 
business  are  being  directed  by  trade  associa- 
tions, legislation  and  a host  of  semi-public 
bodies  and  interested  individuals  in  an  effort 
to  restrain  some  of  the  excesses  of  business. 

The  claims  of  organizers  and  promoters 
that  only  those  trained  in  commercial  organ- 
ization and  promotion  can  efficiently  and  eco- 
nomically market  medical  service  under  these 
new  proposals  is  entirely  unconvincing  when 
one  examines  similar  endeavors  abroad.  In 
England  there  are  today  between  5,000,000 
and  6,000,000  contributors  to  voluntary  hos- 
pitalization plans.  The  cost  of  administra- 
tion in  these  plans  varies  from  3%  to  10%. 
There  are  no  paid  high  pressure  salesmen 
who  depend  upon  volume,  clever  sales  talks, 
misrepresentation,  underbidding  and  perhaps 
coercion  in  some  Instances,  for  their  commis- 
sions. Nor  is  it  by  any  means  Impossible  to 
cite  instances  in  the  LInited  States  in  which 
civic  and  relief  projects  are  being  maintained 
with  creditable  success  by  thousands  of  indiv- 
iduals whose  primary  motive  is  not  personal 
financial  gain. 

The  motive  which  underlies  a project  is 
one  factor — which  often  insures  success  or 
failure.  It  has  never  been  shown  that  the 
introduction  of  commercialism  in  medicine 
accomplishes  the  highest  ideals  of  the  medical 
profession.  On  the  other  hand,  commercial- 
ism usually  means  a deterioration  of  medical 
services  and  a disruption  of  the  medical  pro- 
fession; either  of  these  results  are  inimical 
to  the  best  interests  of  the  public. 

During  the  past  one  or  two  years  the 
American  Medical  Association  has  been  fre- 
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quently  and  not  too  tenderly  criticized  for 
failure  to  bring  forth  for  the  entire  United 
States,  a master  plan  to  be  used  by  county  or 
state  medical  societies  for  a reorganization 
of  medical  practice.  A careful  examination 
of  such  a proposal  should  convince  any  fair 
and  open-minded  physician  that  it  is  utterly 
impossible,  impracticable  and  unwarranted 
for  the  American  Medical  Association  to 
adopt  such  a procedure.  To  adopt,  publish 
and  recommend  “a  plan”  would  be  to  infer 
that  a change  is  necessary  in  the  tested  and 
proven  methods  of  medical  practice,  but  the 
arguments  in  support  of  the  necessity  for  such 
a change  have  thus  far  been  uncon\’incing. 
To  assume  such  “a  plan”  de\'ised  to  illus- 
trate a “model  or  typical  or  master  method” 
of  practicing  medicine  is  utterly  absurd.  The 
several  sections  of  the  United  States  diflPer 
widely  as  to  population,  industry,  age, 
customs,  traditions  and  many  other  features. 
To  urge  a single  new  method  and  thereby  to 
infer  that  the  present  methods  are  unsound 
and  should  be  discarded  or  altered  would  be 
to  hasten  or  precipitate  that  sovletization  of 
medicine  which  the  medical  profession  is 
seeking  to  avoid.  All  advocates  of  com- 
mercial medical  schemes,  involving  compli- 
cated, top-heavy  overhead  organization,  ex- 
pensive administration  and  unethical  solicita- 
tion should  be  required  to  present  their  true 
credentials  to  indicate  the  nature  and  extent 
of  their  extra-professional  interests  and  affil- 
iations and  the  manner  in  which  they  expect 
to  profit  financially,  politically  or  otherwise 
in  the  promotion  of  these  fictitious,  artificial 
and  economically  and  ethically  unsound  pro- 
posals. 

Wherever  the  control  of  the  practice  of 
medicine  has  been  wrested  from  the  medical 
profession,  it  is  found  that  either  the  public 
or  the  profession  or  both  are  dissatisfied  with 
the  result.  Conversely,  it  is  found  that  in 
those  countries  where  the  medical  profession 
retains  control  of  the  practice  of  medicine  both 
the  public  and  the  medical  profession  seem 
to  be  satisfied. 

In  the  mad  rush  to  provide  a new  method 
of  administering  medical  care  there  seems  to 


be  an  almost  entire  absence  of  demand  from 
the  working  classes  for  this  medical  revolu- 
tion. The  worker  has  for  years  declared  that 
were  he  given  an  adequate  living  wage  he 
would  be  able  to  provide  his  own  needs  and 
services.  Most  of  the  schemes  proposed  by 
these  commercial  organizers  and  promoters, 
ostensibly  for  the  benefit  of  the  low  income 
group  but  likewise  equally  important  for  the 
promoters’  own  selfish  monetary  advance- 
ment, depend  upon  the  small  regular  pay- 
ments from  this  low  income  group  for  their 
success.  It  should  be  clear,  therefore,  that 
it  is  the  less  fortunate  class  for  the  most  part, 
that  is  being  called  upon  to  contribute  the 
20'’  ; to  75 /f  overhead  cost  of  underwriting, 
administration  and  profits.  Obviously  if 
20% — 75%  of  the  poor  man’s  dollar  goes 
for  administration  and  the  profits  of  the 
money-greedy  promoters,  this  same  dollar 
cannot  buy  but  25%  to  80%  of  the  medical 
service  for  the  poor  man  that  his  money 
ought  to  buy.  This  surely  is  an  economically 
unsound  method  of  reducing  the  costs  of 
medical  care  to  the  low  income  groups. 

Not  only  is  the  person  of  low  income  thus 
deprived  of  the  full  value  of  his  dollar  but 
the  medical  profession  and  the  hospitals 
share,  to  a correspondingly  lessened  degree, 
in  the  available  funds  collected  by  these  com- 
mercial promoters  to  pay  for  their  services. 
It  should  be  clear  then,  that  it  is  the  low  in- 
come group,  the  medical  profession  and  the 
hospitals  that  contribute  handsomely  to  the 
support  of  these  artificial  and  parasitic  med- 
ical schemes. 

An  analysis  of  the  numerous  proposals  and 
operating  schemes  indicates  that  in  most  cases 
the  economic  principles  which  apply  to  the 
practice  of  medicine  have  been  wholly  disre- 
garded. For  example,  ( 1 ) these  commer- 
cial conjurers  are  not  concerned  over  the  fact 
that  as  the  commercial  interests  secure  an  in- 
creasingly larger  portion  of  the  medical 
market,  using  only  a comparatively  small 
number  of  physicians  to  do  their  work,  it  be- 
comes increasingly  difficult  for  the  physicians 
in  independent  private  practice  to  secure 
enough  patients  to  maintain  themselves  re- 
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spectably.  Furthermore  it  will  become  almost 
impossible  for  recent  graduates  in  medicine  to 
establish  themselves  in  practice  at  all.  (2) 
The  disappearance  of  professional  control  is 
of  no  importance  to  the  promoter — in  fact, 
his  scheme  is  often  specifically  designed  to 
transfer  such  control  from  medical  to  lay 
groups.  (3)  Since  he  has  no  understand- 
ing of  medical  traditions,  ethics  or  science, 
the  commercial  promoter  is  unprepared  to 
appreciate  quality  of  medical  service;  there- 
fore the  quality  of  the  medical  care,  and  in 
some  instances  the  quantity,  is  reduced  to  con- 
serve his,  the  promoter’s,  funds,  since  com- 
petent medical  personnel  cost  him  more  than 
a less  competent  staff. 

There  never  has  been  a time  in  medical 
history  when  certain  obligations  upon  the 
medical  profession  have  been  more  clearly 
defined.  One  of  these  duties  is,  obviously, 
to  resist  all  efforts  to  commercialize  med- 
icine. Commercialism  of  medicine  means  a 
deterioration  of  medical  service  and  a disrup- 
tion of  medical  organization.  The  evils  and 
effects  of  commercial  mass  production 
methods  are  as  inimical  to  the  welfare  of  the 
public  as  they  are  to  the  advancement,  free- 
dom and  independence  of  medicine.  The 
history  of  medicine  records  an  enviable  record 
of  brilliant  achievements  and  the  application 
of  numerous  humanitarian  measures  almost 
entirely  devoid  of  the  element  of  personal 
aggrandizement  and  individual  monetary 
gain.  During  the  past  several  decades  the 
medical  profession  has  advanced  tremendous- 
ly in  its  ability  to  cope  with  scientific  prob- 
lems. It  is  unbelievable  that  a profession 
which  has  demonstrated  such  ability  in  the 
scientific  field  will  now,  because  of  the  pres- 
sure of  profit-seeking  propagandists  and  the 
exigency  of  a general  economic  unrest,  sur- 
render the  control  of  the  practice  of  medicine 
just  when  professional  control  is  most  neces- 
sary. The  medical  profession  can  and  must 
cling  to  and  defend,  for  the  public  good,  all 
those  elements  of  medical  practice  which  de- 
mand a high  quality  of  medical  care  and  an 
ethical  conduct  of  its  members. 

A further  problem  lies  in  the  fact  that  as 


the  number  of  physicians  in  the  United 
States  increases,  professional  competition  will 
become  more  keen.  It  cannot  be  stated  just 
what  number  of  physicians  will  represent  the 
saturation  point  for  physician’s  services.  Com- 
munities vary  in  their  requirements  but  with 
modern  conveniences  and  equipment  the  same 
number  of  physicians  are  able  to  serve  more 
people  now  than  ever  before.  If  profes- 
sional competition  is  to  be  prevented  from 
becoming  destructive,  two  alternatives  are 
open, — either  the  number  of  new  physicians 
licensed  annually  must  be  brought  more 
closely  to  equal  the  annual  loss  by  death  and 
retirement  or  the  medical  profession  must 
develop  the  greatly  unusual  fields  of  pre- 
clinical  medicine.  Certainly  economic  relief 
and  professional  independence  for  the  med- 
ical profession  cannot  be  assured  by  the  accep- 
tance of  lay-promoted  commercial  schemes. 

To  lessen  the  standards  of  the  principles 
of  ethics  would  be  to  cheapen  and  reduce  the 
quality  of  medical  care.  To  change  the  prin- 
ciples of  ethics  to  satisfy  certain  conniving 
cliques  would  be  to  sell  out  to  commercial- 
ism. To  lower  the  standards  of  medical  con- 
duct would  be  to  allow  medicine  to  become 
a mere  trade. 

The  principles  of  medical  ethics  are 
neither  antiquated  nor  obsolete.  These  prin- 
ciples must  govern  in  the  practice  of  medicine 
now  as  never  before.  1 believe  that  most 
physicians  concur  in  the  value  and  the  inter- 
pretation of  the  principles  of  ethics  in  med- 
icine and  it  is  this  majority  who  must  compel 
their  general  application. 

The  quack  in  medical  economics  sees  in 
every  scheme  either  a panacea  or  a poison. 
The  scientist  studies  each  new  plan  as  he  does 
a new  practice  or  a new  drug  to  determine  its 
helpful  or  harmful  features  and  how  it 
can  be  utilized  in  existing  practices  and 
pharmacopoeias. 

The  correct  diagnosis  and  treatment  of  a 
medical  economic  problem  should  proceed 
along  the  same  general  lines  in  economics  as 
in  medicine.  Social  problems  are  often  more 
complex  and  require  no  less  research  than  the 
problems  in  other  fields,  and  economics,  no 
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more  than  medicine  can  prescribe  a panacea 
for  every  disease  it  can  diagnose. 

It  is  300  years  since  Galileo  originated  the 
experimental  scientific  method  of  acquiring 
knowledge,  and  whole  fields  of  thought  and 
action  still  go  on  as  if  he  had  never  lived. 
Economics  and  politics  are  only  just  begin- 
ning to  follow  scientific  methods.  Hut  during 
that  period  of  300  \ ears  even  the  very  limited 
application  of  that  methoci  has  added  more 
to  human  knowledge  and  human  progress 
than  all  the  centuries  of  dogmatic  rationaliza- 
tion. 

Economic  quackery  in  its  relation  to  medi- 
cine flourishes  best  during  periods  of  social 
and  economic  stress.  During  such  periods 
the  tendency  to  establish  unsound  and 
dangerous  methods  of  administering  medical 
care  is  greatest.  It  should  be  obvious,  there- 
fore, that  all  proposals  to  change  medical 
practice  during  troublesome  times  must  be 
subjected  to  the  most  searching  examination, 
in  order  that  the  time  proven  principles  of 
medicine  shall  not  be  destroyed. 

The  medical  profession  must  resist  as  it 
never  has  before  all  attempts  to  wrest  the 
control  of  medical  practice  from  the  con- 
trol of  physicians  whether  that  attempt  come 
from  outside  the  profession  or  whether  it  be 
aided  and  promoted  from  within  the  profes- 
sion. Some  of  our  gravest  dangers  lie  in  the 
actions  of  members  of  our  own  groups  who 
would  sell  the  entire  profession  short. 

If  medicine  be  at  the  crossroads,  then 
surely  the  medical  profession  and  NOT  com- 
mercial conjurers  must  select  the  correct 
course.  And  this  selection  will  be  made  in 
the  interests  of  the  public  no  less  than  for 
the  continued  freedom,  independence  and 
self-respect  of  medicine  itself. 

'Discussion: 

Dr.  Xornian  R.  Price , Marlinton:  At  a time 

of  depression  in  the  whole  structure  of  business, 
when  a large  percentage  of  the  people  find  it  diffi- 
cult to  finance  even  the  simplest  form  of  medical 
attention,  there  is  an  eruption  of  many  weird  plans 
for  the  stabilization  of  medical  practice.  An  evi- 
dence of  this  is  the  interest  of  the  profession  and 


public  in  discussions  of  medical  economics  in  all  its 
phases.  The  American  Mercury  for  March  con- 
tains an  excellent  editorial  by  H.  L.  Mencken  giving 
the  layman’s  point  of  view  of  what  is  wrong  with 
medicine  in  the  United  States.  The  efforts  of 
government  and  business  to  order  the  affairs  of 
medicine  add  to  the  confusion  which  exists  in  the 
art,  science  and  practice  of  medicine  today. 

Dr.  Leland  has  accented  the  intensely  personal 
nature  of  the  education  and  training  of  the  physi- 
cian, which  in  no  sense  can  be  referred  to  as  “cap- 
ital”, although  such  reference  is  frequently  made. 

I he  present-day  trend  is  undoubtedly  toward 
some  form  of  state  and  capital  control  of  physicians 
in  their  relation  to  the  public  health,  which  has 
growing  support  among  eminent  medical  health 
administrators.  Even  the  praiseworthy  and  often 
necessary  work  of  the  public  health  boards,  such  as 
physical  examinations  and  free  immunizations,  logi- 
cally tends  to  free  visits,  medicines  and  hospitaliza- 
tions for  all,  and  an  insistent  public  demand  for 
such  services. 

'I'he  spirit  of  communism  has  developed  uncheck- 
ed during  the  past  few  years  of  industrial  stagna- 
tion and  financial  impotency,  and  of  course  so  im- 
portant a department  of  public  welfare  as  that  of 
medicine  is  inextricably  bound  up  in  the  movement. 
Sovietism,  as  applied  to  medicine,  offers  no  comfort 
to  the  physician,  who,  along  with  the  lawyer  and 
the  priest,  is  put  on  the  social  and  economic  plane 
of  the  laborer,  as  is  done  in  Russia  today. 

I see  no  remedy,  save  in  the  ancient  wisdom  that 
“there  is  nothing  new  under  the  sun;”  and  when 
the  present  trend  of  experimentation  in  medical  ad- 
ministration and  practice  has  run  its  course  there 
will  be  the  usual  return  to  conservatism.  All 
human  history  exhibits  the  same  curious  trend  of  a 
return  to  normal  after  periods  of  over-expansion  in 
business. 


Mr.  Joe  W.  Savage,  Charleston:  We  hear  a 

great  deal  on  all  sides  about  medical  economics,  the 
costs  of  medical  care,  the  inroads  of  quackery  and 
the  annual  bill  for  nostrums.  All  this  discussion 
can  be  boiled  down  to  the  problem  of  any  individual 
and  any  doctor  with  a bill  between  them  for  services 
rendered.  There  has  never  been  a time  in  the 
history  of  any  country  during  which  a person  in 
modest  circumstances  has  enjoyed  paying  a bill  “for 
services  rendered.”  In  a period  of  depression  such 
as  we  now  have  the  situation  becomes  actually  acute. 
The  doctor’s  bill  is  the  most  unwelcome  of  all  be- 
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cause  everything  connected  with  a doctor  bill  is 
unpleasant.  It  results  from  unpleasant  and  unfor- 
tunate experiences.  It  is  during  such  times  as  the 
present  that  we  forget  our  problem  has  been  with 
us  always,  and  we  start  out  in  search  of  a panacea. 
We  are  never  going  to  find  a cure-all  for  this  ques- 
tion of  medical  economics,  just  as  there  is  no  cure- 
all  for  medical  science. 

Dr.  Leland  stated  that  medicine  had  reached  the 
cross-roads.  I don’t  think  so.  Not  long  ago  I 
was  reading  a paper  that  was  delivered  sixty-six 
years  ago  when  the  West  Virginia  State  Medical 
Association  was  founded  at  Fairmont.  The  essayist 
laid  great  stress  upon  the  fact  that  medicine  had 
reached  the  cross-roads.  On  down  through  the  years 
we  have  heard  the  cry,  “Medicine  has  reached  the 
cross-roads.”  I think  medicine  passed  the  cross- 
roads years  and  years  and  years  ago.  During  this 
period  of  depression  various  by-paths  and  lanes  have 
led  away  from  the  beaten  track,  but  these  lanes  and 
by-paths  have  not  been  cross-roads  because  cross- 
roads lead  somewhere. 

I think  we  have  plenty  to  worry  about,  but  I 
don’t  think  we  have  much  to  fear.  Dr.  Leland 
spoke  of  the  number  of  graduates  who  annually 
receive  the  degree  of  Doctor  of  Medicine  from  the 
medical  colleges  in  this  country.  I would  like  to 
ask  him  what  is  being  done  by  the  American  Med- 
ical Association  and  other  organizations  toward  cor- 
recting the  existing  situation,  and  what  success  is 
being  met  with. 

Dr.  Leland’s  paper  has  given  us  all  much  to  think 
about  and  we  have  been  unusually  fortunate  in 
having  him  with  us.  His  paper  is  not  only  timely 
but  one  of  the  best  discussions  on  medical  economics 
we  have  ever  heard. 

Dr.  Leland,  (closing  the  discussion).  'I'he  sub- 
ject of  limiting  the  number  of  ph)'sicians  licensed 
each  year  was  discussed  at  the  February  meeting  of 
the  Council  on  Medical  Education,  Hospitals  and 
Licensure  of  the  American  Medical  Association. 
'Fhis  question  will  take  a considerable  amount  of 
time  and  education  to  bring  about.  I'here  is  a 
question  as  to  what  extent  the  state  universities,  sup- 
ported by  taxpayers,  can  limit  the  number  of  stu- 
dents entering  a particular  college.  'Fhe  private 
medical  school  can  probably  do  more  in  a shorter 
time  than  a state  college.  However  a number  of 
deans  of  medical  schools  are  now  considering  favor- 
ably the  idea  that  the  number  of  graduates  ought  to 
be  limited. 


I firmly  believe  that  the  American  public  wants 
its  own  physicians.  They  do  not,  as  a whole,  want 
a machine  to  treat  them.  There  are  certain  types 
of  individuals  who,  not  having  grown  up  with  our 
American  ideals,  are  exceptions.  They  do  want 
machine  methods  and  there  are  attempts  being  made 
to  make  such  methods  attractive  to  them.  Unfor- 
tunately there  are  physicians  who  have  lent  them- 
selves to  forwarding  and  promoting  some  of  these 
schemes.  Without  physicians  these  schemes  would 
fail  utterly  and  immediately. 

I do  not  think  there  is  nearly  so  much  wrong 
with  the  practice  of  medicine  as  we  have  been  led 
to  believe  by  some  of  our  friends  here  and  there. 
I believe  that  if  physicians  will  practice  medicine  as 
they  know  it  ought  to  be  practiced,  honestly  and 
conscientiously,  most  of  our  difficulties  will  disap- 
pear. I believe  that  now  is  the  wrong  time  to  adopt 
any  revolutionary  methods  in  the  practice  of  med- 
icine. We  are  always  sure  to  be  expected  to  care 
for  the  indigent  sick.  However  it  has  been  demon- 
strated in  two  or  three  states  that  this  can  be 
changed.  That  is  one  place  where  all  medical 
societies  may  find  a field  for  work.  It  is  society- 
at-large  that  ought  to  pay  for  the  medical  care  of 
the  indigent,  and  I think  you  are  perfectly  justified 
in  initiating  measures  to  bring  that  about.  I firmly 
believe  that  state  medicine,  by  whatever  term  you 
wish  to  define  it,  will  not  come  until  the  medical 
profession  invites  it  and  makes  it  possible. 


TUBERCULOUS  ENJOY  WORK 

In  New  York  City  is  a workshop  for  the  tuber- 
culous “where  garments  are  well  made  and  patients 
made  well.”  This  workshop  has  proved  that  the 
tuberculous  need  not  be  entirely  dependent.  Some 
of  these  persons  are  ’ entirely  independent. 

W’^hen  a patient  is  well  enough  to  be  active  with- 
out any  detriment  whatever  to  his  health,  he  is 
usually  desirous  of  work  and  of  making  at  least  a 
part  salary.  Hence  in  New  York  City  there  is  a 
sheltered  workshop,  the  Altro  Work  Shop  for  the 
tuberculous,  where  125  men  and  women  are  em- 
ployed, making  all  kinds  of  uniforms  for  institu- 
tions, hotels,  restaurants  and  industrial  concerns. 
Edward  Hochhauser  explains  the  nature  of  this 
recreation-work  plan  of  rehabilitation  in  the  Nov- 
ember issue  of  Hygciay  the  Health  Magazine. 
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FRACTURES  OF  THE  MANDIBLE* 


‘By  Chauncey  B.  Wright,  M.  D. 
Iluntingtoriy  W est  Virginia 


pRACTURE  of  the  iTumdible  occurs  most 
often  between  the  ages  of  twenty  and 
forty.  During  youth  the  undeveloped  bone 
is  more  elastic  and  therefore  not  so  easily 
broken.  At  the  twenty-fifth  year  the  man- 
dible has  obtained  its  full  growth.  In  old 
age  it  has  a marked  decrease  in  size  following 
the  extraction  of  numerous  teeth.  Fractures 
of  the  jaw  are  due  largely  to  impacts  and  not 
to  its  horseshoe  shape.  In  fact,  it  has  been 
shown  that  this  horseshoe  shape  makes  it  pro- 
portionately stronger  than  the  long  bones. 

The  most  frequent  single  seat  of  fracture 
is  the  region  of  the  mental  foramen.  The  bone 
is  weakened  here  by  the  foramen  and  by  the 
peculiarly  attenuated  internal  structure  of  the 
bone  at  this  place,  which  is  one  of  the  fixed 
points  from  which  growth  extends.  At  this 
position,  also,  is  the  middle  of  the  curve  in 
the  body  of  the  jaw  and  finally  the  large 
socket  of  the  canine  tooth.  In  one  series  of 
cases  reported  of  all  the  double  fractures, 
77%  were  located  at  the  mental  foramen  on 
one  side  and  at  the  angle  of  the  opposite  side. 
In  single  fractures,  in  some  series  of  cases, 
the  fracture  at  the  angle  is  more  frequent  than 
at  the  mental  foramen. 

The  mere  reduction  and  splinting  of  the 
fracture  of  the  jaw  does  not  insure  a success- 
ful outcome.  Malocclusion  will  result  from 
the  slightest  deviation  and  therefore,  will 
cause  an  interference  of  proper  mastication. 
To  understand  the  etiology  of  malocclusion, 
one  must  consider  the  action  of  the  muscles 
to  which  the  jaw  gives  attachments.  The 
displacement  of  the  fragments  of  the  frac- 
tured jaw  is  always  maintained  or  modified 
by  the  action  of  these  muscles.  The  hyoid 
bone  is  situated  on  a lower  plane  than  the 
attachment  of  the  muscles  to  the  inner  sur- 

*Rcad before  the  Cabell  County  Medical  Society,  Huntington,  W. 
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face  of  the  body  of  the  mandible.  These 
muscles  are  the  mylohyoid,  geniohyoglossus, 
diagastric  and  geniohyoid.  The  hyoid  bone  is 
not  fixed  in  its  position  which  is  affected  by 
moving  the  head,  talking  and  swallowing, 
which,  may  in  turn,  change  the  position  of 
the  fragments.  In  a fracture  between  the 
symphysis  and  the  angle,  the  mental  frag- 
ment will  be  pulled  downward  and  backward 
unless  prevented  by  the  lines  of  the  fracture. 

Attached  to  the  ramus  of  the  jaw  at  its 
processes  are  the  muscles  of  mastication.  The 
masseter,  temporal  and  internal  pterygoid 
are  concerned  in  closing  the  mouth  while  the 
external  pterygoid  assists  the  mandibulo- 
hyoid  muscles  in  opening  the  mouth.  In  a 
fracture  at  the  angle  the  posterior  body  frag- 
ment is  usually  drawn  upward  by  the  masse- 
ter and  internal  pterygoid  and  the  chin  is  de- 
pressed and  the  lower  incisors  do  not  come  to 
occlusion.  A fractured  coronoid  process  is 
draw'n  upward  and  backward  by  the  temporal 
muscle  but,  in  case  of  a fracture  of  the  ramus, 
there  is  little  or  no  displacement. 

There  are  two  methods  of  holding  the 
fragments  in  the  correct  position,  one  being  to 
hold  the  fragments  in  their  proper  relation  to 
the  upper  jaw  and  the  other  to  fix  directly 
the  broken  fragments  to  each  other.  Fixation 
by  a Barton  or  four-tailed  bandage  is  not  to 
be  recommended  as  it  generally  causes  back- 
ward pressure  on  the  chin  which  will  tend  to 
produce  more  displacement  as  was  shown  in 
the  forepart  of  this  paper. 

The  most  common  as  well  as  most  efficient 
method  is  fixation  by  wiring.  In  using  this 
method  it  is  preferable  to  have  the  teeth 
cleansed  of  tartar  before  applying  the  wires 
in  order  to  prevent  gingivitis.  An  eyelet 
made  of  #24  gauge  brass  is  applied  to  a 
lower  tooth  and  another  to  a corresponding 
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upper  tooth.  The  upper  and  lower  eyelets 
are  then  connected  by  a wire,  the  teeth 
brought  into  occlusion  and  the  ends  of  the 
connecting  wire  twisted  together.  A similar 
procedure  is  done  upon  the  opposite  side  of 
the  mouth  and  possibly  a third  set  of  teeth 
should  be  treated.  The  wires  tend  to  loosen 
in  a few  days  and  should  be  tightened.  The 
slight  motion  of  the  jaws  due  to  loosening 
of  the  wires,  as  compared  to  absolute  rigidity 
of  splints  is  an  advantage  in  the  later  stages 
of  treatment  as  it  tends  to  stimulate  bone  re- 
generation. If  the  sharp  ends  of  the  wires 
are  irritating  to  the  inner  surfaces  of  the 
cheek,  they  should  be  covered  by  molding 
compound. 

Fixation  by  wiring  or  plating  the  bone 
fragments  should  never  be  attempted  in  re- 
cent fractures  which  communicate  with  the 
mouth  because  of  the  danger  of  infection. 
Foots  of  teeth  encroaching  on  the  line  of 
fracture  frequently  give  rise  to  infection  and, 
as  a general  rule,  should  be  removed.  The 
fractured  line  often  extends  into  an  alveolar 
process,  surrounding  the  apex  of  a tooth, 
which  causes  devitalized  teeth  that  should 
be  removed.  These  teeth  should,  however, 
be  distinguished  from  loose  teeth  which  are 
not  necessarily  devitalized. 

The  third  method  of  treatment  is  by  dental 
splints.  This  requires  the  technical  skill  of  a 
dentist  for  its  construction  and  must  be  made 
for  the  individual  case.  It  demands  consid- 
erable experience  and  at  least  two  days  of 
time  which  would  involve  much  expense. 

The  complications  are  four  in  number, 
d'he  first  is  osteomyelitis  which  may  be  local 
or  diffuse.  It  is  fortunately  uncommon. 
Syphilis  is  a very  frequent  complication.  The 
third  and  most  important  complication,  is 
malocclusion  which  may  occur  in  even  the 
simplest  case.  The  causes  of  malocclusion 
have  already  been  discussed  in  the  considera- 
tion of  the  muscular  action  of  the  bone.  The 
fourth  and  very  important  complication  is 
mal  union. 

The  two  changes  which  are  most  commonly 
met  in  the  fracture  of  the  mandible  are  re- 
sorption and  osteogenesis.  These  two  condi- 


tions are  so  closely  linked  together  that  it  is 
possible  to  assume  that  the  relationship  may 
be  a true  law  of  ossification.  The  bone  is  of 
very  unstable  tissue  as  evidenced  by  its  rapid 
dissolution  in  certain  diseases  such  as  the 
osteolytic  sarcoma  of  early  life.  It  is  gener- 
ally accepted  that  increased  blood  supply  aids 
resorption.  Pressure,  such  as  that  caused  by 
a mechanical  contrivance,  will  cause  resorp- 
tion. Any  influence  which  disturbs  the 
equilibrium  of  the  stability  of  bone  tissue  will 
cause  bone  resorption.  Before  a bone  repair 
can  take  place,  osteogenesis  must  occur. 

In  all  probability  the  periosteum  plays  a 
definite  role  in  the  process  of  osteogenesis. 
The  osteoblasts  which  are  found  in  the  deep 
and  superficial  layers  of  bone  and  in  the 
Haversian  canals  can  cause  new  bone  forma- 
tion. In  bone  resorption  Leriche  believes 
that  calcareous  elements  which  are  necessary 
for  ossification  are  freed  from  resorbing  bone. 

As  a general  rule,  in  a fracture  of  the  man- 
dible, one  sees  good  clinical  healing,  although 
the  roentgenogram  shows  a marked  loss  of 
lime  salts.  In  one  case  reported  there  was 
resorption  of  bone  at  the  site  of  the  fracture 
as  late  as  seventy-four  days,  although  most 
observers  give  forty-three  days  as  the  healing 
time  in  normal  cases. 

Conclusions: 

1 . The  most  exact  criterion  for  a correct 
alignment  of  the  fragments  is  the  occlusion 
of  the  teeth. 

2.  Roentgen  examination  should  Include 
the  entire  jaw. 

3.  Resorption  about  the  fracture  shows 
for  a long  period  and  is  often  interpreted  as 
non-union. 
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CANCKR  OF  THK  BUCCAL  MUCOUS  MEMBRANE 
AM)  THE  JAW* 

B\  J.  Edward  Huhbard,  M.  I). 

Huutington,  West  Virginia 


'^HE  subject  of  cancer  of  the  mouth  covers 
a great  deal  of  territory  and  pro\’okes 
considerable  thought.  In  this  paper  tonight 
I shall  ciiscLiss  the  malignancies  of  the  buccal 
mucous  membrane  and  the  jaw.  It  is  being 
presented  in  a general  way,  however,  taking 
into  consideration  malignancy  in  all  phases 
regardless  of  location. 

W'e  know  the  nature  of  cancer  in  a struc- 
tural way,  but  the  cause  is  still  unknown. 
More  than  a generation  of  workers  ha\'e 
labored  with  great  intelligence  anci  patience; 
a mass  of  information  has  been  collected  and 
carefully  sifted;  but  still  we  find  ourselves 
very  much  where  our  forefathers  were  as  to 
the  cause  and  cure  of  cancer.  All  that  our 
forefathers  knew  was  to  remo\  e the  lesion,  if 
possible.  To  this  knowledge  we  have  added 
nothing  except  the  use  of  radium  and  x-ray. 
The  removal  is  done  with  less  pain,  thanks  to 
anesthetics;  with  greater  safety  thanks  to 
antiseptics  and  asepsis;  and  we  do  it  with  less 
probability  of  recurrence,  due  to  better  tech- 
nique; but  still  we  know  very  little  of  the 
cause  and  cure  of  cancer. 

In  my  limited  experience  in  the  past  ten 
years,  I have  treated  around  two  thousand 
cases  of  cancer,  of  which  forty  have  been  of 
the  jaw  or  the  buccal  mucous  membrane.  I 
believe  that  in  cases  of  cancer,  whether  of  the 
mouth,  rectum  or  any  other  part  of  the  an- 
atomy, we  are  forced  to  arrive  at  the  conclu- 
sion that  the  theory  of  the  five  year  cure  is 
rather  questionable,  for  there  are  cases  of  six 
or  seven  years  duration  or  even  longer,  re- 
ported as  cured,  in  which  the  patient  may 
have  the  appearance  of  the  same  type  of 
cancer  either  in  a different  location  or  at  the 
original  site,  or  a different  form  of  malig- 

*Read before  the  Cabell  County  Medical  Society.  Huntington.  W. 
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nancy  at  a distant  point.  Recent  findings  by 
research  workers  have  tended  to  the  conclu- 
sion that  probably  once  a cancerous  patient, 
always  one,  and  that  cancer  will  eventually 
be  a factor  in  the  cause  of  death.  However, 
there  are  many  cases  of  reported  cures  of 
years  standing.  It  is  unfortunate,  but  many 
of  these  cases  did  not  have  a biopsy  at  the 
time  of  treatment,  hence  a possible  incorrect 
diagnosis;  others  may  have  had  erroneous 
laboratory  findings.  It  is  true  that  this  is  not 
an  optimistic  view  to  take.  At  this  time 
there  are  many  cases  of  cancer  reported  as 
cured,  which  probably  were  never  malignant. 
It  may  be  then,  that  the  treatment  and  the 
cure  of  cancer  has  mostly  been  from  the 
standpoint  of  statistics.  A remedy  which 
cures  one  case  is  very  good  for  the  patient; 
one  which  cures  two  cases  is  interesting;  fifty 
cures  would  indicate  the  necessity  of  further 
investigation  but  five  hundred  cures  — then 
that  would  mean  something.  The  present 
methods  have  not  come  up  to  the  require- 
ments so  far.  A case  here  and  there  cured 
would  not  indicate  the  discovery  of  a specific 
for  the  treatment  of  malignancy.  The  reason 
for  this  digression  is  the  fact  that  we  are  daily 
questioned  as  to  this  or  that  reported  new 
discovery.  Some  should  be  condemned, 
while  others  should  be  given  time  to  prove 
their  value.  There  is  intense  interest  in  the 
subject  of  growths  and  malignancies,  and 
these  are  matters  of  concern  to  many  of  the 
better  informed  members  of  our  American 
communities.  When  properly  directed,  this 
interest  should  result  in  greater  concern  re- 
garding mouth  health.  It  is  important  to 
the  dental  and  medical  professions  to  stress 
the  necessity  of  this  attention.  There  is  no 
other  part  of  the  body  which  offers  the  op- 
portunities for  observation  of  a pre-cancerous 
lesion  as  the  mouth,  except  the  skin. 
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Four  thousand  individuals  each  year  in 
America  is  the  approximate  number  of  deaths 
from  cancer  of  the  mouth  and  lips.  There 
is  very  little  literature  on  cancer  of  the  jaw 
as  compared  to  malignancies  of  other  parts 
of  the  body.  There  has  been  more  written 
about  the  buccal  mucous  membrane,  the 
larynx,  the  pharynx,  the  naso-pharynx,  the 
tongue,  tonsils,  etc.,  than  of  the  jaw  both 
upper  and  lower.  The  treatment  which  has 
been  advocated  and  used  extensively  has  been 
surgery,  and  while  very  mutilating,  has  furn- 
ished some  splendid  results,  but  on  the  whole, 
has  been  disappointing. 

In  this  paper  I shall  refer  generally  to 
cancer  of  the  buccal  mucous  membrane  and 
of  the  jaw  as  one  subject.  The  predisposing 
causes,  so  far  as  are  known  at  the  present  are 
particularly  chronic  infections,  decayed  teeth, 
leukoplakia,  papillomas  and  syphilis:  and  the 
exciting  causes — tobacco  and  faulty  plates  or 
bridges.  It  is  not  infrequent  to  get  a history 
of  the  patient  developing  a toothache  as  the 
first  symptom.  The  condition  of  the  tooth 
justifies  its  removal,  but  it  is  not  followed  by 
relief  of  symptoms.  There  is  a rapid  growth 
of  malignant  tissue  from  the  point  of  extrac- 
tion. The  patient’s  symptoms  were  from  the 
malignancy.  Frequently  where  there  has 
been  syphilis,  epithelioma  is  a sequel  devel- 
oping on  an  old  syphilitic  scar. 

Fourner  states  that  leukoplakia  is  followed 
in  thirty  percent  of  the  cases  by  cancer,  and 
should  always  be  treated  as  a pre-cancerous 
lesion.  Bergman  found  it  preceded  cancer 
in  thirty-four  percent  of  cases.  Tobacco  is 
thought  to  have  an  important  part  in  the 
causation  of  cancer  of  the  buccal  mucous  mem- 
brane. However  the  factor  which  plays  the 
major  part  is  syphilis.  It  is  strange  to  find 
that  while  syphilis  is  frequently  overlooked 
in  other  parts  of  the  body,  malignancy  of  the 
mouth  is  often  treated  by  anti-luetic  therapy 
before  the  correct  diagnosis  is  made.  This 
may  be  avoided  by  a biopsy  rather  than  de- 
pending upon  the  blood  laboratory  report 
which,  in  malignancy,  is  often  misleading. 


Types  of  Malignayicy : 

Malignant  tumors  of  the  jaw:  (maxillae) 

myxo  Basal  cell 

fibro  Squa- 

osteo  mous  cell 

1.  Sarcoma — chondro  2.  Carcinoma — Cylindri- 

spindle  cell  cal  cell 

melanotic  Round 

mixed  cell 

angio 

2.  Carcinoma  (derived  from  paradental  epithe- 
lial rests  and  occasionally  a carcinoma  elsewhere 
metastasizes  to  the  maxillre.) 

Carcinoma  of  the  basal  cell  type  arise  from 
the  nasal  or  antrum  mucosa.  Squamous  cell 
carcinoma  is  rare  in  the  antrum.  The  cylin- 
drical cell  carcinoma  is  the  most  frequent  type 
encountered.  There  are  two  separate  sources 
of  malignant  epithelial  tumors  of  the  antrum. 
First,  those  which  arise  from  the  mucosa;  and 
second,  those  which  arise  from  the  epithelial 
dental  structure,  which  may  first  appear  in 
the  antrum  cavity.  In  each  there  is  consid- 
erable variety  of  structure  and  many  peculi- 
arities. 

From  the  mucosa  arise  first  the  papilliary 
tumors.  These  are  of  slow  growth  but 
eventually  become  fully  malignant.  Second, 
carcinoma  of  the  basal  cell  type;  these  are 
usually  designated  as  an  endothelioma.  They 
are  of  slow  growth  but  recur  persistently  after 
incomplete  removal  and  may  invade  the  bone 
and  eventually  the  lymph  nodes.  The 
squamous  cell  carcinoma  is  rarely  seen  in  the 
antrum  except  when  the  invasion  is  secondary. 
The  cylindrical  cell  is  the  common  type  of 
antrum  cancer.  It  forms  a bulky  rapidly 
growing  tumor  which  distends  the  cavity, 
protrudes  into  the  nares,  erodes  bone,  ulcer- 
ates, bleeds  freely;  and  recurs  after  operation. 
Round  cell  carcinoma  probably  forms  the 
majority  of  the  so-called  sarcoma  in  this 
region.  True  sarcomas  of  the  antrum  arc 
chiefly  the  angio-sarcomas  and  myxo-sar- 
comas  arising  from  the  mucosa.  The  osteo- 
genic sarcomas  arc  comparatively  rare  and  arc 
very  easily  recognized  by  their  structure. 
Since  the  prognosis  in  malignant  tumors  of 
this  region  is  unfavorable,  almost  the  only 
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service  the  physician  can  render  in  these  cases 
is  the  early  recognition  of  the  disease.  The 
onset  of  symptoms  is  divided  into  two  groups; 
first,  the  patients  in  which  the  disease  is  pre- 
ceded or  accompanied  by  a purulent  or  bloody 
discharge  from  the  nares;  second,  those  in 
which  no  signs  or  symptoms  are  observed 
until  the  tumor  has  reached  such  size  as  to 
produce  pressure  symptoms.  It  is  important 
to  note  that  in  many  cases  symptoms  long  re- 
garded as  being  due  to  pyorrhea,  toothache, 
neuralgia  or  simple  sinusitis  are  in  reality 
symptoms  of  cancer.  The  condition  of  the 
antrum  should  always  be  examined  and 
studied  from  an  x-ray  photograph,  as  well  as 
by  the  clinical  examination. 

Three  stages  in  the  course  of  malignant 
tumors  are  emphasized  by  Jacques.  In  the 
first  stage,  that  of  latency,  malignancy  may 
be  suspected  from  the  aching  and  neuralgic 
pain  in  the  jaw,  purulent  discharge,  bleeding, 
and  in  case  of  dental  tumors  with  loosening  of 
the  teeth.  In  the  second  stage,  that  of  inva- 
sion, there  is  destruction  of  the  antrum  walls, 
hemorrhage,  ulceration,  extension  of  the  skin, 
orbit,  skull  and  the  lymph  nodes.  The  gen- 
eral duration  of  the  disease  is  from  four 
I months  to  two  years.  Recover)-  from 
squamous  cell  or  true  carcinoma  is  very  rare. 
Several  peculiarities  distinguish  cancer  of  the 
jaw.  Jessew  places  it  second  in  frequency 
to  cancer  of  the  uterus.  Jackson  gives  it  a 
third  rating  and  Manneter  a fourth.  From 
its  location  and  accessibility,  the  disease  is 
readily  recognizable.  IVIeller  places  the  mor- 
tality at  seventy  to  ninety  percent.  Metas- 
I tatic  Involvement  is  frequently  found  In  both 
i cervical  regions.  According  to  Ewing,  this 
j is  often  due  to  embolism,  so  it  is  important  in 
I examining  any  suspected  cancer  regardless  of 
1 location,  to  be  careful  and  not  use  undue  pres- 
^ sure  in  the  examination,  for  it  is  very  easy  to 
break  off  a few  cancerous  cells  which  may  be 
carried  off  to  lodge  in  another  location  and 
start  a fresh  colony.  I believe  that  many 
patients  have  sacrificed  their _lives  by  going 
from  doctor  to  doctor  for  examination,  and, 
• as  the  result  of  manipulation,  the  malignancy 
eventually  covered  many  areas  other  than  the 


original  or  primary  lesion.  The  metastases 
are  rather  rare  in  the  organs  but  they  have 
been  observed  in  the  liver,  heart,  adrenals  and 
mesentery.  A few  cases  of  extension  to  the 
lungs  and  pleura  have  been  reported. 

d he  chief  causes  of  death  are  pneumonia, 
septicemia,  edema  of  the  glottis,  extension  to 
the  brain  and  hemorrhage.  Ewing  states 
that  in  the  past  a heavy  mortality  has  fol- 
lowed surgery. 

In  the  last  few  years  radium  is  playing  an 
important  therapeutic  role.  This  is  particul- 
arly true  in  treatment  of  cancers  of  the  buccal 
mucous  membrane  and  at  the  present  is  offer- 
ing some  encouraging  results.  In  cases  of 
cancer  of  the  jaw-,  it  is  important  to  have  an 
x-ray  picture  to  determine  whether  or  not 
there  is  any  bone  involvement.  If  there  is, 
then  surgery  is  always  indicated  together  with 
radium  or  deep  x-ray.  It  is  not  infrequent 
that  surgery  may  be  necessary  following  the 
use  of  radium  to  remove  devitalized  bone, 
due  to  the  destruction  of  the  periosteum  by 
heavy  radiation.  If  necessary,  I do  not  hesi- 
tate to  use  a dosage  of  radium  which  will 
necessitate  some  surgical  procedure  at  a later 
date.  The  important  part  is  the  cure  of  the 
primary  condition,  which,  eventually,  would 
mean  death,  and  so  a destruction  of  bone 
means,  generally  speaking,  that  a determined 
and  fearless  application  of  radiation  offers  the 
patient  a chance  to  recover,  while  a timid 
treatment  although  cautious,  so  far  as  the 
immediate  treatment  is  concerned  may  be 
very  disastrous  to  the  future  of  the  indiv- 
idual. 

Diagnosis  is  made  by  examination  of  the 
lesion,  the  history  and  general  findings.  The 
use  of  the  x-ray  is  often  necessary  to  aid  in 
the  differentiation  of  a benign  from  a malig- 
nant tumor  involving  the  bone.  An  important 
procedure  is  securing  a biopsy  and  a depend- 
able pathological  report. 

The  prognosis  is  bad.  Meller  reports  that 
surgery  prolongs  life  on  an  average  of  thir- 
teen months,  with  a cure  of  fourteen  and  six- 
tenths  percent.  There  is  an  operative  mor- 
tality of  thirteen  percent.  During  the  past 
ten  years,  I have  treated  forty  cases  of  cancer 
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of  the  jaw  and  buccal  mucous  membrane, 
thirteen  of  which  are  still  living,  eight  of 
them  apparently  cured.  Hence,  most  of 
them  have  followed  the  usual  course^  im- 
provement for  a while,  possibly  for  a year, 
then  recurrence  and  death. 

In  the  buccal  mucous  membrane  type,  the 
results  have  been  better  than  in  that  of  the 
jaw.  I do  not  believe  that  there  is  any  thing 
to  be  gained  in  a hopeless  case  of  cancer  by 
radiation  with  palliation  as  the  objective.  It 
seems  that  a small  dose  of  radiation  will 
stimulate  the  growth  of  the  lesion,  while  a 
large  dose  will  produce  sloughing  and  ulcera- 
tion and  will  leave  the  patient  more  uncom- 
fortable than  he  was  previous  to  the  therapy. 

Ewing  seems  to  think  that  the  progress  in 
treatment  of  buccal  mucous  membrane  cancers 


will  be  influenced  in  the  future  by  the  use  of 
radium.  Asherson  reports  cures  by  using 
two  thousand  milligram  hours  of  radiation  in 
cancer  of  the  upper  jawj  stressing  the  im- 
portance of  the  first  application  being  a mas- 
sive one,  because  the  inhibitory  effect  on  the 
malignancy  is  in  the  first  radiation.  The 
English  rhinologists  especially,  seem  to  have 
developed  considerable  reliance  in  radium. 

Summary : 

First — attention  to  all  predisposing  factors. 

Second — I wish  to  stress  the  importance  of 
tissue  examination  by  a competent  patholo- 
gist. 

Third — early  treatment  by  surgery  or 
radiation,  or  by  both. 

Fourth — the  high  mortality  even  if  recog- 
nized early. 


A VOICE  FROM  CONTRACT  PRACTICE* 


T3y  Horace  R. 

K'lllarney^ 

j^^ucH  discourse  has  arisen  of  late  in  re- 
gard to  Contract  or  “List”  hospital  and 
medical  practice.  To  date  the  journals  have 
pictured  only  one  side.  It  is  my  purpose  to 
record  some  of  the  observations  by  one  doing 
“list”  practice  with  the  hope  that  it  may  fur- 
nish to  my  fellows  a minor  conception  of  this 
phase  of  medicine.  The  observations  are 
made  in  all  good  faith  and  are  open  to  criti- 
cism both  constructive  and  destructive. 

It  so  happened  that  at  the  completion  of 
my  interneship  the  opportunity  presented  it- 
self to  allow  me  to  become  engaged  in  con- 
tract practice.  Against  the  advice  and  en- 
treaties of  my  elderly  confreres  all  of  whom  1 
considered  wise  in  medical  lore  I came  to 
southern  West  \hrginia,  because  I wanted  to 
begin  practicing  medicine  with  plenty  of  work 
to  do  and  because  the  pecuniary  returns 
allowed  of  myself  the  taking  of  a mate.  One 
readily  recalls  that  this  was  in  the  days  when 
specialism  was  the  desire  of  all  graduates. 

•Re.ul  before  the  stjfT  of  the  Rjlci^h  Gencr.il  Hospital.  Rcckley, 
April  4.  19U. 


Hicks,  M.  D., 

W.  Va. 

And  may  I state  here  that  1 found  little  time 
to  idle,  for  from  the  first  day  as  a “company 
doctor”  I had  all  the  patients  that  I could 
attend  to.  “Have  you  visited  the  new  doctor”, 
is  a famous  sentence  in  “list”  practice  and  it 
requires  all  the  skill  possible  to  differentiate 
the  sick  from  the  well  during  these  days. 
This  baptism  of  fire  is  certainly  valuable  to 
the  young  practitioner  and  if  ever  tact  were 
needed  ’tis  at  this  time.  Fortunate  indeed  is 
he  who  passes  this  severe  test  with  flying 
colors. 

And  now  in  defense  of  those  doing  con- 
tract practice.  As  in  every  other  line  of  daily 
toil,  it  is  necessary  that  the  man  doing  this 
type  of  work  must  be  honest,  resourceful, 
tactful,  conscientious,  lovable,  tidy,  quick  to 
make  friends,  a good  mixer  and  at  the  same 
time  command  a working  knowledge  of  all 
the  special  branches  of  medicine.  Were  he 
Aesculapius,  Hippocrates  and  Osier  rolled 
into  one  with  the  medical  knowledge  of  them 
all  and  lacking  in  good  fellowship,  he  would 
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not  be  a good  physician  according  to  the  rating 
he  would  receive  from  these  people. 

It  has  been  my  observation  since  entering 
upon  the  “list”  practice  of  medicine  that  the 
majority  of  men  are  of  high  calibre,  ethical, 
firm  believers  in  attending  medical  meetings 
and  clinics  and  staunch  advocates  of  preven- 
ti\'e  medicine.  I do  not  believe  that  there  is 
another  group  of  physicians  in  the  world 
more  interestecJ  in  preventive  medicine  than 
are  those  doing  list  practice.  We  are  doing 
routine  vaccinations  for  smallpox,  typhoici 
fever,  scarlet  fever  and  diphtheria.  We  have 
educated  our  camps  to  know  when  their  vac- 
cinations are  due  and  it  is  surprising  how  these 
people  responci  to  the  call.  In  the  beginning 
we  had  to  run  them  down,  but  today  they 
come  seeking,  strange  as  that  may  seem.  We 
are  sending  water  once  a month  for  examina- 
tion. We  are  teaching  principles  of  hygiene 
and  of  sanitation.  We  have  educated  mothers 
in  the  care  of  infants  both  pre-  and  post-natal. 
The  reason  Is  quite  obvious.  We  receive  so 
much  compensation  each  month  regardless  of 
sickness  and  the  less  sickness  the  less  time  and 
money  needed  to  carry  on  the  practice.  As 
in  every  field  there  are  exceptions,  and  occa- 
sionally a man  is  found  who  has  not  the  ideals 
of  Hippocrates  driven  peg  by  peg  into  his 
heart,  and  it  is  here  that  financial  matters 
loom  high  over  medical  ideals.  Fortunately 
this  is  the  exception  rather  than  the  rule. 

It  is  my  belief  that  should  the  men  doing 
list  practice  in  southern  West  Virginia  decide 
to  migrate  toward  neighboring  cities  that  they 
would  not  have  lost  from  doing  this  work, 
but  would  have  gained  for  the  experience  ob- 
tained certainly  is  valuable.  In  substantia- 
tion of  this  fact  one  has  only  to  enumerate  the 
physicians  located  in  the  larger  southern  West 
\Jrginia  cities.  It  is  a significant  fact  that  the 
overwhelming  majority  began  the  practice  of 
medicine  as  “company  doctors”.  These  men 
doing  “list”  practice  see  more  sick  people  in 
one  month  than  their  fellow  practitioners  in 
the  city  see  in  three  or  four  months.  To  my 
mind  the  “company  doctor”  comes  nearer  to 
fulfilling  the  respected  title  of  “family 
doctor”  than  does  any  other  member  of  the 


medical  profession.  We  fill  the  role  not  only 
of  physician  but  of  social,  family  and  com- 
munity adviser  as  well.  Incidently  the  man 
who  is  not  prepared  to  carry  on  all  of  these 
necessary  functions  has  no  place  in  “list”  prac- 
tice and  will  soon  be  cast  out  regardless  of  his 
affiliations. 

I have  attempted  to  set  down  the  good 
features  of  Contract  Practice  as  done  in 
southern  West  Virginia. 

1 . It  furnishes  at  low'  cost  per  family  ade- 
quate medical  attention. 

2.  It  furnishes  family  security  in  times 
of  sickness. 

3.  As  most  of  this  work  is  away  from 
medical  centers  it  supplies  rural  districts  with 
physicians. 

4.  It  fixes  responsibility  both  onto  the 
employee  and  the  physician. 

5.  It  furnishes  prompt  and  twenty-four 
hour  medical  service. 

6.  It  carries  out  the  Installment  buying 
plan  so  prevalent  in  America  today. 

And  now'  as  to  the  bad  features  so  pictured: 

1.  It  is  the  contention  of  the  medical 
world  at  large  that  the  industries  are  prac- 
ticing medicine. 

One  can  readily  see  the  evil  attached  to  a 
plan  w'here  the  industry  collects  the  medical 
fees  and  then  pays  the  doctor  a stipulated 
sum;  the  remainder  going  to  fill  the  coffers 
of  the  treasury  of  the  corporation.  This 
practice  should  be  condemned  for  it  only 
tends  to  promote  all  the  evils  associated  with 
a doctor  on  a salary.  It  is  my  firm  convic- 
tion that  industry  is  just  as  Interested  in  see- 
ing that  the  men  working  for  them,  and  their 
families,  are  properly  cared  for  in  a medical 
way  as  are  the  people  themselves  and  well 
do  they  know  what  will  eventually  happen 
by  putting  a physician  on  a salary.  Industry 
only  employs  enough  men  to  take  care  of 
each  job  daily  and  w'hen  they  or  their  family 
are  sick  and  the  men  have  to  be  off  duty  it 
disrupts  the  organization.  Therefore  industry 
attempts  to  give  their  employees  the  best 
medical  attention  possible  and  they  realize 
full  w'ell  that  the  few'  dollars  gained  above  a 
doctor’s  salary  can  never  compensate  for  the 
loss  sustained  elsew'here. 
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2.  It  does  away  with  the  free  choice  of 
physicians. 

All  men  doing  “list”  practice  in  southern 
West  Virginia  are  graduates  of  Class  A med- 
ical schools  and  have  passed  the  examination 
of  the  Public  Health  Council.  If  contract 
work  were  not  practiced  around  industrial 
plants  in  all  probability  there  would  be  only 
one  physician  in  reach  of  the  people  as  no 
doubt  collections  would  be  so  poor  it  would 
not  justify  more  than  one  to  locate  in  a com- 
munity. In  contract  practice  a physician  is 
assured  of  his  money  at  the  end  of  the  month 
and  this  in  itself  results  in  the  people  having 
higher  type  of  physicians  than  otherwise 
would  be  the  case. 

3.  It  tends  to  encourage  solicitation,  un- 
derbidding and  bribery. 

The  majority  of  industries  entering  into 
contracts  with  physicians  to  do  the  medical 
practice  for  their  employees  try  to  be  fair  in 
the  matter.  They  want  the  physician  to  make 
enough  to  justify  capable  ones  to  follow  up 
that  class  of  practice.  On  the  other  hand 
they  do  not  want  to  see  their  people  extorted, 
and  are  interested  in  seeing  them  get  the  most 
they  can  for  their  money. 

4.  It  is  taken  advantage  of  by  those  who 
are  able  to  pay  adequately  for  medical  atten- 
tion. 

There  are  not  enough  well  paid  men 
around  the  average  industrial  plant  where 
contract  medical  practice  is  done  to  justify  an 
outside  physician  trying  to  build  up  a practice 
among  them.  It  would  be  a hard  matter  to 
draw  the  line  among  a group  of  employees 
and  determine  who  should  pay  by  the  month 
and  who  should  pay  by  the  visit. 

When  the  good  features  are  weighed  in 
the  balance  against  the  bad  as  discussed,  I 
believe  that  all  will  agree  that  the  good  pre- 
dominates. In  these  times  of  scarcity  of 
money,  business  upheavals  and  inability  of 
the  individual  to  pay  it  is  only  natural  that 
all  of  us  should  become  somewhat  disgrunt- 
led, and  it  is  my  firm  belief  that  were  it  not 
for  the  above  circumstances  little  or  nothing 
would  have  been  spoken  or  written  of  list 
practice. 

Since  doing  “list”  practice  in  West  \’irginia 


it  has  been  my  good  fortune  to  have  my 
patients  referred  to  three  of  the  best  hospitals 
in  this  country}  namely,  the  Bluefield  Sani- 
tarium, the  Beckley  Hospital  and  the 
Raleigh  General  Hospital  of  Beckley.  All 
of  these  hospitals  are  adequately  equipped  for 
both  medical  and  surgical  cases.  The  person- 
nel of  each  is  made  up  of  the  highest  type  of 
physicians  and  surgeons  and  all  of  my 
patients  have  taken  kindly  toward  them.  The 
patients  are  referred  to  them,  special  exam- 
inations and  treatments  given,  case  reports 
forwarded  to  me  and  my  patients  returned 
well  pleased  with  the  attention  shown  them. 
I do  not  believe  that  one  word  of  criticism 
will  ever  come  from  those  paying  hospital 
fees  and  I am  sure  that  none  of  them  will 
ever  live  without  that  sense  of  security  in 
sickness  afforded  by  that  same  monthly  fee. 

It  has  been  contended  that  “list”  practice 
tends  to  produce  carelessness  in  diagnosis, 
laziness,  failure  to  take  histories  and  case  re- 
ports, indisposition  to  keep  abreast  of  medical 
knowledge  and  a tendency  to  fall  into  that 
well  known  “rut”.  Here  again  we  must  go 
back  to  the  character,  ambition  and  get-up- 
and-go  makeup  of  the  individual  doing  “list” 
practice.  It  is  my  observation  that  the  men 
of  my  acquaintance  are  all  filled  with  the  de- 
sire to  scatter  medical  knowledge  and  all  are 
doing  up-to-date  modern  medicine.  This 
observation  is  well  founded  since  I am  in- 
creasingly surprised  at  the  acuteness  of  the 
diagnoses  offered  by  my  patients.  It  is  not 
at  all  rare  for  the  Individual  putting  in  calls 
to  state  that  the  patient  has  scarlet  fever, 
diphtheria,  or  has  pneumonia  or  typhoid 
fever.  I have  often  wondered  if  my  col- 
leagues have  observed  this  trend.  I recently 
had  a miner  tell  me  that  a patient  had  mumps 
of  the  testicle,  when  the  parotid  glands  were 
not  involved.  Three  days  later  the  parotids 
became  swollen  and  the  patient  ran  a typical 
course  for  epidemic  parotitis.  With  such 
knowledge  in  lay  hands  the  incentive  to  lag 
and  fall  back  must  certainly  be  lacking  in 
the  modern  physician.  It  has  been  written 
that  one  never  stands  still,  that  he  must  go 
forward  or  fall  back  and  I’m  glad  to  state 
that  my  neighbors  are  all  progressives. 
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TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


The  need  for  assorting  cases  of  pulmonary 
tuberculosis  into  ciehnite  groups  led,  some 
years  ago,  to  the  formulation  of  a scheme  of 
classification.  It  is  based  primarily  on  the 
extent  of  the  lesion  and  is  now  widely  used 
by  sanatoria  and  clinicians.  In  recent  years, 
interest  has  been  centered  on  the  character  of 
the  fundamental  tissue  reaction  in  the  lungs. 
Accordingly,  Dr.  George  G.  Ornstein  and  his 
coworkers  have  attempted  to  classify  the 
disease  on  a qualitative  basis  of  tissue  reaction 
resulting  from  infection  by  the  tubercle 
bacillus.  They  describe  three  main  types  of 
acute  tuberculosis.  Abstracts  of  the  paper  by 
Drs.  Ornstein  and  Ldmar  follow: 

Acute  Forms  of  Pulmonary  Tuberculosis 
The  authors  disagree  with  the  conception  that 
tuberculosis  usually  begins  as  a minimal  lesion  and 
slowly  progresses  to  the  far  advanced  stage.  They 
point  out  that  inflammatory  forms  can  occur  with 
an  acuteness  not  usually  attributed  to  tuberculous 
infection,  a small  or  large  part  of  one  or  both  lungs 
being  involved  within  a few  hours. 

The  Exudative  Type — This  is  characterized  by 
an  intense  inflammatory  reaction  produced  by  a 
small  dose  of  tubercle  bacilli  in  highly  sensitized 
tissue.  The  response  is  chiefly  serous,  there  is  little 
if  any  destruction  of  tissue  and  the  process  clears  by 
resolution. 

Clinically  it  is  frequently  confused  w'ith  the  acute 
cold,  grippal  infections  and  broncho-pneumonia. 
The  patient  is  taken  acutely  ill  with  fever,  cough 
and  expectoration.  Fortunately,  hemoptysis  (40% 
of  cases)  or  history  of  contact  frequently  indicate 
tuberculosis.  Physical  signs  are  scanty.  However, 
x-ray  is  startling  because  of  the  extent  of  the  lesion. 
Complete  resolution  rapidly  occurs,  frequently  leav- 
ing no  trace  of  the  original  infection. 

Therapeutic  indications  are,  (1)  no  interference 
with  the  normal  return  to  status  quo  by  any  opera- 
tive procedure  and  (2)  avoidance  of  reinfection. 

Case  1:  A young  w'oman,  white,  29  years  old, 

stenographer,  presented  herself  because  of  an  acute 
cold  with  cough,  which  persisted.  , She  had  had 
contact  with  a tuberculous  father,  who  had  died 


a few  years  previously,  and  more  recently  with  a 
sister,  who  had  recovered  from  tuberculosis.  Her 
cough  was  not  severe  and  she  expectorated  at  times. 
She  had  lost  some  weight  and  complained  of  marked 
fatigue.  Physical  findings  were  scant:  dullness  on 
percussion  and  bronchovcsicidar  breathing  over  the 
right  upper  lobe  posteriorly,  and  moist  rales  were 
also  heard  from  the  apex  to  the  fifth  rib  posteriorly. 

X-ray  disclosed  a small  annular  shadow  in  the 
right  upper  lohe.  There  were  some  acinous  pro- 
ductive changes  in  the  left  upper  lobe.  Examination 
of  the  sputum  disclosed  tubercle  bacilli.  The  patient 
was  sent  to  the  country  on  a modified  rest  regimen. 
Her  symptoms  quickly  disappeared.  She  gained 
weight  rapidly.  Six  weeks  later  no  abnormal  find- 
ings were  heard;  she  had  no  complaints;  she  gained 
14  pounds.  The  annular  shadow  in  her  first  x-ray 
had  disappeared. 

The  Exudative-Productive  Type — This  type  is 
undouhtedly  due  to  a different  balance  between  the 
mass  of  dosage  or  virulence  of  the  organism  and  the 
allergic  tissue  reaction  of  the  host.  Instead  of  a 
purely  exudative  response  there  is  evidence  of  tissue 
destruction,  and  the  process  of  destruction  and  sub- 
sequent reparation  is  usually  somewhat  lengthy. 

Clinically  this  form  is  characterized  by  an  acute 
onset  with  toxemia  of  moderate  severity  which  per- 
sists for  a much  longer  time  than  in  the  exudative 
t)pe.  Eventually  the  symptoms  disappear  and  x-ray 
shows  clearing  which  is  not  however  complete.  A 
linear  type  of  scarring,  the  result  of  the  peculiar 
type  of  lung-damage  which  occurred  at  the  onset 
of  the  disease,  always  remains.  The  patient  re- 
covers not  by  any  means  of  operative  interference 
but  by  being  let  alone  and  protected  against  any 
further  reinfecting  dosage.  Surgical  interference, 
in  the  opinion  of  the  authors,  cannot  improve  upon 
the  results  obtained  through  the  normal  unaided 
process  of  nature. 

Case  3:  A man,  white,  25  years  of  age  became 

ill,  June,  1929,  with  an  acute  pneumonic  condi- 
tion. For  two  weeks  the  patient  ran  an  elevation 
of  temperature  which  subsided.  He  was  then  x-rayed 
and  a diagnosis  of  tuberculosis  was  made.  Tubercle 
bacilli  were  demonstrated  in  his  sputum.  He  was 
sent  to  a sanatorium  and  was  put  to  bed.  His  cough 
and  expectoration  subsided  rapidly. 

An  x-ray  was  taken  June  1,  1929.  In  the  dense 
exudative  shadow  there  were  some  high  lights  which 
appeared  like  cavity-formation.  An  x-ray,  taken 
thirty-seven  days  later,  demonstrated  beginning  res- 
olution. An  annular  shadow  was  still  present  in 
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the  2nd  interspace  which  was  still  interpreted  as  a 
cavity.  Four  months  later  the  cavity  had  disap- 
peared, and  further  resolution  throughout  was 
noted. 

An  x-ray  was  , taken  on  December  16,  1929. 
By  this  time  the  patient  had  completely  lost  his 
cough  and  expectoration.  He  had  gained  weight. 
The  x-ray  demonstrated  further  resolution.  Be- 
cause of  the  irregular  absorption  of  the  exudate  the 
x-ray  gave  one  the  impression  of  a large  annular 
shadow  being  present  which  could  easily  be  inter- 
preted as  a large  cavity.  The  patient  enjoyed  good 
health  throughout  this  period;  there  were  no  phys- 
ical findings.  The  x-ray  of  July  12,  1930,  showed 
a breaking-up  of  the  walls  of  this  annular  shadow 
leaving  linear  strands  of  fibrosis. 

On  December  4,  1930,  there  were  some  linear 
strands  in  the  right  upper  lobe.  X-ray  of  February 
14,  1931,  showed  still  further  resolution,  leaving 
a few  strands  of  fibrotic  tissue. 

The  x-ray  of  April  12,  1932,  showed  no  evi- 
dence of  the  acute  inflammatory  tuberculosis  which 
had  existed  in  the  right  upper  lobe.  At  this  time 
one  would  be  very  hesitant  to  state  whether  a 
tuberculous  process  had  existed.  This  case  is  an  ex- 
cellent example  of  the  possibility  of  resolution  in 
acute  inflammatory  forms  of  tuberculosis.  Any 
form  of  surgical  or  medical  therapy  would  have  pro- 
duced a good  result. 

The  Caseous-Pneumonic  Type — Here,  because 
of  excessive  stimulation  of  hyper-sensitive  tissue  by 
massive  dosage,  there  is  an  intense  inflammatory 
response  resulting  early  in  the  disease,  in  cell  death 
with  its  resulting  coagulation  necrosis  or  caseation. 
As  a result  the  patient  is  very  ill  and  toxic  with  pro- 
fuse cough  and  expectoration  as  liquefaction  of  the 
caseated  area  occurs.  As  the  caseous  material  is 
sloughed  out,  toxic  absorption  begins  to  diminish  and 
temperature  and  pulse  gradually  approach  the  nor- 
mal. With  the  completion  of  the  sloughing  the 
patient  feels  relatively  well  although  there  is  now  a 
definite  cavity  present  in  place  of  the  previous  area 
of  caseation. 

From  now  on  repair  proceeds  with  resultant  scat- 
formation.  What  makes  the  ultimate  outlook  for 
this  patient  bad  is  the  constant  shedding  of  tubercle 
bacilli  from  the  wall  of  the  cavity  with  the  ever 
present  danger  of  bronchogenic  dissemination  and 
spread  of  disease.  It  is  this  bad  mechanical  eml 
result  that  our  treatment  must  aim  to  prevent  or 
correct.  'J'hc  danger  is  not  the  cavity  but  the  posi- 
tive sputum.  Some  form  of  compression  therapy 


is  indicated  and  this  must  await  the  completion  of 
the  acute  stage. 

The  ultimate  goal  is  a negative  sputum  and  if 
this  is  not  achieved  by  the  use  of  pneumothorax 
some  other  form  of  compression  therapy  must  be 
used,  notably  thoracoplasty  or  apicolysis.  The 
authors’  experience  with  phrenic  neurectomy  has 
been  totally  disappointing. 

Case  7 : A young  woman,  25  years  of  age,  who 

had  been  chronically  ill  a year  and  six  months. 
Admitted  to  Metropolitan  Hospital,  June  9,  1931, 
complaining  of  cough,  expectoration  and  repeated 
hemoptysis,  having  had  a severe  one  just  before  her 
admission  to  the  hospital.  The  whole  left  lung  was 
involved  with  multilocular  cavities;  her  sputum  con- 
tained many  bacilli.  Collapse  of  the  left  lung  by 
pneumothorax  had  failed  because  of  obliterate  pleu- 
ritis.  X-ray  examination  of  October  29,  1931, 
demonstrated  an  extensive  tuberculous  lesion  in- 
volving the  whole  left  lung,  with  the  trachea  and 
mediastinum  pulled  into  the  left  thorax  and  a sharp 
rise  of  the  left  diaphragm.  There  was  narrowing 
of  the  intercostal  spaces  throughout  the  whole  left 
thorax. 

A paravertebral  thoracoplasty  was  performed  in 
two  stages  by  Dr.  Coryllos.  The  general  condition 
of  the  patient  is  improved.  There  has  been  little 
expectoration,  with  this  little  negative  for  tubercle 
bacilli.  This  is  an  excellent  example  of  the  im- 
portance of  surgery  changing  the  prognosis  from  a 
very  poor  to  a most  favorable  one. 

The  Treatment  of  Acute  Forms  of  Pulmonar  y 
Tuberculosis y Am.  Rev.  of  Tubere.y  Oct.y  1933. 


SEAL  OK  ACCEP'I  ANCE 

Because  the  average  mother  is  too  busy  washing 
dishes,  planning  and  cooking  meals  and  {X'rforming 
the  hundreds  of  other  tasks  which  are  required  of 
her,  she  does  not  have  time  to  investigate  scientifi- 
cally the  foods  she  buys. 

’^J'hat  is  why  the  Seal  of  Acceptance  of  the  Com- 
mittee on  Foods  of  the  American  Medical  Associa- 
tion is  being  placed  on  foods  by  a group  of  scientists, 
prominent  in  their  respective  fields,  :is  a part  of  the 
Association’s  program  for  education  and  the  ad- 
vancement of  public  health. 

In  the  second  of  Doris  W.  McCray’s  articles  in 
Hygeia  in  the  department,  Housewife  Looks  at 
the  Committee  on  Foods,”  the  steps  in  the  Com- 
mittee’s acceptance  of  bread  are  described. 
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TO  THE  DOCTORS  OF  WEST  VIRGINIA 


My  Friends: 

'I'his  is  niy  last  opportunity  to  address  yon  through  the  pages  of  the  West  Vir- 
t;iNiA  Medical  Journal  as  President  of  our  association.  'J'here  are  several  subjects 
which  might  properly  be  discussed  in  this  valedictory  message  but  there  is  one  which 
seems  to  me  to  be  most  urgent  and  timely.  I refer  to  the  active  participation  of  our 
State  and  County  medical  societies  in  the  plan  of  the  Federal  PImergency  Relief  Com- 
mission for  the  medical  care  of  the  indigent. 

'Fhe  members  of  the  medical  profession  have  carried  more  than  their  share  of  the 
hardships  of  the  depression  period.  I hey  have  ministered  to  an  ever  increasing  num- 
ber of  indigent  patients  with  no  e.xpectation  of  recompense  for  time,  trouble  or  expense. 
In  the  past  this  burden  has  been  borne  willingly  and  cheerfully  as  a sacred  obligation  of 
the  disciples  of  .\esculapius.  In  times  like  the  present,  when  the  doctor’s  income  is 
curtailed  to  the  point  of  financial  embarrassment  the  load  is  too  heavy  to  carry. 

'Fhe  medical  care  of  the  indigent  should  be  considered  a responsibility  of  the 
whole  community.  I he  medical  profession  should  contribute  its  part,  but  should  not 
be  expected  to  shoulder  the  entire  burden.  'Fhe  Federal  Emergency  Relief  Commis- 
sion has  recognized  the  urgency  of  the  present  situation,  and  has  made  funds  available 
to  augment  the  facilities  for  medical  relief  in  needy  communities.  The  physician’s 
charitable  contribution  under  this  plan  is  the  acceptance  of  the  provision  that  “all  fees 
shall  be  established  on  the  basis  of  an  appreciable  reduction  from  the  prevailing  mini- 
mum charges  for  similar  services  in  the  state  and  local  communities,  with  due  recogni- 
tion of  the  certainty,  simplicity  and  promptness  of  payment.” 

It  is  gratifying  to  note  that  the  plan  outlined  by  the  P'ederal  Commission  provides 
for  the  maintenance  of  the  family  physician  relationship  in  so  far  as  that  is  feasible  in 
the  handling  of  indigent  cases,  and  that  provision  is  made  for  free  choice  in  the  selection 
of  physicians  when  that  is  possible. 

There  has  been  some  protest  from  certain  members  of  our  profession  to  the  effect 
that  this  plan  is  a stepping  stone  to  State  Medicine.  In  my  opinion,  this  part  of  med- 
ical w’ork  is  a public  responsibility  and  should  be  handled  as  State  Medicine.  How- 
ever that  may  be,  this  is  not  the  time  for  argument.  We  are  facing  a critical  situa- 
tion. The  Federal  Government  has  advanced  a plan  for  the  duration  of  the  emer- 
gency only,  and  it  can  be  accepted  by  our  profession  on  that  basis. 

Elsewhere  in  this  Journal  you  will  find  a copy  of  the  plan  approved  by  the 
Medical  Society  of  New’  Jersey.  Similar  plans  have  been  adopted  by  other  states.  I 
hope  that  action  on  this  subject  will  be  taken  at  the  meeting  of  our  Council  on  Decem- 
ber fourteenth,  and  that  a liaison  committee  wall  be  appointed  to  advise  with  the  West 
Virginia  Unemployment  Relief  Administration,  in  regard  to  any  medical  problems 
which  may  arise.  In  the  meantime,  it  behooves  each  county  society  to  call  a business 
meeting  for  the  discussion  of  this  subject  and  to  decide  whether  or  not  they  wish  to 
endorse  such  a plan  for  this  community.  An  active  committee,  representing  the 
county  medical  society,  should  stand  ready  to  assist  the  Director  of  Federal  relief  in 
each  county  in  the  practical  and  ethical  management  of  local  medical  problems  which 
arise  in  connection  W'ith  the  care  of  the  indigent.  Major  Francis  W.  .Turner  is  the 
Federal  representative  in  charge  of  the  distribution  of  these  relief  funds.  Detailed  in- 
formation on  the  subject  may  be  obtained  by  addressing  him  at  the  West  Virginia  De- 
partment of  Public  ^Velfare. 

In  closing  this  last  communication,  I want  to  express  my  gratitude  to  the  mem- 
bers of  our  association  w’hose  kind  words  and  cheerful  cooperation  have  made  the 
duties  of  rny  term  of  office  a source  of  pleasure  and  satisfaction.  The  best  wish  that 
I can  possibly  make  for  my  successor.  President-elect,  R.  B.  Miller,  is  that  his  admin- 
istration during  1934  w’ill  be  as  pleasant  as  mine  has  been. 


President. 
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DOCTORS  WHO  ADVERTISE 

Several  weeks  ago  the  Associated  Press 
carried  a news  dispatch  in  West  Virginia 
dailies  to  the  effect  that  the  Cook  County 
Medical  Society,  Chicago,  had  voted  to  allow 
its  members  to  advertise  in  newspapers.  The 
following  day  the  headquarters  office  of  the 
Association  at  Charleston  was  beseiged  with 
queries.  Local  newspapers  wanted  to  know 
what  action  the  local  medical  society  was 
going  to  take.  The  Better  Business  Bureau 
wanted  in  on  the  ground  floor.  Many  mem- 
bers of  the  Association  called  to  know  what 
it  was  all  about. 

In  view  of  the  widespread  attention 
attracted  by  the  newspaper  item,  we  quote 
from  the  Chicago  Medical  Society: 

“In  reply  to  your  letter  of  October  29,  the 
Chicago  Medical  Society  is  the  affiliated  Cook 
County  Society  of  the  Illinois  State  Medical 
Society. 

“The  press  dispatches  regarding  a meeting 
of  the  “Cook  County  Medical  Society”  had 
no  relation  to  the  regular  medical  affiliate  of 
the  Illinois  State  or  the  American  Medical 
Association.  The  “Cook  County  Medical 
Society”  is  an  organization  associated  with 
the  United  Medical  Service,  a corporation 
organized  for  profit. 

“The  United  Medical  Service  carries  ad- 
vertisements in  the  Chicago  papers.  1 his  in- 
stitution has  been  declared  an  unethical  in- 
stitution by  the  Chicago  Medical  Society  and 
the  members  known  to  be  affiliated  with  the 


United  Medical  Service  were  expelled  from 
membership. 

“The  Chicago  Medical  Society  does  not 
sanction  advertising  either  by  groups  or  in- 
dividuals.” 

Thomas  P.  Foley,  M.  D.,  Secretary. 


THE  DETROIT  PLAN 

At  the  annual  meeting  of  the  West  \dr- 
ginia  State  Medical  Association  last  May, 
Dr.  Henry  R.  Vaughan,  Health  Commission- 
er of  the  City  of  Detroit,  spoke  on  the 
“Detroit  Plan”  in  immunization  work. 
Briefly,  this  plan  brings  about  the  participa- 
tion of  the  medical  profession  in  public 
health  work  in  such  a way  that  the  partici- 
pating physicians  are  reimbursed  for  the  ser- 
vices they  perform. 

It  will  no  doubt  be  of  interest  to  other 
county  medical  societies  to  learn  that  the 
Kanawha  Medical  Society  recently  gave  the 
Detroit  plan  a “try-out”  in  Charleston  with 
considerable  success.  The  movement  was  in- 
augurated by  Dr.  Hugh  Robins,  Charleston 
Health  Commissioner,  and  approximately  75 
Charleston  doctors  signified  their  w'illingness 
to  participate.  The  immediate  cause  was  an 
epidemic  of  diphtheria  in  Charleston,  during 
which  32  cases  had  been  reported. 

Two  days  before  the  plan  was  tried  out. 
Dr.  \hiughan  made  a special  trip  to  Char- 
leston to  assist  in  putting  the  plan  in  opera- 
tion. Under  his  direction,  the  participating 
doctors  agreed  to  be  in  their  offices  from  1 1 
until  12  and  from  3 until  4 o’clock  on  Nov- 
ember 9 and  November  11,  at  which  time 
they  agreed  to  give,  diphtheria  immuniza- 
tions to  all  comers  for  one  dollar.  The  par- 
ticipating doctors  further  agreed  to  give  free 
immunizations  to  those  who  could  not  afford 
to  pay.  The  city  health  department,  in  con- 
i unction  with  the  state  health  department, 
furnished  free  toxoid  (two  dose)  to  the  par- 
ticipating physicians  for  this  campaign. 

During  the  two  days  of  the  campaign,  more 
than  2200  children  received  their  first  im- 
munization and  the  great  majority  of  them 
were  of  pre-school  age.  An  interesting  side- 
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light  of  the  campaign  was  the  fact  that  very 
few  parents  took  ad\antage  of  the  “free” 
offer.  Approximately  1800  of  the  2200 
preferred  to  pay  the  dollar  rather  than  to  be 
classed  as  indigent.  If  only  1200  of  the  1 800 
pay  patients  return  for  the  second  “shot,”  the 
campaign  will  result  in  a total  of  3000  im- 
munization doses.  Figured  in  actual  dollars 
and  cents,  the  campaign  averaged  $40  for 
each  participating  physician.  Had  this  im- 
munization campaign  been  conducted  in  the 
usual  way  by  the  health  department,  the 
number  of  immunizations  would  probably 
have  been  reduced  50  percent  and  the  medical 
profession,  as  a whole,  would  have  been  left 
entirely  out  of  the  picture. 

Perhaps  the  most  encouraging  feature  of 
the  Charleston  campaign  was  the  newspaper 
support  that  it  received.  Both  local  news- 
papers entered  whole-heartedly  into  the  spirit 
of  the  occasion.  Editorials  and  front-page 
stories  appeared  both  before  and  during  the 
campaign  and  the  public  was  fully  aware  of 
exactly  what  was  going  on.  On  the  day  be- 
fore the  campaign  started,  a complete  list  of 
the  participating  physicians  was  published  in 
both  newspapers.  Without  this  exxcellent 
support  the  campaign  could  never  have  suc- 
ceeded. 

The  advantages  of  this  “Detroit  Plan”  are 
many.  The  plan  catches  the  pre-school  child. 
It  places  preventlv'e  medicine  in  the  hands  of 
the  family  doctors  where  it  rightfully  be- 
longs. It  encourages  support  by  both  the 
medical  profession  and  the  public.  It  arouses 
civic  interest.  It  removes  the  stigma  usually 
attached  to  a charity  clinic  and  gives  many  of 
the  parents  the  dignity  of  being  “pay- 
patients.” 

HARRISON  COUNTY  IS  FIRST 

We  pause  this  month  to  pay  honor  to  seven 
component  county  medical  societies  of  the 
Association  whose  memberships  are  100  per- 
cent paid  up  for  1933.  First  honors  go  to 
Harrison  County  because  is  it  the  largest 
society  in  the  100  percent  class.  Next  in  order 
come  the  Barbour-Randolph-Tucker  Medical 
Society,  the  Grant-Hardy-Hampshlre,Min- 


eral  Medical  Society,  the  Taylor  County 
Society,  the  Mason  County  Society,  the 
\\  yoming  County  Society  and  the  Doddridge 
County  Society.  1 he  records  of  these  com- 
ponent organizations  are  indeed  gratifying  in 
this  year  of  financial  stress. 

In  order  that  each  county  medical  society 
may  know  its  standing  in  the  number  of  de- 
linquent members,  we  are  listing  the  societies 
below  with  the  number  of  delinquents  of  each 


society. 

COUNIY  SOCIETY  DELINQUENTS 

Brooke  County 2 

Cabell  County  12 

Central  W^est  Virginia 2 

Eastern  Panhandle 4 

Fayette  County  7 

Greenbrier  Valley 1 

Hancock  County 3 

Kanawha  County 11 

Lewis  County  2 

Logan  County  2 

Marion  County 7 

Marshall  County  2 

McDowell  County 4 

Mercer  County  8 

Mingo  County  3 

VIonongalia  County 5 

Ohio  County  13 

Parkersburg  Academy  8 

Preston  County 4 

Raleigh  County  4 

Summers  County  2 

Tyler-Wetzel 3 

Total  109 


DR.  JOHN  A.  JACKSON 

Dr.  John  A.  Jackson,  72  years  of  age,  died  un- 
expectedly at  his  home  at  Ronceverte  on  October 
26  of  heart  disease.  He  was  a former  Mayor  of 
Ronceverte,  a former  president  of  the  f ort  Spring 
district  board  of  education  and  was  a member  of 
the  county  board  of  education  at  the  time  of  his 
death.  Dr.  Jackson  graduated  from  the  Univer- 
sity of  Louisville  school  of  medicine  in  1887, 

Dr.  Jackson  is  survived  by  his  widow,  one  son 
and  one  daughter,  all  of  Ronceverte.  Five  sisters 
also  survive.  Funeral  services  were  held  on  October 
28  at  Ronceverte. 
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COUNTY  SOCIETY  NEWS 


KANAWHA  COUNTY 
An  interesting  meeting  of  the  Kanawha  Medical 
Society  was  held  at  the  Daniel  Boone  Hotel  on  the 
evening  of  November  13  with  more  than  75  mem- 
bers in  attendance.  The  essayist  of  the  evening 
was  Dr.  B.  R.  Kirklin  of  the  Mayo  Clinic,  Roch- 
ester, Minnesota,  who  spoke  on  “Some  of  the  Less 
Commonly  Recognized  Lesions  of  the  Gastro-In- 
testinal  Tract.”  His  talk  was  illustrated  with  lan- 
tern slides  and  discussion  was  opened  by  Dr.  John 
E.  Cannaday,  Dr.  E.  L.  Lanman  and  Dr.  G.  B. 
Capito.  A general  discussion  followed. 

A nominating  committee  to  nominate  officers  at 
the  December  meeting  was  elected  by  the  society. 
Other  business  matters  included  a brief  report  by 
Dr.  Hugh  B.  Robins,  City  Health  Commissioner, 
on  the  recent  diphtheria  immunization  campaign 
which  was  carried  out  under  the  “Detroit  Plan.” 
Dr.  Robins  reported  that  more  than  2,000  chil- 
dren had  been  immunized  by  the  Charleston  doctors 
during  the  campaign. 

M.  P'.  Petersen,  Secretary. 


OHIO  COUNTY 

Dr.  Charles  F'.  Geschickter  of  the  Johns  Hopkins 
Hospital,  Baltimore,  was  the  scientific  essayist  at 
the  November  3 meeting  of  the  Ohio  County  Med- 
ical Society  which  was  held  at  the  Ohio  Valley 
General  Hospital.  His  subject  was  “Tumors  of 
the  Breast.”  Discussion  was  opened  by  Dr.  W. 
S.  P'ulton,  Dr.  E.  L.  Armbrecht,  Dr.  C.  C.  Clovis 
and  Dr.  H.  G.  Little. 

.At  the  November  1 7 meeting  of  the  society.  Dr. 
Louis  P'.  Clerf  of  Philadelphia  gave  an  interesting 
paper  on  “The  Diagnosis  and  Treatment  of  Pul- 
monary .Abscess  and  Bronchiectasis,”  with  lantern 
slides,  d'his  paper  was  thrown  open  for  general 
discussion  and  a number  of  practical  points  were 
brought  out. 

Russell  C.  Bond,  Secretary . 
MERCER  COUN'l'Y 

'J'he  regular  monthly  meeting  of  the  Mercer 
County  .Medical  Society  was  held  at  the  Municipal 
Building,  Bluefield,  on  the  evening  of  October  26 
with  20  members  and  five  visitors  present.  Follow- 
ing the  disfiosition  of  business  matters,  the  scientific 
program  was  presented. 


The  program  W’as  opened  by  Dr.  David  B.  Lep- 
per.  City  health  doctor,  who  gave  a summary  of 
the  activities  of  the  local  health  department  for  the 
past  seven  years  and  pointed  out  the  various  im- 
provements which  have  been  made.  He  was  fol- 
lowed by  Dr.  .A.  E.  McClue,  State  Health  Com- 
missioner, who  gave  an  informal  talk  on  his  de- 
partment. He  stated  that  the  major  objective  of 
his  department  was  sanitation  to  eliminate  the  cause 
of  the  very  large  rate  of  incidence  of  typhoid  fever 
and  intestinal  diseases  in  this  state. 

Dr.  Fred  Foard  of  the  L^nited  States  Public 
Health  Service  followed  Dr.  McClue  on  the  same 
subject.  Mr.  Joe  W.  Savage,  State  Secretary,  was 
present  and  also  made  an  informal  talk. 

R.  R.  Stuart,  Secretary. 


HARRISON  COUNTY 
The  regular  November  meeting  of  the  Harrison 
County  Medical  Society  was  held  at  the  Stonewall 
Jackson  Hotel,  Clarksburg,  with  a fine  attendance. 
.An  excellent  dinner  was  served  at  the  Hotel  prior 
to  the  scientific  program. 

The  essayist  of  the  evening  was  Dr.  S.  L.  Cherry, 
Clarksburg,  who  gave  a very  interesting  paper  on 
“Treatment  of  Common  Diseases  of  the  Heart.” 
.A  general  discussion  followed.  .At  this  meeting. 
Dr.  E.  .A.  Hill,  Clarksburg,  and  Dr.  John  Polk, 
Bridgeport,  were  elected  to  honorary  membership 
in  the  count)-  society. 

Eugene  B.  Wright,  Secretary. 


WYOMING  COUNTY 
'I'he  Wyoming  County  Medical  Societv  held  its 
regular  quarterly  meeting  at  8:00  p.  m.  on  Thurs- 
day, November  2,  1933,  with  a goodlv  number  of 
members  present. 

Dr.  AV.  R.  Morris,  of  Coval,  addressed  the 
society  on  “I'he  .Automatic  Nervous  System.”  Dr. 
Morris’  address  was  illustrated  with  lantern  slides 
and  was  very  interesting  and  instructive,  being 
freely  discussed  bj’  several  members  of  the  societj-. 

\\'^ARD  W^YLIE,  Secretary. 


CENTRAL  WES'E  VIRGINIA 
'Ehe  Central  West  Virginia  Medical  Society  held 
a very  interesting  and  instructive  meeting  at  Buck- 
hannon  on  October  25  with  36  members  and 
guests  present.  .A  fine  dinner  was  served  in  the 
Rotary  Club  rooms  prior  to  the  opening  of  the 
meeting. 
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”J'he  annual  election  of  officers  was  held,  re- 
sulting in  the  election  of  Dr.  L.  W.  Deeds,  Huck- 
hannon,  as  President  for  the  coming  year.  Dr. 
Clayton  C.  Carson,  Gassaway,  was  elected  vice- 
president  and  Dr.  Eugene  lirown,  Summersville, 
was  elected  Secretary-'I'reasurer. 

At  this  meeting  Dr.  .M.  F.  Gruber  of  Erbacon 
and  Dr.  Everett  Walker  of  Adrian  were  elected  to 
honorary  membership  in  the  county  society  and  the 
State  .Medical  .Association  was  asked  to  concur  in 
this  election. 

I'he  scientific  program  was  opened  by  Dr.  E.  ’E. 
\y.  Hall,  \\'eston,  who  gave  a very  practical  paper 
on  “'Ehe  Intravenous  Treatment  of  Varicose 
Veins.”  He  was  followed  by  Dr.  S.  L.  Cherry, 
Clarksburg,  who  read  a fine  paper  on  “Pernicious 
.Anemia.”  Both  {xapers  were  discussed  freely  by 
the  members  and  many  practical  points  were  made 
which  were  of  great  value  to  the  practitioner. 

It  was  agreed  to  hold  the  nc.\t  regular  meeting 
of  the  societ)-  in  Gassaway  in  February. 

Eugene  S.  Brown,  Secretary. 


CABELL  COUNTY 

A special  meeting  of  the  Cabell  County  IVIedical 
Society  was  held  at  the  Hotel  Pritchard  on  the 
evening  of  November  6 at  which  time  the  school 
health  and  public  health  programs  of  the  county 
were  discussed.  Dr.  A.  E.  McClue,  State  Health 
Commissioner,  was  present  and  spoke  at  some 
length  to  the  society  members.  There  was  an  ex- 
cellent attendance  at  this  meeting. 

The  regular  meeting  of  the  Society  was  held  on 
November  9 and  w'as  tendered  by  the  staff  of  the 
Veterans  Hospital  at  Huntington.  Dinner  was 
served  at  6:30  o’clock  and  was  followed  by  an  in- 
spection tour  of  the  hospital.  There  was  a splendid 
turnout  for  this  excellent  meeting.  Greetings  to 
the  Cabell  Society  were  extended  by  Dr.  H.  B. 
Fralic,  .Medical  Officer  in  charge,  and  the  response 
was  made  by  Dr.  W.  Boyd  Hunter,  President  of 
the  Society. 

The  scientific  program  was  opened  by  Dr.  R. 
A.  Wolford,  Clinical  Director,  and  Dr.  T.  G. 
Scott,  Chief  of  the  hospital  laboratory  service  who 
presented  an  interesting  case  report.  Discussion 
was  opened  by  Dr.  I.  I.  Hirschman.  Dr.  Harvey 
McClure,  Chief  of  the  surgical  service,  and  Dr. 
A.  B.  Musa,  Chief  of  the  neurological  service,  then 
presented  a paper  on  “Thrombo-Angiitis  Obli- 
terans” which  was  discussed  hv  Dr.  A.  S.  Jones, 


attending  orthopedic  specialist.  LTological  case 
reports  were  presented  by  Dr.  R.  M.  Bobbitt  and 
Dr.  Ivan  R.  Harwood,  both  of  Huntington. 

W.  \V.  Strange,  Secretary. 

BARBOUR-R.ANDOLPH-'i'UCKER 

Dr.  J.  L.  Miller  of  Thomas  and  Dr.  H.  H. 
Bolton,  Jr.,  of  Elkins  were  the  essayists  at  the 
November  10  meeting  of  the  Barbour-Randolph- 
Fucker  County  .Medical  Societ}'  which  was  held  in 
Elkins.  .Vlrs.  S.  S.  Hoover,  Federal  Relief 
.Administrator  of  Randolph  County,  also  read  an 
interesting  paper  on  the  relationship  of  physicians  to 
federal  relief. 

Dr.  .Miller  presented  a highly  intere.sting  and 
entertaining  paper  and  Dr.  Bolton  reported  on  his 
recent  trip  to  Cleveland  for  the  Interstate  Post 
Graduate  .Assembly.  Reports  were  also  made  by 
the  delegates  to  the  State  .Association  meeting  in 
Charleston  last  .May.  .A  number  of  important 
phases  of  medical  economics  were  discussed  which 
will  be  reported  on  later. 

Russell  C.  Wolfe,  Secretary. 

LOGAN  COUNTY 

'File  Logan  County  Medical  Society  held  its 
regular  November  meeting  on  the  evening  of  the 
1 5th  at  the  Hatfield-Lawson  Hospital,  Logan,  with 
1 8 members  and  visitors  present.  After  transacting 
routine  business  the  following  scientific  program 
was  rendered:  Dr.  R,  O.  Halloran,  of  Charles- 

ton, addressed  the  society  on  “Treatment  of  the 
Common  Skin  .Affections”;  and  Dr.  Philip  Jaisohn, 
also  of  Charleston,  addressed  the  society  on  “Are 
We  Doing  all  We  Can  for  Our  Cancer  Patients?” 

Both  addresses  were  terse  and  to  the  point  and 
thoroughly  practical,  and  there  was  a good  deal  of 
discussion  and  questions  asked  by  the  members 
present. 

News  Items:  Dr.  J.  M.  Moore,  recently  of 

Charleston,  has  been  added  to  the  staff  of  the  Hat- 
field-Lawson Hospital  as  house  physician.  The 
hospital  also  has  two  internes.  Dr.  J.  W.  Caeney, 
and  Dr.  J.  M.  Mansion,  who  have  been  there  since 
July  this  year. 

Dr.  Walter  W.  Brewer  has  recently  opened  a 
new'  hospital,  the  Logan  Clinic,  in  Logan.  Dr. 
C.  L.  Border,  recently  on  the  staff  of  the  Hat- 
field-Lawson Hospital,  is  associated  w'ith  Dr. 
B'Xwer  as  first  assistant  and  house  physician. 

])r,  C.  A.  Davis,  eye-ear-nose-and-throat,  has 
recently  irvoved.his  office  from  the  Morrison  Build- 
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ing,  Logan,  to  the  White  and  Browning  Building, 
Logan. 

Dr.  D.  T.  Moore  of  Omar,  who  has  been  ill 
for  some  two  weeks,  is  improving  and  hopes  to  be 
back  on  the  job  soon.  Dr.  L.  B.  Ward  of  Char- 
leston, has  been  taking  care  of  Dr.  Moore’s  practice 
during  his  illness. 

Dr.  Fred  E.  Brammer,  of  Dehue,  attended  the 
International  Post-Graduate  Assembly  at  Cleve- 
land, Oct.  16-21. 

Dr.  J.  L.  Patterson,  of  Holden  was  recently 
elected  to  membership  in  the  Logan  County  Med- 
ical Society. 


WOMAN’S  AUXILIARY 


MONONGALIA  COUNTY 

The  Woman’s  Auxiliary  to  the  Monongalia 
County  Medical  Society  met  at  the  home  of  Mrs. 
R.  C.  Farrier,  Morgantown,  on  October  16  with 
Mrs.  C.  C.  Romine,  President,  presiding.  Two 
new  members,  Mrs.  Justus  Pickett  and  Mrs.  F.  R. 
Whittlesey,  were  welcomed  into  the  Auxiliary  at 
this  meeting. 

An  interesting  and  instructive  article  from  a re- 
cent magazine  entitled  “The  Greatest  Risk  that 
Women  Run,”  was  read  by  Mrs.  Romine.  During 
the  business  session  which  followed  it  was  agreed 
that  the  Auxiliary  would  utilize  membership  tickets 
to  local  theaters  as  a means  of  raising  money,  in- 
stead of  holding  the  annual  benefit  bridge  party. 


OHIO  COUNTY  AUXILIARY 

The  Woman’s  Auxiliary  to  the  Ohio  County 
Medical  Society  held  its  October  meeting  at  the 
Nurses  Home  of  the  Ohio  Valley  General  Hospital, 
Wheeling,  on  October  20  with  21  members  in  at- 
tendance. Mrs.  R.  U.  Drinkard,  President,  pre- 
sided at  the  meeting. 

'Fhe  speaker  was  Mr.  George  J.  Kossuth  of 
Wheeling  who  talked  on  the  “Magnolia  Gardens 
of  South  Carolina.”  His  interesting  address  was 
illustrated  with  lantern  slides.  Mrs.  George  B. 
d'hicroff  sang  a group  of  songs,  accompanied  at 
the  piano  by  Mrs.  Howard  Stilwell.  'Fhe  doctors, 
who  met  on  the  same  evening,  later  joined  their 
wives  for  reception  and  refreshments,  • ' • 

News  Notes:  A son  was  born  to  Dr  '^nd  Mrs. 

Russell  C.  Bond  on  November  9,  1923. 


AMEBIC  DYSENTERY 

The  Journal  of  the  American  Medical  Associa- 
tion, (Nov.  18,  1933)  calls  attention  to  two  re- 
ports emanating  from  the  department  of  health  of 
the  City  of  Chicago  relative  to  an  epidemic  of 
amebic  dysentery  with  a focus  in  a hotel  in  Chicago. 
The  appearance  of  an  unusual  number  of  cases  of 
amebic  dysentery  about  the  middle  of  August 
aroused  the  attention  of  the  department  of  health. 
The  cases  were  traced  to  one  hotel.  More  than 
25  percent  of  the  food  handlers  at  this  hotel  were, 
upon  examination,  found  to  be  infested  with  end- 
amoeba  histolytica. 

It  became  apparent  that  many  of  the  guests  who 
had  visited  this  hotel  between  May  and  the  date  of 
the  examinations  had  become  infected  and  had  re- 
turned to  their  homes,  later  developing  the  acute 
symptoms  which  are  typical  of  this  disease.  Be- 
cause of  the  unusual  character  of  the  condition,  the 
diagnosis  seems  in  many  instances  to  have  been 
overlooked.  Many  of  these  cases  were  diagnosed 
as  ulcerative  colitis,  some  appendicitis  or  peritonitis, 
and  others  in  other  ways.  Time  Magazine  reports 
that  Texas  Guinan,  who  recently  died  following 
an  operation  for  ulcerative  colitis,  in  reality  was 
suffering  from  amebic  dysentery  contracted  at  this 
hotel  in  Chicago.  It  is  reported  that  the  condition 
has  already  appeared  in  at  least  fifty  other  cities. 

The  A.  M.  A.  Journal  concludes  by  saying, 
“The  widespread  character  of  the  hazard,  parti- 
cularly in  view  of  the  tremendous  dissemination  that 
has  taken  place  from  the  Chicago  epidemic,  de- 
mands the  consideration  of  every  public  health 
authority. 


NEW  HOSPITAL  AT  SPENCER 

Dr.  J.  M.  DePue,  a native  of  Roane  County, 
formally  opened  the  DePue  hospital  at  Spencer  on 
November  17.  The  three  story  brick  building 
which  houses  the  liospital  is  located  on  Market 
Street.  ^I  he  hospital  itself  is  of  14  bed  capacity 
and  is  modernly  equipped. 

Dr.  DePue  graduated  from  WYst  Virginia  Uni- 
versity in  1922  and  received  his  Masters’  Degree 
there  in  1924.  After  teaching  three  years  he 
entered  the  school  of  medicine  at  the  state  univer- 
sity, graduating  in  1929.  He  then  entered  Rush 
Medical  school  of  the  University  of  Chicago,  re- 
ceiving his  M.  I),  degree  in  1931.  He  interned 
tone’ year  V.  Chicago  and  spent  another  year  at  the 
Hlaipbr  'HospUa't  ■ in  Detroit,  before  returning  to 
"Spencer  to  begin  practice. 
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SIDELIGHTS  OF  MEDICINE 


THE  COAl,  MINE  DOCTOR 

In  the  coal  fields,  I became  known  as  Doc.  If 
my  clients  wanted  to  be  especially  nice,  they  called 
me  .Mister.  How  disgusting  Doc  used  to  sound  to 
me.  ( I was  one  of  those  younger  doctors  over- 
whelmed by  the  romance  of  medicine.  'I'hat  pro- 
fession with  it’s  dignity  and  often  not  it’s  practical- 
ity.) D.  D.  (During  Depression)  the  coal  fields 
are  very  nice  at  the  first  of  each  month. 

I spoke  of  fun  in  my  title.  \Vhat  is  this  funr 
Well,  many  of  my  patients  are  colored  and  I enjoy 
bringing  out  their  amusing  side.  Do  not  accuse 
me  of  being  a negrophile.  Perhaps  by  letting  you 
in  on  some  of  my  experiences,  you  too  will  recall 
many  that  you  have  encountered. 

The  other  evening  a fellow  rushed  into  my  office 
and  called  to  me,  “Doc,  come  to  my  house  right 
away.” 

“What  is  the  trouble?”  I asked. 

“.My  baby  is  vomiting  from  both  ends,”  was  the 
reply. 

.A  colored  woman  was  having  frequent  hard 
labor  pains  and  I asked  her  what  she  was  going  to 
name  her  baby.  She  quickly  replied,  “'I'hank  God; 


if  dis  is  de  last  one.”  .Another  one  had  just  had 
her  baby  when  I asked  her  what  she  was  going  to 
name  it.  Her  reply  was,  “Glad  yer  here.” 

\^’^e  had  a colored  woman  in  the  hospital.  She 
was  pregnant  near  term  and  was  very  edematous. 
"I  he  edema  extended  up  to  her  rib  margin,  making 
it  impossible  to  hear  the  fcetal  heart  tones.  I asked 
her  if  she  could  feel  the  baby  move.  She  replied, 
“A’as  .sail,  peers  like  it’s  playing  baseball,  but  Doc, 
hit  ain’t  showed  no  signs  ob  makin  a home-run  yit.” 

I recently  made  a visit  to  see  a sick  child  and 
the  mother  followed  me  out  on  the  porch.  I 
noticed  a terrible  example  of  a rooster  in  the  yard. 
It’s  legs  were  swollen,  there  was  a patch  of  feathers 
here  and  there  and  it  could  hardly  move.  Never- 
theless, it  was  trying  to  arouse  a little  interest  in  a 
bevy  of  hens.  I could  not  help  but  remark,  “Why 
not  kill  that  rooster  and  put  him  out  of  his  misery, 
he  cannot  do  any  good.”  The  colored  woman  re- 
plied, “I  ain’t  keepin  him  fo  what  good  he  is  but 
fo  what  good  he  has  did.” 

W'hile  visiting  a sick  infant,  I noticed  a large  pet 
boiling  on  the  stove.  It  was  giving  forth  a peculiai 
odor  so  I asked  the  mother  what  was  in  the  pot. 
“Dat’s  fertilizer  tea,”  was  the  reply.  Upon  investi- 


We  Make 

Wassermann,  Hecht-Gradwohl  and  Kahn  Tests 
on  All  Blood  Specimens 
Clinical  Pathology 

Blood  Chemistry  - Vaccines  - Tissues 
Basal  Metabolism  - Pregnancy  Test 

CINCINNATI  BIOLOGICAL  LABORATORIES 

Dr.  a.  FALLER,  Director 

19  West  Seventh  Street  Cincinnati,  Ohio 

Approved  ba'  the  American  Medical  Association 


Please  mention  THE  WEST  VIRGINIA  MEDICAL  JOURNAL  when  answering  adoeriisemenis. 


XX 


The  West  Virginia  Medical  Journal 


‘December.  1933 


gation,  I found  that  this  mother  was  making  tea 
out  of  cow  manure  for  her  sick  infant.  We  should 
page  Katheryn  Mayo  who  wrote  “Mother  India.” 
One  of  my  steady  clients  asked  me  to  go  and  see 
his  old  lady. 

“Why  George,  you  just  buried  your  wife  about 
three  weeks  ago,”  I replied. 

“Yes  Doc,  but  dis  is  annuder  one.” 

“Have  you  married  her,”  I asked. 

“Nah  sah  but  I’s  figurin  on  it.” 

It  happened  that  George  was  a deacon  in  the 
colored  church.  Sometime  later,  one  of  the  other 
deacons  was  in  my  office  and  I asked  him  about 
having  a deacon  who  was  living  with  a woman  to 
whom  he  was  not  married. 

“I  knows  dat,  but  George  says  it’s  his  house- 
keeper. 

“Well  Matt,  you  know  that  is  not  true,”  I re- 
plied. 

“Maybe  it  ain’t.  Doc,  but  George  has  more  than 
one  bed  in  his  house,  so  how  you  go’n  prove  hit.” 
A colored  patient  of  mine  had  been  in  bed  several 
days  suffering  from  “female  trouble”  and  she  asked 
me  about  taking  “Lydia  Pinkhams.”  I told  her 
that  I did  not  think  it  would  do  her  much  good 


and  further  more  I had  heard  it  said  that  there  was 
a baby  in  every  bottle.  Her  sister  was  sitting  in  the 
room  and  in  all  seriousness  said  “I  heard  dat  one 
time  and  I took  six  bottles  and  ain’t  never  seen  no 
baby  yit.” 

I was  called  out  to  see  one  of  these  so-called 
educated  negro  school  teachers.  I took  out  my  ther- 
mometer and  he  called  to  his  sister.  “Sister,  please 
sterilize  this  thermometer  in  Listerine  before  this 
doctor  places  it  in  my  mouth.” 

After  administering  diphtheria  antitoxin  to  a little 
boy  I sat  down  and  endeavored  to  explain  to  the 
mother  the  importance  of  a quarantine  and  how 
careful  she  should  be  with  her  child.  She  raised  her 
nose  in  the  air  and  in  a bored  tone  of  voice  said 
“Oh  Yeah.” 

There  were  some  little  colored  children  in  my 
office  and  I overheard  one  of  them  exclaim,  “Gee, 
look  at  dem  big  doctor  bibles  in  dat  case.”  I have 
often  wondered  how  much  better  doctors  we  would 
all  be  if  we  consulted  our  medical  books  and  litera- 
ture as  often  as  the  religiously  inclined  consult  their 
bibles. 

Ano7iymous. 
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Scarlet  Fever  immunization  is  es- 
pecially important  in  institutions. 

It  eliminates  the  ever-present  dan- 
ger of  contagion 

An  instance  of  the  effectiveness 
of  this  protection  is  given  in  the 
September,  1932,  issue  of  the  American 
Journal  Diseases  of  Children,  Of  258  adults 
examined  in  the  Children’s  Memorial  Hos- 
pital of  Chicago,  186  gave  negative  reac- 
tions to  the  Dick  Test  and  none  of  these 
contracted  Scarlet  Fever  during  an  epi- 
demic. Forty  of  the  forty-five  who  gave 
positive  reactions  were  immunized  with 
Squibb  Scarlet  Fever  Toxin  to  the  point 
of  negative  skin  reactions.  Only  two  of 
these  contracted  Scarlet  Fever  and  they 
contracted  mild  cases  before  the  immuni- 
zation was  completed.  Two  of  the  five  who 
were  not  immunized  contracted  severe 
attacks  of  the  disease. 

Equally  effective  results  have  been  noted 
in  the  control  of  a number  of  epidemics 
throughout  the  country.  It  has  been  proved 
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— of  a dose  of  distasteful  med- 
icine, for  instance.  And  he’s 
likely,  from  then  on,  to  turn  bitter 
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scribed that  medicine. 
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were  forgotten  in  the  cheer 
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Customs  change, 
but  the  Christ- 
mas spirit  is  age- 
less. Today  mil- 
lions express  it  by 
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TXJE’D  like  you  to  see  Chest- 
erfields  made.  We  know 
you’d  be  impressed  by  the  absolute 
cleanliness  of  our  factories. 

The  tobaccos  are  the  best  that 
money  can  buy. 

Expert  chemists  test  for  cleanli- 
ness and  purity  all  materials  used 
in  any  way  in  the  manufacture  of 
Chesterfield  cigarettes. 

The  factories  are  modern  through- 
out. Even  the  air  is  changed  every 
4V2  minutes. 

When  you  smoke  a Chesterfield 
you  can  be  sure  that  there  isn’t  a 
purer  cigarette  made. 

In  a letter  to  us  an  eminent 


says:  Chesterfields 

as  pure  as  the  ivater 

, 99 


inspectors  examine  Chester- 
fields as  they  come  from  the 
cigarette  making  machines 
and  throw  out  any  imperfect 
cigarettes. 


the  cigarette  thats  MILDER 

the  cigarette  that  tastes  better 


© 1933.  LrcGETT  & Myers  Tobacco  Co. 


WOODTARD  fRINTCRS.  CHARLCtTON,  W.  VA. 


V 


J 


( 


m 

M 


I 


